IVAN ILLICH

MEDICAL NEMESIS
THE EXPROPRIATION OF HEALTH

PANTHEON BOOKS, NEW YORK

Copyright© 1976 by Random House, Inc.
All rights reserved under International and Pan-American Copyright Conventions.
Published in the United States by Pantheon Books, a division of Random House,
Inc., New \brk. Originally published in Great Britain by Calder & Boyars, Ltd.,
London. Copyright© 1975 by Ivan Illich.
Library of Congress Cataloging in Publication Data
Illich, Ivan, 1926
Medical nemesis.
Includes bibliographical references and indexes.
1. Social medicine. 2. Medicine—Philosophy
3. Medical care. 4. latrogenic diseases. I. Title. [DNLM: 1.
Delivery of health care. 2. Ethics, Medical. 3. latrogenic disease.
4. Philosophy, Medical. 5. Politics. 6. Social medicine.
WA 30129m 1976a]
[RA418.I441982]
362.1
82-47952
ISBN 0-394-71245-5 (pbk.)
AACR2
Manufactured in the United States of America

Contents
Introduction

PART I. Clinical latrogenesis
1. The Epidemics of Modern Medicine
Doctors' Effectiveness—an Illusion
Useless Medical Treatment
Doctor-Inflicted Injuries
Defenseless Patients 32

PART II. Social latrogenesis
2. The Medicalization of Life
Political Transmission of Iatrogemc Disease
Social latrogenesis
Medical Monopoly
Value-Free Cure?
The Medicalization of the Budget
The Pharmaceutical Invasion
Diagnostic Imperialism
Preventive Stigma
Terminal Ceremonies
Black Magic
Patient Majorities

PART III. Cultural latrogenesis
Introduction

3. The Killing of Pain
4. The Invention and Elimination of Disease

5. Death Against Death
Death as Commodity
The Devotional Dance of the Dead
The Danse Macabre
Bourgeois Death
Clinical Death
Trade Union Claims to a Natural Death
Death Under Intensive Care

PART IV. The Politics of Health
6. Specific Counterproductivity
7. Political Countermeasures
Consumer Protection for Addicts
Equal Access to Torts
Public Controls over the Professional Mafia
The Scientific Organization—of Life
Engineering for a Plastic Womb

8. The Recovery of Health
Industrialized Nemesis
From Inherited Myth to Respectful Procedure
The Right to Health
Health as a Virtue

1
The Epidemics
of Modern Medicine
During the past three generations the diseases afflicting Western societies have
undergone dramatic changes.1 Polio, diphtheria, and tuberculosis are vanishing;
one shot of an antibiotic often cures pneumonia or syphilis; and so many mass
killers have come under control that two-thirds of all deaths are now associated
with the diseases of old age. Those who die young are more often than not victims of
accidents, violence, or suicide.2
These changes in health status are generally equated with a decrease in suffering
and attributed to more or to better medical care. Although almost everyone believes
that at least one of his friends would not be alive and well except for the skill of a
doctor, there is in fact no evidence of any direct relationship between this mutation
of sickness and the so-called progress of medicine.3 The changes are
dependent variables of political and technological transformations, which in turn
are reflected in what doctors do and say; they are not significantly related to the
activities that require the preparation, status, and costly equipment in which the
health professions take pride.4 In addition, an expanding proportion of the new
burden of disease of the last fifteen years is itself the result of medical intervention
in favor of people who are or might become sick. It is doctor-made, or iatrogenic?
After a century of pursuit of medical Utopia,6 and contrary to current conventional
wisdom,7 medical services have not been important in producing the changes in life
expectancy that have occurred. A vast amount of contemporary clinical care is
incidental to the curing of disease, but the damage done by medicine to the health
of individuals and populations is very significant. These facts are obvious, well
documented, and well repressed.

Doctors' Effectiveness—An Illusion
The study of the evolution of disease patterns provides evidence that during the
last century doctors have affected epidemics no more profoundly than did priests
during earlier times. Epidemics came and went, imprecated by both but touched by
neither. They are not modified any more decisively by the rituals performed in
medical clinics than by those customary at religious shrines.8 Discussion of the
future of health care might usefully begin with the recognition of this fact.

The infections that prevailed at the outset of the industrial age illustrate how
medicine came by its reputation.9 Tuberculosis, for instance, reached a peak over
two generations. In New York in 1812, the death rate was estimated to be higher
than 700 per 10,000; by 1882, when Koch first isolated and cultured the bacillus, it
had already declined to 370 per 10,000. The rate was down to 180 when the first
sanatorium was opened in 1910, even though "consumption" still held second place
in the mortality tables,10 After World War II, but before antibiotics became routine,
it had slipped into eleventh place with a rate of 48. Cholera,11 dysentery,12 and
typhoid similarly peaked and dwindled outside the physician's control. By the time
their etiology was understood and their therapy had become specific, these diseases
had lost much of their virulence and hence their social importance. The combined
death rate from scarlet fever, diphtheria, whooping cough, and measles among
children up to fifteen shows that nearly 90 percent of the total decline in mortality
between 1860 and 1965 had occurred before the introduction of antibiotics and
widespread immunization.13 In part this recession may be attributed to improved
housing and to a decrease in the virulence of micro-organisms, but by far the most
important factor was a higher host-resistance due to better nutrition. In poor
countries today, diarrhea and upper-respiratory-tract infections occur more
frequently, last longer, and lead to higher mortality where nutrition is poor, no
matter how much or how little medical care is available.14 In England, by the middle
of the nineteenth century, infectious epidemics had been replaced by major
malnutrition syndromes, such as rickets and pellagra. These in turn peaked and
vanished, to be replaced by the diseases of early childhood and, somewhat later, by
an increase in duodenal ulcers in young men. When these declined, the modern
epidemics took over: coronary heart disease, emphysema, bronchitis, obesity,
hypertension, cancer (especially of the lungs), arthritis, diabetes, and so-called
mental disorders. Despite intensive research, we have no complete explanation for
the genesis of these changes.15 But two things are certain: the professional practice
of physicians cannot be credited with the elimination of old forms of mortality or
morbidity, nor should it be blamed for the increased expectancy of life spent in
suffering from the new diseases. For more than a century, analysis of disease trends
has shown that the environment is the primary determinant of the state of general
health of any population.16 Medical geography,17 the history of diseases,18 medical
anthropology,19 and the social history of attitudes towards illness20 have shown that
food,21 water,22 and air,23 in correlation with the level of sociopolitical equality24 and
the cultural mechanisms that make it possible to keep the population stable,25 play
the decisive role in determining how healthy grown-ups feel and at what age adults
tend to die. As the older causes of disease recede, a new kind of malnutrition is
becoming the most rapidly expanding modern epidemic.26 One-third of humanity
survives on a level of undernourishment which would formerly have been lethal,
while more and more rich people absorb ever greater amounts of poisons and
mutagens in their food.27
Some modern techniques, often developed with the help of doctors, and optimally
effective when they become part of the culture and environment or when they are
applied independently of professional delivery, have also effected changes in
general health, but to a lesser degree. Among these can be included contraception,
smallpox vaccination of infants, and such nonmedical health measures as the

treatment of water and sewage, the use of soap and scissors by midwives, and some
antibacterial and insecticidal procedures. The importance of many of these
practices was first recognized and stated by doctors—often courageous dissidents
who suffered for their recommendations28—but this does not consign soap, pincers,
vaccination needles, delousing preparations, or condoms to the category of "medical
equipment." The most recent shifts in mortality from younger to older groups can
be explained by the incorporation of these procedures and devices into the layman's
culture.
In contrast to environmental improvements and modern nonprofessional health
measures, the specifically medical treatment of people is never significantly related
to a decline in the compound disease burden or to a rise in life expectancy.29 Neither
the proportion of doctors in a population nor the clinical tools at their disposal nor
the number of hospital beds is a causal factor in the striking changes in over-all
patterns of disease. The new techniques for recognizing and treating such
conditions as pernicious anemia and hypertension, or for correcting congenital
malformations by surgical intervention, redefine but do not reduce morbidity. The
fact that the doctor population is higher where certain diseases have become rare
has little to do with the doctors' ability to control or eliminate them.30 It simply
means that doctors deploy themselves as they like, more so than other
professionals, and that they tend to gather where the climate is healthy, where the
water is clean, and where people are employed and can pay for their services.31

Useless Medical Treatment
Awe-inspiring medical technology has combined with egalitarian rhetoric to
create the impression that contemporary medicine is highly effective. Undoubtedly,
during the last generation, a limited number of specific procedures have become
extremely useful. But where they are not monopolized by professionals as tools of
their trade, those which are applicable to widespread diseases are usually very
inexpensive and require a minimum of personal skills, materials, and custodial
services from hospitals. In contrast, most of today's skyrocketing medical
expenditures are destined for the kind of diagnosis and treatment whose
effectiveness at best is doubtful.32 To make this point I will distinguish between
infectious and noninfectious diseases.
In the case of infectious diseases, chemotherapy has played a significant role in
the control of pneumonia, gonorrhea, and syphilis. Death from pneumonia, once
the "old man's friend," declined yearly by 5 to 8 percent after sulphonamides and
antibiotics came on the market. Syphilis, yaws, and many cases of malaria and
typhoid can be cured quickly and easily. The rising rate of venereal
disease is due to new mores, not to ineffectual medicine. The reappearance of
malaria is due to the development of pesticide-resistant mosquitoes and not to any
lack of new antimalarial drugs.33 Immunization has almost wiped out paralytic
poliomyelitis, a disease of developed countries, and vaccines have certainly

contributed to the decline of whooping cough and measles,34 thus seeming to
confirm the popular belief in "medical progress." 35 But for most other infections,
medicine can show no comparable results. Drug treatment has helped to reduce
mortality from tuberculosis, tetanus, diphtheria, and scarlet fever, but in the total
decline of mortality or morbidity from these diseases, chemotherapy played a minor
and possibly insignificant role.36 Malaria, leishmaniasis, and sleeping sickness
indeed receded for a time under the onslaught of chemical attack, but are now on
the rise again.37
The effectiveness of medical intervention in combatting noninfectious diseases is
even more questionable. In some situations and for some conditions, effective
progress has indeed been demonstrated: the partial prevention of caries through
fluoridation of water is possible, though at a cost not fully understood.38
Replacement therapy lessens the direct impact of diabetes, though only in the short
run.39 Through intravenous feeding, blood transfusions, and surgical techniques,
more of those who get to the hospital survive trauma, but survival rates for the most
common types of cancer—those which make up 90 percent of the cases—have
remained virtually unchanged over the last twenty-five years. This fact has
consistently been clouded by announcements from the American Cancer Society
reminiscent of General Westmoreland's proclamations from Vietnam. On the other
hand, the diagnostic value of the Papanicolaou vaginal smear test has been proved:
if the tests are given four times a year, early intervention for cervical cancer
demonstrably increases the five-year survival rate. Some skin-cancer treatment is
highly effective. But there is little evidence of effective treatment of most other
cancers.40 The five-year survival rate in breast-cancer cases is 50 percent, regardless
of the frequency of medical check-ups and regardless of the treatment used.41 Nor is
there evidence that the rate differs from that among untreated women. Although
practicing doctors and the publicists of the medical establishment stress the
importance of early detection and treatment of this and several other types of
cancer, epidemiologists have begun to doubt that early intervention can alter the
rate of survival.42 Surgery and chemotherapy for rare congenital and rheumatic
heart disease have increased the chances for an active life for some of those who
suffer from degenerative conditions.43 The medical treatment of common
cardiovascular disease44 and the intensive treatment of heart disease,45 however, are
effective only when rather exceptional circumstances combine that are outside the
physician's control. The drug treatment of high blood pressure is effective and
warrants the risk of side-effects in the few in whom it is a malignant condition; it
represents a considerable risk of serious harm, far outweighing any proven benefit,
for the 10 to 20 million Americans on whom rash artery-plumbers are trying to foist
it.46

Doctor-Inflicted Injuries
Unfortunately, futile but otherwise harmless medical care is the least important of
the damages a proliferating medical enterprise inflicts on contemporary society.
The pain, dysfunction, disability, and anguish resulting from technical medical
intervention now rival the morbidity due to traffic and industrial accidents and even

war-related activities, and make the impact of medicine one of the most rapidly
spreading epidemics of our time. Among murderous institutional torts, only
modern malnutrition injures more people than iatrogenic disease in its various
manifestations.47 In the most narrow sense, iatrogenic disease includes only
illnesses that would not have come about if sound and professionally recommended
treatment had not been applied.48 Within this definition, a patient could sue his
therapist if the latter, in the course of his management, failed to apply a
recommended treatment that, in the physician's opinion, would have risked making
him sick. In a more general and more widely accepted sense, clinical iatrogenic
disease comprises all clinical conditions for which remedies, physicians, or
hospitals are the pathogens, or "sickening" agents. I will call this plethora of
therapeutic side-effects clinical iatrogenesis. They are as old as medicine itself,49
and have always been a subject of medical studies.50
Medicines have always been potentially poisonous, but their unwanted sideeffects have increased with their power31 and widespread use.52 Every twenty-four to
thirty-six hours, from 50 to 80 percent of adults in the United States and the United
Kingdom swallow a medically prescribed chemical. Some take the wrong drug;
others get an old or a contaminated batch, and others a counterfeit;53 others take
several drugs in dangerous combinations;54 and still others receive injections with
improperly sterilized syringes.55 Some drugs are addictive, others mutilating, and
others mutagenic, although perhaps only in combination with food coloring or
insecticides. In some patients, antibiotics alter the normal bacterial flora and induce
a superinfection, permitting more resistant organisms to proliferate and invade the
host. Other drugs contribute to the breeding of drug-resistant strains of bacteria.56
Subtle kinds of poisoning thus have spread even faster than the bewildering variety
and ubiquity of nostrums.57 Unnecessary surgery is a standard procedure.58
Disabling nondiseases result from the medical treatment of nonexistent diseases
and are on the increase:59 the number of children disabled in Massachusetts
through the treatment of cardiac non-disease exceeds the number of children under
effective treatment for real cardiac disease.60
Doctor-inflicted pain and infirmity have always been a part of medical practice.61
Professional callousness, negligence, and sheer incompetence are age-old forms of
malpractice.62 With the transformation of the doctor from an artisan exercising a
skill on personally known individuals into a technician applying scientific rules to
classes of patients, malpractice acquired an anonymous, almost respectable status.63
What had formerly been considered an abuse of confidence and a moral fault can
now be rationalized into the occasional breakdown of equipment and operators. In
a complex technological hospital, negligence becomes "random human error" or
"system breakdown," callousness becomes "scientific detachment," and
incompetence becomes "a lack of specialized equipment." The depersonalization of
diagnosis and therapy has changed malpractice from an ethical into a technical
problem.64
In 1971, between 12,000 and 15,000 malpractice suits were lodged in United
States courts. Less than half of all malpractice claims were settled in less than
eighteen months, and more than 10 percent of such claims remain unsettled for

over six years. Between 16 and 20 percent of every dollar paid in malpractice
insurance went to compensate the victim; the rest was paid to lawyers and medical
experts.65 In such cases, doctors are vulnerable only to the charge of having acted
against the medical code, of the incompetent performance of prescribed treatment,
or of dereliction out of greed or laziness. The problem, however, is that most of the
damage inflicted by the modern doctor does not fall into any of these categories.66 It
occurs in the ordinary practice of well-trained men and women who have learned to
bow to prevailing professional judgment and procedure, even though they know (or
could and should know) what damage they do.
The United States Department of Health, Education, and Welfare calculates that 7
percent of all patients suffer compensable injuries while hospitalized, though few of
them do anything about it. Moreover, the frequency of reported accidents in
hospitals is higher than in all industries but mines and high-rise construction.
Accidents are the major cause of death in American children. In proportion to the
time spent there, these accidents seem to occur more often in hospitals than in any
other kind of place. One in fifty children admitted to a hospital suffers an accident
which requires specific treatment.67 University hospitals are relatively more
pathogenic, or, in blunt language, more sickening. It has also been established that
one out of every five patients admitted to a typical research hospital acquires an
iatrogenic disease, sometimes trivial, usually requiring special treatment, and in
one case in thirty leading to death. Half of these episodes result from complications
of drug therapy; amazingly, one in ten comes from diagnostic procedures.68 Despite
good intentions and claims to public service, a military officer with a similar record
of performance would be relieved of his command, and a restaurant or amusement
center would be closed by the police. No wonder that the health industry tries to
shift the blame for the damage caused onto the victim, and that the dope-sheet of a
multinational pharmaceutical concern tells its readers that "iatrogenic disease is
almost always of neurotic origin." 69

Defenseless Patients
The undesirable side-effects of approved, mistaken, callous, or contraindicated
technical contacts with the medical system represent just the first level of
pathogenic medicine. Such clinical iatrogenesis includes not only the damage that
doctors inflict with the intent of curing or of exploiting the patient, but also those
other torts that result from the doctor's attempt to protect himself against the
possibility of a suit for malpractice. Such attempts to avoid litigation and
prosecution may now do more damage than any other iatrogenic stimulus.
On a second level,70 medical practice sponsors sickness by reinforcing a morbid
society that encourages people to become consumers of curative, preventive,
industrial, and environmental medicine. On the one hand defectives survive in
increasing numbers and are fit only for life under institutional care, while on the
other hand, medically certified symptoms exempt people from industrial work and
thereby remove them from the scene of political struggle to reshape the society that
has made them sick. Second-level iatrogenesis finds its expression in various

symptoms of social overmedicalization that amount to what I shall call the
expropriation of health. This second-level impact of medicine I designate as social
iatrogenesis, and I shall discuss it in Part II.
On a third level, the so-called health professions have an even deeper, culturally
health-denying effect insofar as they destroy the potential of people to deal with
their human weakness, vulnerability, and uniqueness in a personal and
autonomous way. The patient in the grip of contemporary medicine is but one
instance of mankind in the grip of its pernicious techniques.71 This cultural
iatrogenesis, which I shall discuss in Part III, is the ultimate backlash of hygienic
progress and consists in the paralysis of healthy responses to suffering, impairment,
and death. It occurs when people accept health management designed on the
engineering model, when they conspire in an attempt to produce, as if it were a
commodity, something called "better health." This inevitably results in the managed
maintenance of life on high levels of sublethal illness. This ultimate evil of medical
"progress" must be clearly distinguished from both clinical and social iatrogenesis.
I hope to show that on each of its three levels iatrogenesis has become medically
irreversible: a feature built right into the medical endeavor. The unwanted
physiological, social, and psychological by-products of diagnostic and therapeutic
progress have become resistant to medical remedies. New devices, approaches, and
organizational arrangements, which are conceived as remedies for clinical and
social iatrogenesis, themselves tend to become pathogens contributing to the new
epidemic. Technical and managerial measures taken on any level to avoid damaging
the patient by his treatment tend to engender a self-reinforcing iatrogenic loop
analogous to the escalating destruction generated by the polluting procedures used
as antipollution devices.72
I will designate this self-reinforcing loop of negative institutional feedback by its
classical Greek equivalent and call it medical nemesis. The Greeks saw gods in the
forces of nature. For them, nemesis represented divine vengeance visited upon
mortals who infringe on those prerogatives the gods enviously guard for
themselves. Nemesis was the inevitable punishment for attempts to be a hero rather
than a human being. Like most abstract Greek nouns, Nemesis took the shape of a
divinity. She represented nature's response to hubris: to the individual's
presumption in seeking to acquire the attributes of a god. Our contemporary
hygienic hubris has led to the new syndrome of medical nemesis.73
By using the Greek term I want to emphasize that the corresponding phenomenon
does not fit within the explanatory paradigm now offered by bureaucrats,
therapists, and ideologues for the snowballing diseconomies and disutilities that,
lacking all intuition, they have engineered and that they tend to call the
"counterintuitive behavior of large systems." By invoking myths and ancestral gods
I should make it clear that my framework for analysis of the current breakdown of
medicine is foreign to the industrially determined logic and ethos. I believe that the
reversal of nemesis can come only from within man and not from yet another
managed (heteronomous) source depending once again on presumptious expertise
and subsequent mystification.

Medical nemesis is resistant to medical remedies. It can be reversed only through
a recovery of the will to self-care among the laity, and through the legal, political,
and institutional recognition of the right to care, which imposes limits upon the
professional monopoly of physicians. My final chapter proposes guidelines for
stemming medical nemesis and provides criteria by which the medical enterprise
can be kept within healthy bounds. I do not suggest any specific forms of health care
or sick-care, and I do not advocate any new medical philosophy any more than I
recommend remedies for medical technique, doctrine, or organization. However, I
do propose an alternative approach to the use of medical organization and
technology together with the allied bureaucracies and illusions.

2
The Medicalization of Life
Political Transmission of Iatrogenic Disease
Until recently medicine attempted to enhance what occurs in nature. It fostered
the tendency of wounds to heal, of blood to clot, and of bacteria to be overcome by
natural immunity.1 Now medicine tries to engineer the dreams of reason.2 Oral
contraceptives, for instance, are prescribed "to prevent a normal occurrence in
healthy persons."3 Therapies induce the organism to interact with molecules or with
machines in ways for which there is no precedent in evolution. Grafts involve the
outright obliteration of genetically programmed immunological defenses.4 The
relationship between the interest of the patient and the success of each specialist
who manipulates one of his "conditions" can thus no longer be assumed; it must
now be proved, and the net contribution of medicine to society's burden of disease
must be assessed from without the profession.5 But any charge against medicine for
the clinical damage it causes constitutes only the first step in the indictment of
pathogenic medicine.6 The trail beaten in the harvest is only a reminder of the
greater damage done by the baron to the village that his hunt overruns.

Social Iatrogenesis
Medicine undermines health not only through direct aggression against
individuals but also through the impact of its social organization on the total milieu.
When medical damage to individual health is produced by a sociopolitical mode of
transmission, I will speak of "social iatrogenesis," a term designating all
impairments to health that are due precisely to those socio-economic
transformations which have been made attractive, possible, or necessary by the
institutional shape health care has taken.
Social iatrogenesis designates a category of etiology that encompasses many
forms. It obtains when medical bureaucracy creates ill-health by increasing stress,
by multiplying disabling dependence, by generating new painful needs, by lowering
the levels of tolerance for discomfort or pain, by reducing the leeway that people are
wont to concede to an individual when he suffers, and by abolishing even the right
to self-care. Social iatrogenesis is at work when health care is turned into a
standardized item, a staple; when all suffering is "hospitalized" and homes become
inhospitable to birth, sickness, and death; when the language in which people could
experience their bodies is turned into bureaucratic gobbledegook; or when
suffering, mourning, and healing outside the patient role are labeled a form of
deviance.

Medical Monopoly
Like its clinical counterpart, social iatrogenesis can escalate from an adventitious
feature into an inherent characteristic of the medical system. When the intensity7 of
biomedical intervention crosses a critical threshold, clinical iatrogenesis turns from
error, accident, or fault into an incurable perversion of medical practice. In the
same way, when professional autonomy degenerates into a radical monopoly8 and
people are rendered impotent to cope with their milieu, social iatrogenesis becomes
the main product of the medical organization.
A radical monopoly goes deeper than that of any one corporation or any one
government. It can take many forms. When cities are built around vehicles, they
devalue human feet; when schools pre-empt learning, they devalue the autodidact;
when hospitals draft all those who are in critical condition, they impose on society a
new form of dying. Ordinary monopolies corner the market;9 radical monopolies
disable people from doing or making things on their own.10 The commercial
monopoly restricts the flow of commodities; the more insidious social monopoly
paralyzes the output of nonmarketable use-values.11 Radical monopolies impinge
still further on freedom and independence. They impose a society-wide substitution
of commodities for use-values by reshaping the milieu and by "appropriating" those
of its general characteristics which have enabled people so far to cope on their own.
Intensive education turns autodidacts into unemployables, intensive agriculture
destroys the subsistence farmer, and the deployment of police undermines the
community's self-control. The malignant spread of medicine has comparable
results: it turns mutual care and self-medication into misdemeanors or felonies.
Just as clinical iatrogenesis becomes medically incurable when it reaches a critical
intensity and then can be reversed only by a decline of the enterprise, so can social
iatrogenesis be reversed only by political action that retrenches professional
dominance.
A radical monopoly feeds on itself. Iatrogenic medicine reinforces a morbid
society in which social control of the population by the medical system turns into a
principal economic activity. It serves to legitimize social arrangements into which
many people do not fit. It labels the handicapped as unfit and breeds ever new
categories of patients. People who are angered, sickened, and impaired by their
industrial labor and leisure can escape only into a life under medical supervision
and are thereby seduced or disqualified from political struggle for a healthier world.
12

Social iatrogenesis is not yet accepted as a common etiology of disease. If it were
recognized that diagnosis often serves as a means of turning political complaints
against the stress of growth into demands for more therapies that are just more of
its costly and stressful outputs, the industrial system would lose one of its major
defenses.13 At the same time, awareness of the degree to which iatrogenic ill-health
is politically communicated would shake the foundations of medical power much
more profoundly than any catalogue of medicine's technical faults.14

Value-free Cure?
The issue of social iatrogenesis is often confused with the diagnostic authority of
the healer. To defuse the issue and to protect their reputation, some physicians
insist on the obvious: namely, that medicine cannot be practiced without the
iatrogenic creation of disease. Medicine always creates illness as a social state.15 The
recognized healer transmits to individuals the social possibilities for acting sick.16
Each culture has its own characteristic perception of disease17 and thus its unique
hygienic mask.18 Disease takes its features from the physician who casts the actors
into one of the available roles.19 To make people legitimately sick is as implicit in the
physician's power as the poisonous potential of the remedy that works.20 The
medicine man commands poisons and charms. The Greeks' only word for "drug"—
pharmakon— did not distinguish between the power to cure and the power to kill.21
Medicine is a moral enterprise and therefore inevitably gives content to good and
evil. In every society, medicine, like law and religion, defines what is normal,
proper, or desirable. Medicine has the authority to label one man's complaint a
legitimate illness, to declare a second man sick though he himself does not
complain, and to refuse a third social recognition of his pain, his disability, and
even his death.22 It is medicine which stamps some pain as "merely subjective," 23
some impairment as malingering,24 and some deaths—though not others—as
suicide.25 The judge determines what is legal and who is guilty.26 The priest declares
what is holy and who has broken a taboo. The physician decides what is a symptom
and who is sick. He is a moral entrepreneur,27 charged with inquisitorial powers to
discover certain wrongs to be righted.28 Medicine, like all crusades, creates a new
group of outsiders each time it makes a new diagnosis stick.29 Morality is as implicit
in sickness as it is in crime or in sin.
In primitive societies it is obvious that in the exercise of medical skill, the
recognition of moral power is implied. Nobody would summon the medicine man
unless he conceded to him the skill of discerning evil spirits from good ones. In a
higher civilization this power expands. Here medicine is exercised by full-time
specialists who control large populations by means of bureaucratic institutions.30
These specialists form professions which exercise a unique kind of control over
their own work.31 Unlike unions, these professions owe their autonomy to a grant of
confidence rather than to victory in a struggle. Unlike guilds, which determine only
who shall work and how, they determine also what work shall be done. In the
United States the medical profession owes this supreme authority to a reform of the
medical schools just before World War I. The medical profession is a manifestation
in one particular sector of the control over the structure of class power which the
university-trained elites have acquired. Only doctors now "know" what constitutes
sickness, who is sick, and what shall be done to the sick and to those whom they
consider at a special risk. Paradoxically, Western medicine, which has insisted on
keeping its power apart from law and religion, has now expanded it beyond
precedent. In some industrial societies social labeling has been medicalized to the
point where all deviance has to have a medical label. The eclipse of the explicit

moral component in medical diagnosis has thus invested Aesculapian authority32
with totalitarian power.
The divorce between medicine and morality has been defended on the ground that
medical categories, unlike those of law and religion, rest on scientific foundations
exempt from moral evaluation.33 Medical ethics have been secreted into a
specialized department that brings theory into line with actual practice.34 The courts
and the law, when they are not used to enforce the Aesculapian monopoly, are
turned into doormen of the hospital who select from among the clients those who
can meet the doctors' criteria.35 Hospitals turn into monuments of narcissistic
scientism, concrete manifestations of those professional prejudices which were
fashionable on the day their cornerstone was laid and which were often outdated
when they came into use. The technical enterprise of the physician claims value-free
power. It is obvious that in this kind of context it is easy to shun the issue of social
iatrogenesis with which I am concerned. Politically mediated medical damage is
thus seen as inherent in medicine's mandate, and its critics are viewed as sophists
trying to justify lay intrusion into the medical bailiwick. Precisely for this reason, a
lay review of social iatrogenesis is urgent. The assertion of value-free cure and care
is obviously malignant nonsense, and the taboos that have shielded irresponsible
medicine are beginning to weaken.

The Medicalization of the Budget
The most handy measure of the medicalization of life is the share taken out of a
typical yearly income to be spent under doctor's orders. In America before 1950,
this was less than a month's income, but by the mid-seventies, the equivalent of
between five and seven weeks of the typical worker's earnings were spent on the
purchase of medical services. The United States now spends about $95 billion a
year for health care, about 8.4 percent of the gross national product in 1975, up
from 4.5 percent in 1962.36 During the past twenty years, while the price index in the
United States has risen by about 74 percent, the cost of medical care has escalated
by 330 percent. Between 1950 and 1971 public expenditure for health insurance
increased tenfold, private insurance benefits increased eightfold,37 and direct out-ofpocket payments about three-fold.38 In over-all expenditures other countries such as
France39 and Germany40 kept abreast of the United States. In all industrial nations—
Atlantic, Scandinavian, or East European—the growth rate of the health sector has
advanced faster than that of the GNP.41 Even discounting inflation, federal health
outlays increased by more than 40 percent between 1969 and 1974.42 The
medicalization of the national budget, moreover, is not a privilege of the rich: in
Colombia, a poor country that notoriously favors its rich, the proportion, as in
England, is more than 10 percent.43
Some of this has enriched doctors, who until the French Revolution earned their
living as artisans. A few always lived well, but more died poor. The proverb "Few
lawyers die well, few physicians live well" had its equivalent in most European
languages. Now physicians have come to the top, and in capitalist societies this top
is high indeed. Yet it would be inaccurate to blame the inflation in medicine on the

greed of the medical profession. Much more of the increase has gone to a host of
well-titled medical paper-shufflers whom United States universities began to
graduate in the fifties: to those with masters' degrees in nursing supervision or with
doctorates in hospital administration, and to all the lower ranks on which the new
bureaucrats feed. The cost of administering the patient, his files, and the checks he
writes and receives can take a quarter out of each dollar on his bill.44 More goes to
the bankers; in some cases the so-called "legitimate" administrative costs in the
medical health insurance business have risen to 70 percent of the payment made to
commercial carriers.
Even more significant is the new prejudice in favor of high-cost hospital care.
Since 1950 the cost of keeping a patient for one day in a community hospital in the
United States has risen by 500 percent.45 The bill for patient care in the major
university hospitals has risen even faster, tripling in eight years. Administrative
costs have exploded, multiplying since 1964 by a factor of 7; laboratory costs have
risen by a factor of 5, medical salaries only by a factor of 2.46 The construction of
hospitals now costs in excess of $85,000 per bed, of which two-thirds buys
mechanical equipment that is made obsolete within less than ten years.47 These
rates are almost twice those of the cost increases and of the obsolescence prevalent
in modern weapons systems. Costs overruns in programs of the Health, Education,
and Welfare Department exceed those in the Pentagon. Between 1968 and 1970
Medicaid costs increased three times faster than the number of people served. In
the last four years hospital insurance benefits have almost doubled in cost, and
physicians' fees have increased almost twice as fast as had been planned.48 There is
no precedent for a similar sustained expansion in any other major sector in the
civilian economy. It is therefore ironic that during this unique boom in health care
the United States established another "first." Shortly after the boom started, the life
expectancy for adult American males began to decline and is now expected to
decline even further. The death rate for American males aged forty-five to fifty-four
is comparatively high. Of every 100 males in the United States who turn forty-five
only 90 will see their fifty-fifth birthday, while in Sweden 95 will survive the decade.
49 But Sweden, Germany, Belgium, Canada, France, and Switzerland are now
catching up with the United States: both their age-specific death rates for adult
males and their global medical costs are shooting up.50
The phenomenal rise in cost of health services in the United States has been
explained in different ways: some blame irrational planning,51 others the higher cost
of the new gimmicks that people want in hospitals.52 The most common
interpretation at present relates to the growing incidence of prepayment of services.
Hospitals register well-insured patients, and rather than providing old products
more efficiently and cheaply, are economically motivated to move towards new and
increasingly expensive ways of doing things. Changing products rather than higher
labor costs, bad administration, or lack of technological progress are blamed for the
rise.53 In this perspective the change in products seems due precisely to the
increased insurance coverage which encourages hospitals to provide products more
expensive than the customer actually wants, needs, or would have been willing to
pay for directly. His out-of-pocket costs appear increasingly modest, even though
the services offered by the hospital are more costly. Insurance for high-cost sick-

care is thus a self-reinforcing process which invests the providers of care with the
control of increasing resources.54 As an antidote, some critics recommend
enlightened cost consciousness on the part of consumers;55 others, not trusting the
self-control of laymen, recommend mechanisms to heighten the cost consciousness
of producers.56 Physicians, they argue, would prescribe more responsibly and less
wantonly if they were paid (as are general practitioners in Britain) on a "capitation"
basis that provided a fixed amount for the maintenance of their clients rather than a
fee for service. But like all other such remedies, capitation enlarges the iatrogenic
fascination with the health supply. People forgo their own lives to get as much
treatment as they can.
In England the National Health Service has tried, albeit unsuccessfully, to ensure
that cost inflation will be less plagued by conspicuous flimflam.57 The National
Health Service Act of 1946 established access to health-care resources for all those
in need as a human right. The need was assumed to be finite and quantifiable, the
ballot box the best place to decide the total budget for health, and doctors the only
ones able to determine the resources that would satisfy the need of each patient. But
need as assessed by medical practitioners has proved to be just as extensive in
England as anywhere else. The fundamental hope for the success of the English
health-care system lay in the belief in the ability of the English to ration supply.
Until about 1972 they did so, in the opinion of an author who surveyed British
health economics, "by means in their way almost as ruthless—but generally held to
be more acceptable—than the ability to pay."58 Until that time health care was kept
below 6 percent of GNP, 10 percent of public spending. Private practice had shrunk
from half of all care to 4 percent. Direct charges to patients were kept at a
phenomenally low 5 percent of the cost. But this stern commitment to equality
prevented only those astounding misallocations for prestigious gadgetry which
provided an easy starting point for public criticism in the United States. Since 1972
the Health Service in Britain has undergone a traumatic change, for complex
economic and political reasons. The initial success of the Health Service and the
present unique disarray in the system make predictions for the future impossible.
Demedicalization of health care is as essential there as elsewhere. Yet curiously,
England is also one of the few industrialized countries where the life expectancy of
adult males has not yet declined, though the chronic diseases of this group have
already shown an increase similar to that observed a decade earlier across the
Atlantic.
Information on costs in the Soviet Union is more difficult to come by. The number
of physicians and hospital days per capita seems to have doubled between 1960 and
1972, and costs to have increased by about 260 percent.59 The main claim to
superiority of Soviet medicine is still based on "prophylaxis built into the social
system itself," without this affecting the relative volume of disease or care in
comparison with other industrial countries of similar development.60 But the theory
that therapeutics would wither away with the state became and has remained
heresy since 1932.61
Distinct political systems organize pathologies into different diseases and thus
create distinct categories of demand, supply, and unmet needs.62 But no matter how

disease is perceived, the cost of treatment rises at comparable rates. The Russians,
for instance, limit by decree mental disease requiring hospitalization: they allow
only 10 percent of all hospital beds for such cases.63 But at a given GNP all industrial
nations generate the same kind of dependence on the physician, and do so
irrespective of their ideology and the nosology these beliefs engender.64 (Of course,
capitalism has proved that it can do so at a much higher social cost.65) Everywhere
in the mid-seventies the main constraint on professional activity is the necessity to
reduce costs.
The proportion of national wealth which is channeled to doctors and expended
under their control varies from one nation to another and falls somewhere between
one-tenth and one-twentieth of all available funds. But this should lead nobody to
believe that health expenditures on the typical citizen in poor countries are
anywhere proportionate to the countries' per capita average income. Most people
get absolutely nothing. Excepting only the money allocated for treatment of water
supplies, 90 percent of all funds earmarked for health in developing countries is
spent not for sanitation but for treatment of the sick. From 70 percent to 80 percent
of the entire public health budget goes to the cure and care of individuals as
opposed to public health services.66 Most of this money is spent everywhere on the
same kinds of things.
All countries want hospitals, and many want them to have the most exotic modern
equipment. The poorer the country, the higher the real cost of each item on their
inventories. Modern hospital beds, incubators, laboratories, respirators, and
operating rooms cost even more in Africa than their counterparts in Germany or
France where they are manufactured: they also break down more easily in the
tropics, are more difficult to service, and are more often than not out of use. As to
cost, the same is true of the physicians who are made to measure for these gadgets.
The education of an open-heart surgeon represents a comparable capital
investment, whether he comes from the Mexican school system or is the cousin of a
Brazilian captain sent on a government scholarship to study in Hamburg.67 The
United States might be too poor to provide renal dialysis at $15,000 per year to all
those citizens who would claim to need it, but Ghana is too poor to provide the
people equitably with physicians for primary care.68 Socially critical maximum cost
of items that can be equitably shared varies from one place to another. But
whenever tax funds are used to finance treatment above the critical cost, the system
of medical care acts inevitably as a device for the net transfer of power from the
majority who pay the taxes to the few who are selected because of their money,
schooling, or family ties, or because of their special interest to the experimenting
surgeon.
It is clearly a form of exploitation when four-fifths of the real cost of private
clinics in poor Latin American countries is paid for by the taxes collected for
medical education, public ambulances, and medical equipment.69 In this case the
concentration of public resources on a few is obviously unjust because the ability to
pay out of pocket a fraction of the total cost of treatment is a condition for getting
the rest underwritten. But the exploitation is no less in places where the public,
through a national health service, assigns to physicians the sole power to decide

who "needs" their kind of treatment, and then lavishes public support on those on
whom they experiment or practice. The public acquiescence in the doctor's
monopoly on identifying needs only broadens the base from which doctors can sell
their services.70
Indirectly, conspicuous therapies serve as powerful devices to convince people
that they should pay more taxes to get them to all those whom doctors have
declared in need. Once President Frei of Chile had started on one palace for medical
spectator-sports, his successor, Salvador Allende, was forced to promise three more.
The prestige of a puny national team in the medical Olympics is used to intensify a
nationwide addiction to therapeutic relationships that are pathogenic on a level
much deeper than mere medical vandalism. More health damage is caused by
people's belief that they cannot cope with their illness unless they call on the doctor
than doctors could ever cause by foisting their ministrations on people.
Only in China—at least, at first sight—does the trend seem to run in the opposite
direction: primary care is given by nonprofessional health technicians assisted by
health apprentices who leave their regular jobs in the factory when they are called
on to assist a member of their brigade.71 Nutrition, environmental hygiene, and
birth control have improved beyond comparison. The achievements in the Chinese
health sector during the late sixties have proved, perhaps definitively, a longdebated point: that almost all demonstrably effective technical health devices can be
taken over within months and used competently by millions of ordinary people.
Despite such successes, an orthodox commitment to Western dreams of reason in
Marxist shape may now destroy what political virtue, combined with traditional
pragmatism, has achieved. The bias towards technological progress and
centralization is reflected already in the professional reaches of medical care. China
possesses not only a paramedical system but also medical personnel whose
educational standards are known to be of the highest order by their counterparts
around the world, and which differ only marginally from those of other countries.
Most investment during the last four years seems to have gone towards the further
development of this extremely well qualified and highly orthodox medical
profession, which is getting increasing authority to shape the over-all health goals of
the nation. "Barefoot medicine" is losing its makeshift, semi-independent,
grassroots character and is being integrated into a unitary health-care technocracy.
University-trained personnel instruct, supervise, and complement the locally
elected healer. This ideologically fueled development of professional medicine in
China will have to be consciously limited in the very near future if it is to remain a
balancing complement rather than an obstacle to high-level self-care.72 Without
comparable statistics, statements on Chinese medical economy remain vague. But
there is no reason to believe that cost increases in pharmaceutical, hospital, and
professional medicine in China are less than in other countries. For the time being,
however, it can be argued that in China modern medicine in rural districts was so
scarce that recent increments contributed significantly to health levels and to
increased equity in access to care.73
In all countries the medicalization of the budget is related to well-recognized
exploitation within the class structure. No doubt, the dominance of capitalist

oligarchies in the United States,74 the superciliousness of the new mandarins in
Sweden,75 the servility and ethnocentrism of Moscow professionals,76 and the lobby
of the American Medical and Pharmaceutical Associations,77 as well as the new rise
of union power in the health sector,78 are all formidable obstacles to a distribution of
resources in the interests of the sick rather than of their self-appointed caretakers.
But the fundamental reason why these costly bureaucracies are health-denying lies
not in their instrumental but in their symbolic function: they all stress delivery of
repair and maintenance services for the human component of the megamachine,79
and criticism that proposes better and more equitable delivery only reinforces the
social commitment to keep people at work in sickening jobs. The war between the
proponents of unlimited national health insurance and those who stand up for
national health maintenance, as well as the war between those defending and those
attacking all private practice, shifts public attention from the damage done by
doctors who protect a destructive social order to the fact that doctors do less than
expected in defense of a consumer society.
Beyond a certain encroachment on the budget, money that expands medical
control over space, schedules, education, diet, or the design of machines and goods
will inevitably unleash a "nightmare forged from good intentions." Money may
always threaten health. Too much money corrupts it. Beyond a certain point, what
can produce money or what money can buy restricts the range of self-chosen "life."
Not only production but also consumption stresses the scarcity of time, space, and
choice.80 Therefore the prestige of medical staples must sap the cultivation of health,
which, within a given environment, to a large extent depends on innate and inbred
mettle.81 The more time, toil, and sacrifice spent by a population in producing
medicine as a commodity, the larger will be the by-product, namely, the fallacy that
society has a supply of health locked away which can be mined and marketed.82 The
negative function of money is that of an indicator of the devaluation of goods and
services that cannot be bought.83 The higher the price tag at which well-being is
commandeered, the greater will be the political prestige of an expropriation of
personal health.

The Pharmaceutical Invasion
Doctors are not needed to medicalize a society's drugs.84 Even without too many
hospitals and medical schools a culture can become the prey of a pharmaceutical
invasion. Each culture has its poisons, its remedies, its placebos, and its ritual
settings for their administration.85 Most of these are destined for the healthy rather
than for the sick.86 Powerful medical drugs easily destroy the historically rooted
pattern that fits each culture to its poisons; they usually cause more damage than
profit to health, and ultimately establish a new attitude in which the body is
perceived as a machine run by mechanical and manipulating switches.87
In the 1940s few of the prescriptions written in Houston or Madrid could have
been filled in Mexico, except in the zona rosa of Mexico City, where international
pharmacies flourish alongside boutiques and hotels. Today Mexican village
drugstores offer three times as many items as drugstores in the United States. In

Thailand 88 and Brazil, many items that are elsewhere outdated, or illegal surplus
and duds, are dumped into pharmacies by manufacturers who sail under many flags
of convenience. In the past decade, while a few rich countries began to control the
damage, waste, and exploitation caused by the licit drug-pushing of their doctors,
physicians in Mexico, Venezuela, and even Paris had more difficulty than ever
before in getting information on the side-effects of the drugs they prescribed.89 Only
ten years ago, when drugs were relatively scarce in Mexico, people were poor, and
most sick persons were attended by grandmother or the herbalist, pharmaceuticals
came packaged with a descriptive leaflet. Today drugs are more plentiful, more
powerful, and more dangerous; they are sold by television and radio; people who
have attended school feel ashamed of their lingering trust in the Aztec curer; and
the leaflet has been replaced by one standard note which says "on prescription." The
fiction which is meant to exorcise the drug by medicalizing it in fact only confounds
the buyer. The warning to consult a doctor makes the buyer believe he is
incompetent to beware. In most countries of the world, doctors are simply not well
enough spread out to prescribe double-edged medicine each time it is indicated,
and most of the time they themselves are not prepared, or are too ignorant, to
prescribe with due prudence. As a consequence the physician's function, especially
in poor countries, has become trivial: he has been turned into a routine prescription
machine that is constantly ridiculed, and most people now take the same drugs, just
as haphazardly, but without his approval.90
Chloramphenicol is a good example of the way reliance on prescription can be
useless for the protection of patients and can even promote abuse. During the 1960s
this drug was packaged as Chloromycetin by Parke, Davis and brought in about
one-third of the company's over-all profits. By then it had been known for several
years that people who take this drug stand a certain chance of dying of aplastic
anemia, an incurable disease of the blood. Typhoid is almost the only disease that,
with serious qualifications, does justify the taking of this substance. Through the
late fifties and early sixties, Parke, Davis, notwithstanding strong clinical
contraindications, spent large sums to promote their winner. Doctors in the United
States prescribed chloramphenicol to almost four million people per year to treat
them for acne, sore throat, the common cold, and even such trifles as infected
hangnail. Since typhoid is rare in the United States, no more than one in 400 of
those given the drug "needed" the treatment. Unlike thalidomide, which disfigures,
chloramphenicol kills: it puts its victims out of sight, and hundreds of them in the
United States died undiagnosed.91
Self-control by the profession on such matters has never worked,92 and medical
memories have proved particularly short.93 The best one can say is that in Holland
or Norway or Denmark, self-regulation has at certain moments been less ineffective
than in Germany or France94 or Italy,95 and that American doctors have a particular
facility for admitting past mistakes and jumping on new bandwagons.96 In the
United States in the fifties, control over drugs by regulatory agencies was at a low
ebb and self-control was nominal.97 Then, during the sixties, concerned
newspapermen,98 medical men,99 and politicians100 launched a campaign that
exposed the subservience of physicians and government officials to pharmaceutical
firms and described some of the prevalent patterns of white-collar crimes in

medicine.101 Within two months after the exposure at a congressional hearing, the
use of chloramphenicol in the United States dwindled. Parke, Davis was forced to
insert strict warnings of hazards and cautionary statements about the use of this
drug into every package. But these warnings did not extend to exports.102 The drug
continued to be used indiscriminately in Mexico, not only in self-medication but on
prescription, thereby breeding a drug-resistant strain of typhoid bacilli which is
now spreading from Central America to the rest of the world. One doctor in Latin
America who was also a statesman did try to stem the pharmaceutical invasion
rather than just enlist physicians to make it look more respectable. During his short
tenure as president of Chile, Dr. Salvador Allende103 quite successfully mobilized the
poor to identify their own health needs and much less successfully compelled the
medical profession to serve basic rather than profitable needs. He proposed to ban
drugs unless they had been tried on paying clients in North America or Europe for
as long as the patent protection would run. He revived a program aimed at reducing
the national pharmacopeia to a few dozen items, more or less the same as those
carried by the Chinese barefoot doctor in his black wicker box. Notably, within one
week after the Chilean military junta took power on September 11, 1973, many of
the most outspoken proponents of a Chilean medicine based on community action
rather than on drug imports and drug consumption had been murdered.104
The overconsumption of medical drugs is, of course, not restricted to areas where
doctors are scarce or people are poor. In the United States, the volume of the drug
business has grown by a factor of 100 during the current century:105 20,000 tons of
aspirin are consumed per year, almost 225 tablets per person.106 In England, every
tenth night of sleep is induced by a hypnotic drug and 19 percent of women and 9
percent of men take a prescribed tranquilizer during any one year.107 In the United
States, central-nervous-system agents are the fastest-growing sector of the
pharmaceutical market, now making up 31 percent of total sales.108 Dependence on
prescribed tranquilizers has risen by 290 percent since 1962, a period during which
the per capita consumption of liquor rose by only 23 percent and the estimated
consumption of illegal opiates by about 50 percent.109 A significant quantity of
"uppers" and "downers" is obtained in all countries by circumventing the doctor.110
Medicalized addiction111 in 1975 has outgrown all self-chosen or more festive forms
of creating well-being.112
It has become fashionable to blame multinational pharmaceutical firms for the
increase in medically prescribed drug abuse; their profits are high and their control
over the market is unique. For fifteen years, drug industry profits (as a percentage
of sales and company net worth) have outranked those of all other manufacturing
industries listed on the Stock Exchange. Drug prices are controlled and
manipulated: the same bottle that sells for two dollars in Chicago or Geneva where
it is produced, but where it faces competition, sells for twelve dollars in a poor
country where it does not.113 The markup, moreover, is phenomenal: forty dollars'
worth of diazepam, once stamped into pills and packaged as Valium, sells for a
range of high prices, some as much as 70 times that of phenobarbital, which, in the
opinion of most pharmacologists, has the same indications, effects, and dangers.114
As commodities, prescription drugs behave differently from most other items: they
are products that the ultimate consumer rarely selects for himself.115 The producer's

sales efforts are directed at the "instrumental consumer," the doctor who prescribes
but does not pay for the product. To promote Valium, Hoffmann-LaRoche spent
$200 million in ten years and commissioned some two hundred doctors a year to
produce scientific articles about its properties.116 In 1973, the entire drug industry
spent an average of $4,500 on each practicing physician for advertising and
promotion, about the equivalent of the cost of a year in medical school; in the same
year, the industry contributed less than 3 percent to the budget of American
medical schools.117
Surprisingly, however, the per capita use of medically prescribed drugs around the
world seems to have little to do with commercial promotion; it correlates mostly
with the number of doctors, even in socialist countries where the education of
physicians is not influenced by drug industry publicity and where corporate drugpushing is limited.118 Over-all drug consumption in industrial societies is not
fundamentally affected by the proportion of items sold by prescription, over the
counter, or illegally, and it is not affected by whether the purchase is paid for out of
pocket, through prepaid insurance, or through welfare funds.119 In all countries,
doctors work increasingly with two groups of addicts: those for whom they
prescribe drugs, and those who suffer from their consequences. The richer the
community, the larger the percentage of patients who belong to both.120
To blame the drug industry for prescribed-drug addiction is therefore as irrelevant
as blaming the Mafia121 for the use of illicit drugs. The current pattern of
overconsumption of drugs—be they effective remedy or anodyne; prescription item
or part of everyday diet; free, for sale, or stolen—can be explained only as the result
of a belief that so far has developed in every culture where the market for consumer
goods has reached a critical volume. This pattern is consistent with the ideology of
any society oriented towards open-ended enrichment, regardless whether its
industrial product is meant for distribution by the presumption of planners or by
the forces of the market. In such a society, people come to believe that in health
care, as in all other fields of endeavor, technology can be used to change the human
condition according to almost any design. Penicillin and DDT, consequently, are
viewed as the hors d'oeuvres preceding an era of free lunches. The sickness
resulting from each successive course of miracle foods is dealt with by serving still
another course of drugs. Thus overconsumption reflects a socially sanctioned,
sentimental hankering for yesterday's progress.
The age of new drugs began with aspirin in 1899. Before that time, the doctor
himself was without dispute the most important therapeutic agent.122 Besides
opium, the only substances of wide application which would have passed tests for
safety and effectiveness were smallpox vaccine, quinine for malaria, and ipecac for
dysentery. After 1899 the flood of new drugs continued to rise for half a century.
Few of these turned out to be safer, more effective, and cheaper than well-known
and long-tested therapeutic standbys, whose numbers grew at a much slower rate.
In 1962, when the United States Food and Drug Administration began to examine
the 4,300 prescription drugs that had appeared since World War II, only 2 out of 5
were found effective. Many of the new drugs were dangerous, and among those that
met FDA standards, few were demonstrably better than those they were meant to

replace.123 Fewer than 98 percent of these chemical substances constitute valuable
contributions to the pharmacopeia used in primary care. They include some new
kinds of remedies such as antibiotics, but also old remedies which, in the course of
the drug age, came to be understood well enough to be used effectively: digitalis,
reserpine, and belladonna are examples. Opinions vary about the actual number of
useful drugs: some experienced clinicians believe that less than two dozen basic
drugs are all that will ever be desirable for 99 percent of the total population;
others, that up to four dozen items are optimal for 98 percent.
The age of great discoveries in pharmacology lies behind us. According to the
present director of FDA, the drug age began to decline in 1956. Genuinely new
drugs have appeared in decreasing numbers, and many which temporarily glittered
in Germany, England, or France, where standards are less stringent than in the
United States, Sweden, and Canada, were soon forgotten or are remembered with
embarrassment.124 There is not much territory left to explore. Novelties are either
"package deals"—fixed-dose combinations—or medical "me-toos"125 that are
prescribed by physicians because they have been well promoted.126 The seventeenyear protection that the patent law gives to significant newcomers has run out for
most. Now anyone can make them, so long as he does not use the original brand
names, which are indefinitely protected by trademark laws. Considerable research
has so far produced no reason to suspect that drugs marketed under their generic
names in the United States are less effective than their brand-named counterparts,
which cost from 3 to 15 times more.127
The fallacy that society is caught forever in the drug age is one of the dogmas with
which medical policy-making has been encumbered: it fits industrialized man.128 He
has learned to try to purchase whatever he fancies. He gets nowhere without
transportation or education; his environment has made it impossible for him to
walk, to learn, and to feel in control of his body. To take a drug, no matter which
and for what reason—is a last chance to assert control over himself, to interfere on
his own with his body rather than let others interfere. The pharmaceutical invasion
leads him to medication, by himself or by others, that reduces his ability to cope
with a body for which he can still care.

Diagnostic Imperialism
In a medicalized society the influence of physicians extends not only to the purse
and the medicine chest but also to the categories to which people are assigned.
Medical bureaucrats subdivide people into those who may drive a car, those who
may stay away from work, those who must be locked up, those who may become
soldiers, those who may cross borders, cook, or practice prostitution,129 those who
may not run for the vice-presidency of the United States, those who are dead,130
those who are competent to commit a crime, and those who are liable to commit
one. On November 5, 1766, the Empress Maria Theresa issued an edict requesting
the court physician to certify fitness to undergo torture so as to ensure healthy, i.e.
"accurate," testimony; it was one of the first laws to establish mandatory medical
certification. Ever since, filling out forms and signing statements have taken up

increasingly more medical time.131 Each kind of certificate provides the holder with a
special status based on medical rather than civic opinion.132 Used outside the
therapeutic process, this medicalized status does two obvious things: (1) it exempts
the holder from work, prison, military service, or the marriage bond, and (2) it gives
others the right to encroach upon the holder's freedom by putting him into an
institution or denying him work. In addition, the proliferation of medical
certifications can invest school, employment, and politics with opportunities for
new therapeutic functions. In a society in which most people are certified as
deviants, the milieu for such deviant majorities will come to resemble a hospital. To
spend one's life in a hospital is obviously bad for health.
Once a society is so organized that medicine can transform people into patients
because they are unborn, newborn, menopausal, or at some other "age of risk," the
population inevitably loses some of its autonomy to its healers. The ritualization of
stages in life is nothing new;133 what is new is their intense medicalization. The
sorcerer or medicine man—as opposed to the malevolent witch—dramatized the
progress of an Azande tribesman from one stage of his health to the next.134 The
experience may have been painful,135 but the ritual was short and it served society in
highlighting its own regenerative powers.136 Lifelong medical supervision is
something else. It turns life into a series of periods of risk, each calling for tutelage
of a special kind. From the crib to the office and from the Club Mediterranée to the
terminal ward, each age-cohort is conditioned by a milieu that defines health for
those whom it segregates. Hygienic bureaucracy stops the parent in front of the
school and the minor in front of the court, and takes the old out of the home. By
becoming a specialized place, school, work, or home is made unfit for most people.
The hospital, the modern cathedral, lords it over this hieratic environment of health
devotees. From Stockholm to Wichita the towers of the medical center impress on
the landscape the promise of a conspicuous final embrace. For rich and poor, life is
turned into a pilgrimage through check-ups and clinics back to the ward where it
started.137 Life is thus reduced to a "span," to a statistical phenomenon which, for
better or for worse, must be institutionally planned and shaped. This life-span is
brought into existence with the prenatal check-up, when the doctor decides if and
how the fetus shall be born, and it will end with a mark on a chart ordering
resuscitation suspended. Between delivery and termination this bundle of
biomedical care fits best into a city that is built like a mechanical womb. At each
stage of their lives people are age-specifically disabled. The old are the most obvious
example: they are victims of treatments meted out for an incurable condition.138
Most of man's ailments consist of illnesses that are acute and benign—either selflimiting or subject to control through a few dozen routine interventions.139 For a
wide range of conditions, those who are treated least probably make the best
progress. "For the sick," Hippocrates said, "the least is best." More often than not,
the best a learned and conscientious physician can do is convince his patient that he
can live with his impairment, reassure him of an eventual recovery or of the
availability of morphine at the time when he will need it, do for him what
grandmother could have done, and otherwise defer to nature.140 The new tricks that
have frequent application are so simple that the last generation of grandmothers
would have learned them long ago had they not been browbeaten into

incompetency by medical mystification. Boy-scout training, good-Samaritan laws,
and the duty to carry first-aid equipment in each car would prevent more highway
deaths than any fleet of helicopter-ambulances. Those other interventions which are
part of primary care and which, though they require the work of specialists, have
been proved effective on a population basis can be employed more effectively if my
neighbor or I feel responsible for recognizing when they are needed and applying
first treatment. For acute sickness, treatment so complex that it requires a specialist
is often ineffective and much more often inaccessible or simply too late. After
twenty years of socialized medicine in England and Wales, doctors get to coronary
cases on an average of four hours after the beginning of symptoms, and by this time
50 percent of patients are dead.141 The fact that modern medicine has become very
effective in the treatment of specific symptoms does not mean that it has become
more beneficial for the health of the patient.
With some qualifications, the severe limits of effective medical treatment apply
not only to conditions that have long been recognized as sickness—rheumatism,
appendicitis, heart failure, degenerative disease, and many infectious diseases—but
even more drastically to those that have only recently generated demands for
medical care. Old age, for example, which has been variously considered a doubtful
privilege or a pitiful ending but never a disease,142 has recently been put under
doctor's orders. The demand for old-age care has increased, not just because there
are more old people who survive, but also because there are more people who state
their claim that their old age should be cured.
The maximum life-span has not changed, but the average life-span has. Life
expectancy at birth has increased enormously. Many more children survive, no
matter how sickly and in need of a special environment and special care. The life
expectancy of young adults is still increasing in some poorer countries. But in rich
countries the life expectancy of those between fifteen and forty-five has tended to
stabilize because accidents143 and the new diseases of civilization kill as many as
formerly succumbed to pneumonia and other infections. Relatively more old people
are around, and they are increasingly prone to be ill, out of place, and helpless. No
matter how much medicine they take, no matter what care is given them, a life
expectancy of sixty-five years has remained unchanged over the past century.
Medicine just cannot do much for the illness associated with aging, and even less
about the process and experience of aging itself.144 It cannot cure cardiovascular
disease, most cancers, arthritis, advanced cirrhosis, not even the common cold. It is
fortunate that some of the pain the aged suffer can be lessened. Unfortunately,
though, most treatment of the old requiring professional intervention not only
tends to heighten their pain but, if successful, also to protract it.145
Old age has been medicalized at precisely the historical moment when it has
become a more common occurrence for demographic reasons; 28 percent of the
American medical budget is spent on the 10 percent of the population who are over
sixty-five. This minority is outgrowing the remainder of the population at an annual
rate of 3 percent, while the per capita cost of their care is rising 5 to 7 percent faster
than the over-all per capita cost. As more of the elderly acquire rights to
professional care, opportunities for independent aging decline. More have to seek

refuge in institutions. Simultaneously, as more of the elderly are initiated into
treatment for the correction of incorrigible impairment or for the cure of incurable
disease, the number of unmet claims for old-age services snowballs.146 If the
eyesight of an old woman fails, her plight will not be recognized unless she enters
the "blindness establishment"—one of the eight hundred-odd United States
agencies which produce services for the blind, preferably for the young and those
who can be rehabilitated for work.147 Since she is neither young nor of working age,
she will receive only a grudging welcome; at the same time, she will have difficulty
fitting into the old-age establishment. She will thus be marginally medicalized by
two sets of institutions, the one designed to socialize her among the blind, the other
to medicalize her decrepitude.
As more old people become dependent on professional services, more people are
pushed into specialized institutions for the old, while the home neighborhood
becomes increasingly inhospitable to those who hang on.148 These institutions seem
to be the contemporary strategy for the disposal of the old, who have been
institutionalized in more frank and arguably less hideous forms by most other
societies.149 The mortality rate during the first year after institutionalization is
significantly higher than the rate for those who stay in their accustomed
surroundings.150 Separation from home contributes to the appearance and mortality
of many a serious disease.151 Some old people seek institutionalization with the
intention of shortening their lives.152 Dependence is always painful, and more so for
the old. Privilege or poverty in earlier life reaches a climax in modern old age. Only
the very rich and the very independent can choose to avoid that medicalization of
the end to which the poor must submit and which becomes increasingly intense and
universal as the society they live in becomes richer.153 The transformation of old age
into a condition calling for professional services has cast the elderly in the role of a
minority who will feel painfully deprived at any relative level of tax-supported
privilege. From weak old people who are sometimes miserable and bitterly
disappointed by neglect, they are turned into certified members of the saddest of
consumer groups, that of the aged programmed never to get enough.154 What
medical labeling has done to the end of life, it has equally done to its beginning.
Just as the doctor's power was first affirmed over old age and eventually encroached
on early retirement and climacteric, so his authority over the delivery room, which
dates from the mid-nineteenth century, spread to the nursery, the kindergarten,
and the classroom and medicalized infancy, childhood, and puberty. But while it
has become acceptable to advocate limits to the escalation of costly care for the old,
limits to so-called medical investments in childhood are still a subject that seems
taboo. Industrial parents, forced to procreate manpower for a world into which
nobody fits who has not been crushed and molded by sixteen years of formal
education, feel impotent to care personally for their offspring and, in despair,
shower them with medicine.155 Proposals to reduce medical outputs in the United
States from their present level of about $100 billion to their 1950 level of $10
billion, or to close medical schools in Colombia, never turn into controversial issues
because those who make them are soon discredited as heartless proponents of
infanticide or of mass extermination of the poor. The engineering approach to the
making of economically productive adults has made death in childhood a scandal,
impairment through early disease a public embarrassment, unrepaired congenital

malformation an intolerable sight, and the possibility of eugenic birth control a
preferred theme for international congresses in the seventies.
As for infant mortality, it has indeed been reduced. Life expectancy in the
developed countries has increased from thirty-five years in the eighteenth century
to seventy years today. This is due mainly to the reduction of infant mortality in
these countries; for example, in England and Wales the number of infant deaths per
1,000 live births declined from 154 in 1840 to 22 in 1960. But it would be entirely
incorrect to attribute more than one of those lives "saved" to a curative intervention
that presupposes anything like a doctor's training, and it would be a delusion to
attribute the infant mortality rate of poor countries, which in some cases is ten
times that of the United States, to a lack of doctors. Food, antisepsis, civil
engineering, and above all, a new widespread disvalue placed on the death of a
child,156 no matter how weak or malformed, are much more significant factors and
represent changes that are only remotely related to medical intervention. While in
gross infant mortality the United States ranks seventeenth among nations, infant
mortality among the poor is much higher than among higher-income groups. In
New York City, infant mortality among the black population is more than twice as
high as for the population in general, and probably higher than in many
underdeveloped areas such as Thailand and Jamaica.157 The insistence that more
doctors are needed to prevent infants from dying can thus be understood as a way
of avoiding income equalization while at the same time creating more jobs for
professionals. It would be equally reckless to claim that those changes in the general
environment that do have a causal relationship to the presence of doctors represent
a positive balance for health. Although physicians did pioneer antisepsis,
immunization, and dietary supplements, they were also involved in the switch to
the bottle that transformed the traditional suckling into a modern baby and
provided industry with working mothers who are clients for a factory-made
formula.
The damage this switch does to natural immunity mechanisms fostered by human
milk and the physical and emotional stress caused by bottle feeding are comparable
to if not greater than the benefits that a population can derive from specific
immunizations.158 Even more serious is the contribution the bottle makes to the
menace of worldwide protein starvation. For instance, in 1960, 96 percent of
Chilean mothers breast-fed their infants up to and beyond the first birthday. Then,
for a decade, Chilean women underwent intense political indoctrination by both
right-wing Christian Democrats and a variety of left-wing parties. By 1970 only 6
percent breast-fed beyond the first year and 80 percent had weaned their infants
before the second full month. As a result, 84 percent of potential human breast milk
now remains unproduced. The milk of an additional 32,000 cows would have to be
added to Chile's overgrazed pastures to compensate—as far as possible—for this
loss.159 As the bottle became a status symbol, new illnesses appeared among children
who had been denied the breast, and since mothers lack traditional know-how to
deal with babies who do not behave like sucklings, babies became new consumers of
medical attention and of its risks.160 The sum total of physical impairment due just
to this substitution of marketed baby food for mother's milk is difficult to balance
against the benefits derived from curative medical intervention in childhood

sickness and from surgical correction of birth defects ranging from harelip to heart
defects.
It can, of course, be argued that the medical classification of age groups according
to their diagnosed need for health commodities does not generate ill-health but only
reflects the health-denying breakdown of the family as a cocoon, of the
neighborhood as a network of gift relationships, and of the environment as the
shelter of a local subsistence community. No doubt, it is true that a medicalized
social perception reflects a reality that is determined by the organization of capitalintensive production, and that it is the corresponding social pattern of nuclear
families, welfare agencies, and polluted nature that degrades home, neighborhood,
and milieu. But medicine does not simply mirror reality; it reinforces and
reproduces the process that undermines the social cocoons within which man has
evolved. Medical classification justifies the imperialism of standard staples like
baby food over mother's milk and of old-age homes over a corner at home. By
turning the newborn into a hospitalized patient until he or she is certified as
healthy, and by defining grandmother's complaint as a need for treatment rather
than for patient respect, the medical enterprise creates not only biologically
formulated legitimacy for man-the-consumer but also new pressures for an
escalation of the megamachine.161 Genetic selection of those who fit into that
machine is the logical next step of medicosocial control.

Preventive Stigma
As curative treatment focuses increasingly on conditions in which it is ineffectual,
expensive, and painful, medicine has begun to market prevention. The concept of
morbidity has been enlarged to cover prognosticated risks. Along with sick-care,
health care has become a commodity, something one pays for rather than
something one does. The higher the salary the company pays, the higher the rank of
an aparatchik, the more will be spent to keep the valuable cog well oiled.
Maintenance costs for highly capitalized manpower are the new measure of status
for those on the upper rungs. People keep up with the Joneses by emulating their
"check-ups," an English word which has entered French, Serbian, Spanish, Malay,
and Hungarian dictionaries. People are turned into patients without being sick. The
medicalization of prevention thus becomes another major symptom of social
iatrogenesis. It tends to transform personal responsibility for my future into my
management by some agency.
Usually the danger of routine diagnosis is even less feared than the danger of
routine treatment, though social, physical, and psychological torts inflicted by
medical classification are no less well documented. Diagnoses made by the
physician and his helpers can define either temporary or permanent roles for the
patient. In either case, they add to a biophysical condition a social state created by
presumably authoritative evaluation.162 When a veterinarian diagnoses a cow's
distemper, it doesn't usually affect the patient's behavior. When a doctor diagnoses
a human being, it does.163 In those instances where the physician functions as healer
he confers on the person recognized as sick certain rights, duties, and excuses which

have a conditional and temporary legitimacy and which lapse when the patient is
healed; most sickness leaves no taint of deviance or disorderly conduct on the
patient's reputation. No one is interested in ex-allergies or ex-appendectomy
patients, just as no one will be remembered as an ex-traffic offender. In other
instances, however, the physician acts primarily as an actuary, and his diagnosis
can defame the patient, and sometimes his children, for life. By attaching
irreversible degradation to a person's identity, it brands him forever with a
permanent stigma.164 The objective condition may have long since disappeared, but
the iatrogenic label sticks. Like ex-convicts, former mental patients, people after
their first heart attack, former alcoholics, carriers of the sickle-cell trait, and (until
recently) ex-tuberculotics are transformed into outsiders for the rest of their lives.
Professional suspicion alone is enough to legitimize the stigma even if the suspected
condition never existed. The medical label may protect the patient from
punishment only to submit him to interminable instruction, treatment, and
discrimination, which are inflicted on him for his professionally presumed benefit.
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In the past, medicine labeled people in two ways: those for whom cures could be
attempted, and those who were beyond repair, such as lepers, cripples, oddities,
and the dying. Either way, diagnosis could lead to stigma. Medicalized prevention
now creates a third way. It turns the physician into an officially licensed magician
whose prophecies cripple even those who are left unharmed by his brews.166
Diagnosis may exclude a human being with bad genes from being born, another
from promotion, and a third from political life. The mass hunt for health risks
begins with dragnets designed to apprehend those needing special protection:
prenatal medical visits; well-child-care clinics for infants; school and camp checkups and prepaid medical schemes.167 Recently genetic and blood pressure
"counseling" services were added. The United States proudly led the world in
organizing disease-hunts and, later, in questioning their utility.168
In the past decade, automated multiphasic health-testing became operational and
was welcomed as the poor man's escalator into the world of Mayo and
Massachusetts General. This assembly-line procedure of complex chemical and
medical examinations can be performed by paraprofessional technicians at a
surprisingly low cost. It purports to offer uncounted millions more sophisticated
detection of hidden therapeutic needs than was available in the sixties even for the
most "valuable" hierarchs in Houston or Moscow. At the outset of this testing, the
lack of controlled studies allowed the salesmen of mass-produced prevention to
foster unsubstantiated expectations. (More recently, controlled comparative studies
of population groups benefitting from maintenance service and early diagnosis have
become available; two dozen such studies indicate that these diagnostic procedures
—even when followed by high-level medical treatments—have no positive impact on
life expectancy.169) Ironically, the serious asymptomatic disorders which this kind of
screening alone can discover among adults are frequently incurable illnesses in
which early treatment only aggravates the patient's physical condition. In any case,
it transforms people who feel healthy into patients anxious for their verdict.

In the detection of sickness medicine does two things: it "discovers" new
disorders, and it ascribes these disorders to concrete individuals. To discover a new
category of disease is the pride of the medical scientist.170 To ascribe the pathology
to some Tom, Dick, or Harry is the first task of the physician acting as member of a
consulting profession.171 Trained to "do something" and express his concern, he feels
active, useful, and effective when he can diagnose disease.172 Though, theoretically,
at the first encounter the physician does not presume that his patient is affected by
a disease, through a form of fail-safe principle he usually acts as if imputing a
disease to the patient were better than disregarding one. The medical-decision rule
pushes him to seek safety by diagnosing illness rather than health.173 The classic
demonstration of this bias came in an experiment conducted in 1934.174 In a survey
of 1,000 eleven-year-old children from the public schools of New York, 61 percent
were found to have had their tonsils removed. "The remaining 39 percent were
subjected to examination by a group of physicians, who selected 45 percent of these
for tonsillectomy and rejected the rest. The rejected children were re-examined by
another group of physicians, who recommended tonsillectomy for 46 percent of
those remaining after the first examination. When the rejected children were
examined a third time, a similar percentage was selected for tonsillectomy so that
after three examinations only sixty-five children remained who had not been
recommended for tonsillectomy. These subjects were not further examined because
the supply of examining physicians ran out."175 This test was conducted at a free
clinic, where financial considerations could not explain the bias.
Diagnostic bias in favor of sickness combines with frequent diagnostic error.
Medicine not only imputes questionable categories with inquisitorial enthusiasm; it
does so at a rate of miscarriage that no court system could tolerate. In one instance,
autopsies showed that more than half the patients who died in a British university
clinic with a diagnosis of specific heart failure had in fact died of something else. In
another instance, the same series of chest X-rays shown to the same team of
specialists on different occasions led them to change their mind on 20 percent of all
cases. Up to three times as many patients will tell Dr. Smith that they cough,
produce sputum, or suffer from stomach cramps as will tell Dr. Jones. Up to onequarter of simple hospital tests show seriously divergent results when done from
the same sample in two different labs.176 Nor do machines seem to be any more
infallible. In a competition between diagnostic machines and human diagnosticians
in 83 cases recommended for pelvic surgery, pathology showed that both man and
machine were correct in 22 instances; in 37 instances the computer correctly
rejected the doctor's diagnosis; in 11 instances the doctors proved the computer
wrong; and in 10 cases both were in error.177
In addition to diagnostic bias and error, there is wanton aggression.178 A cardiac
catheterization, used to determine if a patient is suffering from cardiomyopathy—
admittedly, this is not done routinely—costs $350 and kills one patient in fifty. Yet
there is no evidence that a differential diagnosis based on its results extends either
the life expectancy or the comfort of the patient.179 Most tests are less murderous
and much more commonly performed, but many still involve known risks to the
individual or his offspring which are high enough to obscure the value of whatever
information they can provide. Many routine uses of X-rays and fluoroscope on the

young, the injection or ingestion of reagents and tracers, and the use of Ritalin to
diagnose hyperactivity in children are examples.180 Attendance in public schools
where teachers are vested with delegated medical powers constitutes a major health
risk for children.181 Even simple and otherwise benign examinations turn into risks
when multiplied. When a test is associated with several others, it has considerably
greater power to harm than when it is conducted by itself. Often tests provide
guidance in the choice of therapy. Unfortunately, as the tests turn more complex
and are multiplied, their results frequently provide guidance only in selecting the
form of intervention which the patient may survive, and not necessarily that which
will help him. Worst of all, when people have lived through complex positive
laboratory diagnosis, unharmed or not, they have incurred a high risk of being
submitted to therapy that is odious, painful, crippling, and expensive. No wonder
that physicians tend to delay longer than laymen before going to see their own
doctor and that they are in worse shape when they get there.182
Routine performance of early diagnostic tests on large populations guarantees the
medical scientist a broad base from which to select the cases that best fit existing
treatment facilities or are most useful in the attainment of research goals, whether
or not the therapies cure, rehabilitate, or soothe. In the process, people are
strengthened in their belief that they are machines whose durability depends on
visits to the maintenance shop, and are thus not only obliged but also pressured to
foot the bill for the market research and the sales activities of the medical
establishment.
Diagnosis always intensifies stress, defines incapacity, imposes inactivity, and
focuses apprehension on nonrecovery, on uncertainty, and on one's dependence
upon future medical findings, all of which amounts to a loss of autonomy for selfdefinition. It also isolates a person in a special role, separates him from the normal
and healthy, and requires submission to the authority of specialized personnel.
Once a society organizes for a preventive disease-hunt, it gives epidemic
proportions to diagnosis. This ultimate triumph of therapeutic culture183 turns the
independence of the average healthy person into an intolerable form of deviance.
In the long run the main activity of such an inner-directed systems society leads to
the phantom production of life expectancy as a commodity. By equating statistical
man with biologically unique men, an insatiable demand for finite resources is
created. The individual is subordinated to the greater "needs" of the whole,
preventive procedures become compulsory,184 and the right of the patient to
withhold consent to his own treatment vanishes as the doctor argues that he must
submit to diagnosis, since society cannot afford the burden of curative procedures
that would be even more expensive.185

Terminal Ceremonies
Therapy reaches its apogee in the death-dance around the terminal patient.186 At a
cost of between $500 and $2,000 per day,187 celebrants in white and blue envelop

what remains of the patient in antiseptic smells.188 The more exotic the incense and
the pyre, the more death mocks the priest.189 The religious use of medical technique
has come to prevail over its technical purpose, and the line separating the physician
from the mortician has been blurred.190 Beds are filled with bodies neither dead nor
alive.191 The conjuring doctor perceives himself as a manager of crisis.192 In an
insidious way he provides each citizen at the last hour with an encounter with
society's deadening dream of infinite power.193 Like any crisis manager of bank,
state, or couch, he plans self-defeating strategies and commandeers resources
which, in their uselessness and futility, seem all the more grotesque. At the last
moment, he promises to each patient that claim on absolute priority for which most
people regard themselves as too unimportant.
The ritualization of crisis, a general trait of a morbid society, does three things for
the medical functionary. It provides him with a license that usually only the military
can claim. Under the stress of crisis, the professional who is believed to be in
command can easily presume immunity from the ordinary rules of justice and
decency. He who is assigned control over death ceases to be an ordinary human. As
with the director of a triage, his killing is covered by policy.194 More important, his
entire performance takes place in the aura of crisis.195 Because they form a charmed
borderland not quite of this world, the time-span and the community space claimed
by the medical enterprise are as sacred as their religious and military counterparts.
Not only does the medicalization of terminal care ritualize macabre dreams and
enlarge professional license for obscene endeavors: the escalation of terminal
treatments removes from the physician all need to prove the technical effectiveness
of those resources he commands.196 There are no limits to his power to demand
more and ever more. Finally, the patient's death places the physician beyond
potential control and criticism. In the last glance of the patient and in the life-long
perspective of the "morituri" there is no hope, but only the physician's last
expectation.197 The orientation of any institution towards "crisis" justifies enormous
ordinary ineffectiveness.198
Hospital death is now endemic.199 In the last twenty-five years the percentage of
Americans who die in a hospital has grown by a third.200 The percentage of hospital
deaths in other countries has grown even faster. Death without medical presence
becomes synonymous with romantic pigheadedness, privilege, or disaster. The cost
of a citizen's last days has increased by an estimated 1,200 percent, much faster
than that of over-all health care. Simultaneously, at least in the United States,
funeral costs have stabilized; their growth rate has come in line with the rise of the
general consumer-price index. The most elaborate phase of the terminal ceremonies
now surrounds the dying patient and has been separated, under medical control,
from the removal exequies and the burial of what remains. In a switch of lavish
expenditure from tomb to ward, reflecting the horror of dying without medical
assistance,201 the insured pay for participation in their own funeral rites.202
Fear of unmedicated death was first felt by eighteenth-century elites who refused
religious assistance and rejected belief in the afterlife.203 A new wave of this fear has
now swept rich and poor, and has combined with egalitarian pathos to create a new
category of goods: those which are "terminally" scarce, because they are

commandeered by the physician in high-cost death chambers. To distribute these
goods, a new branch of legal 204 and ethical literature has arisen to deal with the
question how to exclude some, select others, and justify choices of life-prolonging
techniques and ways of making death more comfortable and acceptable.205 Taken as
a whole, this literature tells a remarkable story about the mind of the contemporary
jurist and philosopher. Most of the authors do not even ask whether the techniques
that sustain their speculations have in fact proved to be life-prolonging. Naively,
they go along with the delusion that ongoing rituals that are costly must be useful.
In this way law and ethics bolster belief in the value of policies that regulate
politically innocuous medical equality at the point of death.
The modern fear of unhygienic death makes life appear like a race towards a
terminal scramble and has broken personal self-confidence in a unique way.206 It
has fostered the belief that man today has lost the autonomy to recognize when his
time has come and to take his death into his own hands.207 The doctor's refusal to
recognize the point at which he has ceased to be useful as a healer208 and to
withdraw when death shows on his patient's face209 has made him into an agent of
evasion or outright dissimulation.210 The patient's unwillingness to die on his own
makes him pathetically dependent. He has now lost his faith in his ability to die, the
terminal shape that health can take, and has made the right to be professionally
killed into a major issue.211
Several unexamined expectations are interwoven in the cultural orientation
towards death in the wards. People think that hospitalization will reduce their pain
or that they will probably live longer in the hospital. Neither is likely to be true. Of
those admitted with a fatal condition to the average British clinic, 10 percent died
on the day of arrival, 30 percent within a week, 75 percent within a month, and 97
percent within three months.212 In homes for terminal care, 56 percent were dead
within a week of admission. In terminal cancer, there is no difference in life
expectancy between those who end in the home and those who die in the hospital.
Only a quarter of terminal cancer patients need special nursing at home, and then
only during their last weeks. For more than half, suffering will be limited to feeling
feeble and uncomfortable, and what pain there is can usually be relieved.213 But by
staying at home they avoid the exile, loneliness, and indignities which, in all but
exceptional hospitals, await them.214 Poor blacks seem to know this and upset the
hospital routine by taking their dying home. Opiates are not available on demand.
Patients who have severe pains over months or years, which narcotics could make
tolerable, are as likely to be refused medication in the hospital as at home, lest they
form a habit in their incurable but not directly fatal condition.215 Finally, people
believe that hospitalization increases their chances of surviving a crisis. With some
clear-cut exceptions, on this point too, more often than not, they are wrong. More
people die now because crisis intervention is hospital-centered than can be saved
through the superior techniques the hospital can provide. In the poor countries
many more children have died of cholera or diarrhea during the last ten years
because they were not rehydrated on time with a simple solution forced down their
throats: care was centered on sophisticated intravenous rehydration at a distant
hospital.216 In rich countries the deaths caused by the use of evacuation equipment

are beginning to balance the number of lives thus saved. Hospital "worship" is
unrelated to the hospital's performance.
Like any other growth industry, the health system directs its products where
demand seems unlimited: into defense against death. An increasing percentage of
newly acquired tax funds is allocated towards life-extension technology for terminal
patients. Complex bureaucracies sanctimoniously select for dialysis maintenance
one in six or one in three of those Americans who are threatened by kidney failure.
The patient-elect is conditioned to desire the scarce privilege of dying in exquisite
torture.217 As a doctor observes in an account of the treatment of his own illness,
much time and effort must go into preventing suicide during the first and
sometimes the second year that the artificial kidney may add to life.218 In a society
where the majority die under the control of public authority, the solemnities
formerly surrounding legalized homicide or execution adorn the terminal ward. The
sumptuous treatment of the comatose takes the place of the doomed man's
breakfast in other cultures.219
Public fascination with high-technology care and death can be understood as a
deep-seated need for the engineering of miracles. Intensive care is but the
culmination of a public worship organized around a medical priesthood struggling
against death.220 The willingness of the public to finance these activities expresses a
desire for the nontechnical functions of medicine. Cardiac intensive-care units, for
example, have high visibility and no proven statistical gain for the care of the sick.
They require three times the equipment and five times the staff needed for normal
patient care; 12 percent of all graduate hospital nurses in the United States work in
this heroic medicine. This gaudy enterprise is supported, like a liturgy of old, by the
extortion of taxes, by the solicitation of gifts, and by the procurement of victims.
Large-scale random samples have been used to compare the mortality and recovery
rates of patients served by these units with those of patients given home treatment.
So far they have demonstrated no advantage. The patients who have suffered
cardiac infarction themselves tend to express a preference for home care; they are
frightened by the hospital, and in a crisis would rather be close to people they know.
Careful statistical findings have confirmed their intuition: the higher mortality of
those benefitted by mechanical care in the hospital is usually ascribed to fright.221

Black Magic
Technical intervention in the physical and biochemical make-up of the patient or
of his environment is not, and never has been, the sole function of medical
institutions.222 The removal of pathogens and the application of remedies (effective
or not) are by no means the sole way of mediating between man and his disease.
Even in those circumstances in which the physician is technically equipped to play
the technical role to which he aspires, he inevitably also fulfills religious, magical,
ethical, and political functions. In each of these functions the contemporary
physician is more pathogen than healer or just anodyne.

Magic or healing through ceremonies is clearly one of the important traditional
functions of medicine.223 In magic the healer manipulates the setting and the stage.
In a somewhat impersonal way he establishes an ad hoc relationship between
himself and a group of individuals. Magic works if and when the intent of patient
and magician coincides,224 though it took scientific medicine considerable time to
recognize its own practitioners as part-time magicians. To distinguish the doctor's
professional exercise of white magic from his function as engineer (and to spare
him the charge of being a quack), the term "placebo" was created. Whenever a sugar
pill works because it is given by the doctor, the sugar pill acts as a placebo. A
placebo (Latin for "I will please") pleases not only the patient but the administering
physician as well.225
In high cultures, religious medicine is something quite distinct from magic.226 The
major religions reinforce resignation to misfortune and offer a rationale, a style,
and a community setting in which suffering can become a dignified performance.
The opportunities offered by the acceptance of suffering can be differently
explained in each of the great traditions: as karma accumulated through past
incarnations; as an invitation to Islam, the surrender to God; or as an opportunity
for closer association with the Savior on the Cross. High religion stimulates
personal responsibility for healing, sends ministers for sometimes pompous and
sometimes effective consolation, provides saints as models, and usually provides a
framework for the practice of folk medicine. In our kind of secular society religious
organizations are left with only a small part of their former ritual healing roles. One
devout Catholic might derive intimate strength from personal prayer, some
marginal groups of recent arrivals in São Paolo might routinely heal their ulcers in
Afro-Latin dance cults, and Indians in the valley of the Ganges still seek health in
the singing of the Vedas. But such things have only a remote parallel in societies
beyond a certain per capita GNP. In these industrialized societies secular
institutions run the major myth-making ceremonies.227
The separate cults of education, transportation, and mass communication
promote, under different names, the same social myth which Voeglin228 describes as
contemporary gnosis. Common to a gnostic world-view and its cult are six
characteristics: (1) it is practiced by members of a movement who are dissatisfied
with the world as it is because they see it as intrinsically poorly organized. Its
adherents are (2) convinced that salvation from this world is possible (3) at least for
the elect and (4) can be brought about within the present generation. Gnostics
further believe that this salvation depends (5) on technical actions which are
reserved (6) to initiates who monopolize the special formula for it. All these
religious beliefs underlie the social organization of technological medicine, which in
turn ritualizes and celebrates the nineteenth-century ideal of progress.
Among the important nontechnical functions of medicine, a third one is ethical
rather than magical, secular rather than religious. It does not depend on a
conspiracy into which the sorcerer enters with his adept, nor on myths to which the
priest gives form, but on the shape which medical culture gives to interpersonal
relations. Medicine can be so organized that it motivates the community to deal in a
more or less personal fashion with the frail, the decrepit, the tender, the crippled,

the depressed, and the manic. By fostering a certain type of social character, a
society's medicine could effectively lessen the suffering of the diseased by assigning
an active role to all members of the community in the compassionate tolerance for
and the selfless assistance of the weak.229 Medicine could regulate society's gift
relationships.230 Cultures where compassion for the unfortunate, hospitality for the
crippled, leeway for the troubled, and respect for the old have been developed can,
to a large extent, integrate the majority of their members into everyday life.
Healers can be priests of the gods, lawgivers, magicians, mediums, barberpharmacists, or scientific advisers.231 No common name with even the approximate
semantic range covered by our "doctor" existed in Europe before the fourteenth
century.232 In Greece the repairman, used mostly for slaves, was respected early,
though he was not on a level with the healing philosopher or even with the gymnast
for the free.233 Republican Rome considered the specialized curers a disreputable
lot. Laws on water supply, drainage, garbage removal, and military training,
combined with the state cult of healing gods, were considered sufficient;
grandmother's brew and the army sanitarian were not dignified by special
attention. Until Julius Caesar gave citizenship to the first group of Asclepiads in 46
B.C., this privilege was refused to Greek physicians and healing priests.234 The Arabs
honored the physician;235 the Jews left health care to the quality of the ghetto or,
with a bad conscience, brought in the Arab physician.236 Medicine's several
functions combined in different ways in different roles. The first occupation to
monopolize health care is that of the physician of the late twentieth century.
Paradoxically, the more attention is focused on the technical mastery of disease,
the larger becomes the symbolic and nontechnical function performed by medical
technology. The less proof there is that more money increases survival rates in a
given branch of cancer treatment, the more money will go to the medical divisions
deployed in that special theater of operations. Only goals unrelated to treatment,
such as jobs for the specialists, equal access by the poor, symbolic consolation for
patients, or experimentation on humans, can explain the expansion of lung-cancer
surgeries during the last twenty-five years. Not only white coats, masks, antiseptics,
and ambulance sirens but entire branches of medicine continue to be financed
because they have been invested with nontechnical, usually symbolic power.
Willy-nilly the modern doctor is thus forced into symbolic, nontechnical roles.
Nontechnical functions prevail in the removal of adenoids: more than 90 percent of
all tonsillectomies performed in the United States are technically unnecessary, yet
20 to 30 percent of all children still undergo the operation. One in a thousand dies
directly as a consequence of the operation and 16 in a thousand suffer from serious
complications. All lose valuable immunity mechanisms. All are subjected to
emotional aggression: they are incarcerated in a hospital, separated from their
parents, and introduced to the unjustified and more often than not pompous cruelty
of the medical establishment.237 The child learns to be exposed to technicians who,
in his presence, use a foreign language in which they make judgments about his
body; he learns that his body may be invaded by strangers for reasons they alone
know; and he is made to feel proud to live in a country where social security pays
for such a medical initiation into the reality of life.238

Physical participation in a ritual is not a necessary condition for initiation into the
myth which the ritual is organized to generate. Medical spectator sports cast
powerful spells. I happened to be in Rio de Janeiro and in Lima when Dr.
Christiaan Barnard was touring there. In both cities he was able to fill the major
football stadium twice in one day with crowds who hysterically acclaimed his
macabre ability to replace human hearts. Medical-miracle treatments of this kind
have worldwide impact. Their alienating effect reaches people who have no access
to a neighborhood clinic, much less to a hospital. It provides them with an abstract
assurance that salvation through science is possible. The experience in the stadium
at Rio prepared me for the evidence I was shown shortly afterwards which proved
that the Brazilian police have so far been the first to use life-extending equipment in
the torture of prisoners. Such extreme abuse of medical techniques seems
grotesquely coherent with the dominant ideology of medicine.
The unintended nontechnical influence that medical technique exercises on
society's health can, of course, be positive.239 An unnecessary shot of penicillin can
magically restore confidence and appetite.240 A contraindicated operation can solve
a marriage problem and reduce symptoms of disease in both partners.241 Not only
the doctor's sugar pills but even his poisons can be powerful placebos. But this is
not the prevailing result of the nontechnical side-effects of medical technology. It
can be argued that in precisely those narrow areas in which high-cost medicine has
become more specifically effective, its symbolic side-effects have become
overwhelmingly health-denying:242 the traditional white medical magic that
supported the patient's own efforts to heal has turned black.243
To a large extent, social iatrogenesis can be explained as a negative placebo, as a
nocebo effect.244 Overwhelmingly the nontechnical side-effects of biomedical
interventions do powerful damage to health. The intensity of the black-magic
influence of a medical procedure does not depend on its being technically effective.
The effect of the nocebo, like that of the placebo, is largely independent of what the
physician does.
Medical procedures turn into black magic when, instead of mobilizing his selfhealing powers, they transform the sick man into a limp and mystified voyeur of his
own treatment. Medical procedures turn into sick religion when they are performed
as rituals that focus the entire expectation of the sick on science and its
functionaries instead of encouraging them to seek a poetic interpretation of their
predicament or find an admirable example in some person—long dead or next door
—who learned to suffer.
Medical procedures multiply disease by moral degradation when they isolate the
sick in a professional environment rather than providing society with the motives
and disciplines that increase social tolerance for the troubled. Magical havoc,
religious injury, and moral degradation generated under the pretext of a biomedical
pursuit are all crucial mechanisms contributing to social iatrogenesis. They are
amalgamated by the medicalization of death.

When doctors first set up shop outside the temples in Greece, India, and China,
they ceased to be medicine men. When they claimed rational power over sickness,
society lost the sense of the complex personage and his integrated healing which the
sorcerer-shaman or curer had provided.245 The great traditions of medical healing
had left the miracle cure to priests and kings. The caste that had an "in" with the
gods could call for their intervention. To the hand that wielded the sword was
attributed the power to subdue not only the enemy but also the spirit. Up to the
eighteenth century the king of England laid his hands every year upon those
afflicted with facial tuberculosis whom physicians knew they were unable to cure.246
Epileptics, whose ills resisted even His Majesty's touch, took refuge in the healing
strength that flowed from the hands of the executioner.247
With the rise of medical civilization and healing guilds, the physicians
distinguished themselves from the quacks and the priests because they knew the
limits of their art. Today the medical establishment is about to reclaim the right to
perform miracles. Medicine claims the patient even when the etiology is uncertain,
the prognosis unfavorable, and the therapy of an experimental nature. Under these
circumstances the attempt at a "medical miracle" can be a hedge against failure,
since miracles may only be hoped for and cannot, by definition, be expected. The
radical monopoly over health care that the contemporary physician claims now
forces him to reassume priestly and royal functions that his ancestors gave up when
they became specialized as technical healers.
The medicalization of the miracle provides further insight into the social function
of terminal care. The patient is strapped down and controlled like a spaceman and
then displayed on television. These heroic performances serve as a rain-dance for
millions, a liturgy in which realistic hopes for autonomous life are transmuted into
the delusion that doctors will deliver health from outer space.

Patient Majorities
Whenever medicine's diagnostic power multiplies the sick in excessive numbers,
medical professionals turn over the surplus to the management of nonmedical
trades and occupations. By dumping, the medical lords divest themselves of the
nuisance of low-prestige care and invest policemen, teachers, or personnel officers
with a derivative medical fiefdom. Medicine retains unchecked autonomy in
defining what constitutes sickness, but drops on others the task of ferreting out the
sick and providing for their treatment. Only medicine knows what constitutes
addiction, though policemen are supposed to know how it should be controlled.
Only medicine can define brain damage, but it allows teachers to stigmatize and
manage the healthy-looking cripples. When the need for a retrenchment of medical
goals is discussed in medical literature, it now usually takes the shape of planned
patient-dumping. Why should not the newborn and the dying, the ethnocentric, the
sexually inadequate, and the neurotic, plus any number of other uninteresting and
time-consuming victims of diagnostic fervor, be pushed beyond the frontiers of
medicine and be transformed into clients of nonmedical therapeutic purveyors:
social workers, television programmers, psychologists, personnel officers, and sex

counselors?248 This multiplication of enabling jobs that hold reflected medical
prestige has created an entirely new setting for the role of the sick.
Any society, to be stable, needs certified deviance. People who look strange or who
behave oddly are subversive until their common traits have been formally named
and their startling behavior slotted into a recognized pigeonhole. By being assigned
a name and a role, eerie, upsetting freaks are tamed, becoming predictable
exceptions who can be pampered, avoided, repressed, or expelled. In most societies
there are some people who assign roles to the uncommon ones; according to the
prevalent social prescription, they are usually those who hold special knowledge
about the nature of deviance:249 they decide whether the deviant is possessed by a
ghost, ridden by a god, infected by poison, being punished for his sin, or the victim
of vengeance wrought by a witch. The agent who does this labeling does not
necessarily have to be comparable to medical authority: he may hold juridical,
religious, or military power. By naming the spirit that underlies deviance, authority
places the deviant under the control of language and custom and turns him from a
threat into a support of the social system. Etiology is socially self-fulfilling: if the
sacred disease is believed to be caused by divine possession, then the god speaks in
the epileptic fit.250
Each civilization defines its own diseases.251 What is sickness in one might be
chromosomal abnormality, crime, holiness, or sin in another. Each culture creates
its response to disease. For the same symptom of compulsive stealing one might be
executed, treated to death, exiled, hospitalized, or given alms or tax money. Here
thieves are forced to wear special clothes; there, to do penance; elsewhere, to lose a
finger, or again, to be conditioned by magic or by electric shock. To postulate for
every society a specifically "sick" kind of deviance with even minimal common
characteristics252 is a hazardous undertaking. The contemporary assignation of sickroles is of a unique kind. It developed not much more than a generation before
Henderson and Parsons analyzed it.253 It defines deviance as the special legitimate
behavior of officially selected consumers within an industrial milieu.254 Even if there
were something to say for the thesis that in all societies some people are, so to
speak, temporarily put out of service and pampered while being repaired, the
context within which this exemption operates elsewhere cannot be compared to that
of the welfare state. When he assigns sick-status to a client, the contemporary
physician might indeed be acting in some ways similar to the sorcerer or the elder;
but in belonging also to a scientific profession that invents the categories it assigns
when consulting, the modern physician is totally unlike the healer. Medicine men
engaged in the occupation of curing and exercised the art of distinguishing evil
spirits from each other. They were not professionals and had no power to invent
new devils. Enabling professions in their annual assemblies create the sick-roles
they assign.
The roles available for an individual have always been of two kinds: those which
are standardized by cultural tradition and those which are the result of bureaucratic
organization. Innovation at all times meant a relative increase of the latter,
rationally created roles. No doubt, engineered roles could be recovered by cultural
tradition. No doubt a neat distinction between the two kinds of roles is difficult to

make. But on the whole, the sick-role tended until recently to be of the traditional
kind.255 In the last century, however, what Foucault has called the new clinical vision
has changed the proportions. The physician has increasingly abandoned his role as
moralist and assumed that of enlightened scientific entrepreneur. To exonerate the
sick from accountability for their illness has become a predominant task, and new
scientific categories of disease have been shaped for the purpose. Medical school
and clinic provide the doctor with the atmosphere in which disease, in his eyes, may
become a task for biological or social technique; his patients still carry their
religious and cosmic interpretations into the ward, much as the laymen once carried
their secular concerns into church for Sunday service.256 But the sick-role described
by Parsons fits modern society only as long as doctors act as if treatment were
usually effective and while the general public is willing to share their rosy view.257
The mid-twentieth-century sick-role has become inadequate for describing what
happens in a medical system that claims authority over people who are not yet ill,
people who cannot reasonably expect to get well, and those for whom doctors have
no more effective treatment than that which could be offered by their uncles or
aunts. Expert selection of a few for institutional pampering was a way to use
medicine for the purpose of stabilizing an industrial society:258 it entailed the easily
regulated entitlement of the abnormal to abnormal levels of public funds. Kept
within limits, during the early twentieth century the pampering of deviants
"strengthened" the cohesion of industrial society. But after a critical point social
control exercised through the diagnosis of unlimited needs destroyed its own base.
259 Until proved healthy, the citizen is now presumed to be sick.260 In a triumphantly
therapeutic society, everybody can make himself into a therapist and someone else
into his client.
The role of the doctor has now become blurred.261 The health professions have
come to combine clinical service, public-health engineering, and scientific
medicine. The doctor deals with clients who are simultaneously cast in several roles
during every contact they have with the health establishment. They are turned into
patients whom medicine tests and repairs, into administered citizens whose healthy
behavior a medical bureaucracy guides, and into guinea pigs on whom medical
science constantly experiments. The Aesculapian power of conferring the sick-role
has been dissolved by the pretensions of delivering totalitarian health care. Health
has ceased to be a native endowment each human being is presumed to possess
until proven ill, and has become an ever-receding goal to which one is entitled by
virtue of social justice.
The emergence of a conglomerate health profession has rendered the patient role
infinitely elastic. The doctor's certification of the sick has been replaced by the
bureaucratic presumption of the health manager who arranges people according to
degrees and categories of therapeutic need, and medical authority now extends to
supervised health care, early detection, preventive therapies, and increasingly,
treatment of the incurable. Previously modern medicine controlled only a limited
market; now this market has lost all boundaries. Unsick people have come to
depend on professional care for the sake of their future health. The result is a
morbid society that demands universal medicalization and a medical establishment
that certifies universal morbidity.

In a morbid society262 the belief prevails that defined and diagnosed ill-health is
infinitely preferable to any other form of negative label or to no label at all. It is
better than criminal or political deviance, better than laziness, better than selfchosen absence from work. More and more people subconsciously know that they
are sick and tired of their jobs and of their leisure passivities, but they want to hear
the lie that physical illness relieves them of social and political responsibilities. They
want their doctor to act as lawyer and priest. As a lawyer, the doctor exempts the
patient from his normal duties and enables him to cash in on the insurance fund he
was forced to build. As a priest, he becomes the patient's accomplice in creating the
myth that he is an innocent victim of biological mechanisms rather than a lazy,
greedy, or envious deserter of a social struggle for control over the tools of
production. Social life becomes a giving and receiving of therapy: medical,
psychiatric, pedagogic, or geriatric. Claiming access to treatment becomes a
political duty, and medical certification a powerful device for social control.
With the development of the therapeutic service sector of the economy, an
increasing proportion of all people come to be perceived as deviating from some
desirable norm, and therefore as clients who can now either be submitted to
therapy to bring them closer to the established standard of health or concentrated
into some special environment built to cater to their deviance. Basaglia263 points out
that in the first historical stage of this process, the diseased are exempted from
production. At the next stage of industrial expansion, a majority come to be defined
as deviant and in need of therapy. When this happens, the distance between the sick
and the healthy is again reduced. In advanced industrial societies the sick are once
more recognized as possessing a certain level of productivity which would have
been denied them at an earlier stage of industrialization. Now that everybody tends
to be a patient in some respect, wage labor acquires therapeutic characteristics.
Lifelong health education, counseling, testing, and maintenance are built right into
factory and office routine. Therapeutic dependencies permeate and color productive
relations. Homo sapiens, who awoke to myth in a tribe and grew into politics as a
citizen, is now trained as a lifelong inmate of an industrial world.264 The
medicalization of industrial society brings its imperialistic character to ultimate
fruition.

PART III
Cultural Iatrogenesis
Introduction
We have dealt so far with two ways in which the predominance of medicalized
health care becomes an obstacle to a healthy life: first, clinical iatrogenesis, which
results when organic coping capacity is replaced by heteronomous management;
and, second, social iatrogenesis, in which the environment is deprived of those
conditions that endow individuals, families, and neighborhoods with control over
their own internal states and over their milieu. Cultural iatrogenesis represents a
third dimension of medical health-denial. It sets in when the medical enterprise
saps the will of people to suffer their reality.1 It is a symptom of such iatrogenesis
that the term "suffering" has become almost useless for designating a realistic
human response because it evokes superstition, sadomasochism, or the rich man's
condescension to the lot of the poor. Professionally organized medicine has come to
function as a domineering moral enterprise that advertises industrial expansion as
a war against all suffering. It has thereby undermined the ability of individuals to
face their reality, to express their own values, and to accept inevitable and often
irremediable pain and impairment, decline and death.
To be in good health means not only to be successful in coping with reality but
also to enjoy the success; it means to be able to feel alive in pleasure and in pain; it
means to cherish but also to risk survival. Health and suffering as experienced
sensations are phenomena that distinguish men from beasts.2 Only storybook lions
are said to suffer and only pets to merit compassion when they are in ill health.3
Human health adds openness to instinctual performance.4 It is something more
than a concrete behavior pattern in customs, usages, traditions, or habit-clusters. It
implies performance according to a set of control mechanisms: plans, recipes, rules,
and instructions, all of which govern personal behavior.5 To a large extent culture
and health coincide. Each culture gives shape to a unique Gestalt of health and to a
unique conformation of attitudes towards pain, disease, impairment, and death,
each of which designates a class of that human performance that has traditionally
been called the art of suffering.6
Each person's health is a responsible performance in a social script.7 How he
relates to the sweetness and the bitterness of reality and how he acts towards others
whom he perceives as suffering, as weakened, or as anguished determine each
person's sense of his own body, and with it, his health. Body-sense is experienced as
an ever-renewed gift of culture.8 In Java people flatly say, "To be human is to be
Javanese." Small children, boors, simpletons, the insane, and the flagrantly
immoral are said to be ndurung djawa (not yet Javanese). A "normal" adult capable

of acting in terms of the highly elaborate system of etiquette, possessed of the
delicate aesthetic perceptions associated with music, dance, drama, and textile
design, and responsive to the subtle promptings of the divine residing in the
stillness of each individual's inward-turning consciousness is ampun djawa
(already Javanese). To be human is not just to breathe; it is also to control one's
breathing by yogalike techniques so as to hear in inhalation and exhalation the
literal voice of God pronouncing his own name, hu Allah.9 Cultured health is
bounded by each society's style in the art of living, feasting, suffering, and dying.10
All traditional cultures derive their hygienic function from this ability to equip the
individual with the means for making pain tolerable, sickness or impairment
understandable, and the shadow of death meaningful. In such cultures health care
is always a program for eating,11 drinking,12 working,13 breathing,14 loving,15
politicking,16 exercising,17 singing,18 dreaming,19 warring, and suffering.
Most healing is a traditional way of consoling, caring, and comforting people while
they heal, and most sick-care a form of tolerance extended to the afflicted. Only
those cultures survive that provide a viable code that is adapted to a group's genetic
make-up, to its history, to its environment, and to the peculiar challenges
represented by competing groups of neighbors.
The ideology promoted by contemporary cosmopolitan medical enterprise runs
counter to these functions.20 It radically undermines the continuation of old cultural
programs and prevents the emergence of new ones that would provide a pattern for
self-care and suffering. Wherever in the world a culture is medicalized, the
traditional framework for habits that can become conscious in the personal practice
of the virtue of hygiene is progressively trammeled by a mechanical system, a
medical code by which individuals submit to the instructions emanating from
hygienic custodians.21 Medicalization constitutes a prolific bureaucratic program
based on the denial of each man's need to deal with pain, sickness, and death.22 The
modern medical enterprise represents an endeavor to do for people what their
genetic and cultural heritage formerly equipped them to do for themselves. Medical
civilization is planned and organized to kill pain, to eliminate sickness, and to
abolish the need for an art of suffering and of dying. This progressive flattening out
of personal, virtuous performance constitutes a new goal which has never before
been a guideline for social life. Suffering, healing, and dying, which are essentially
intransitive activities that culture taught each man, are now claimed by technocracy
as new areas of policy-making and are treated as malfunctions from which
populations ought to be institutionally relieved. The goals of metropolitan medical
civilization are thus in opposition to every single cultural health program they
encounter in the process of progressive colonization.23

3
The Killing of Pain
When cosmopolitan medical civilization colonizes any traditional culture, it
transforms the experience of pain.1 The same nervous stimulation that I shall call
"pain sensation" will result in a distinct experience, depending not only on
personality but also on culture. This experience, as distinct from the painful
sensation, implies a uniquely human performance called suffering.2 Medical
civilization, however, tends to turn pain into a technical matter and thereby
deprives suffering of its inherent personal meaning.3 People unlearn the acceptance
of suffering as an inevitable part of their conscious coping with reality and learn to
interpret every ache as an indicator of their need for padding or pampering.
Traditional cultures confront pain, impairment, and death by interpreting them as
challenges soliciting a response from the individual under stress; medical
civilization turns them into demands made by individuals on the economy, into
problems that can be managed or produced out of existence.4 Cultures are systems
of meanings, cosmopolitan civilization a system of techniques. Culture makes pain
tolerable by integrating it into a meaningful setting; cosmopolitan civilization
detaches pain from any subjective or intersubjective context in order to annihilate
it. Culture makes pain tolerable by interpreting its necessity; only pain perceived as
curable is intolerable.
A myriad virtues express the different aspects of fortitude that traditionally
enabled people to recognize painful sensations as a challenge and to shape their
own experience accordingly. Patience, forbearance, courage, resignation, selfcontrol, perseverance, and meekness each express a different coloring of the
responses with which pain sensations were accepted, transformed into the
experience of suffering, and endured.5 Duty, love, fascination, routines, prayer, and
compassion were some of the means that enabled pain to be borne with dignity.
Traditional cultures made everyone responsible for his own performance under the
impact of bodily harm or grief.6 Pain was recognized as an inevitable part of the
subjective reality of one's own body in which everyone constantly finds himself, and
which is constantly being shaped by his conscious reactions to it.7 People knew that
they had to heal on their own,8 to deal on their own with their migraine, their
lameness, or their grief.
The pain inflicted on individuals had a limiting effect on the abuses of man by
man. Exploiting minorities sold liquor or preached religion to dull their victims,
and slaves took to the blues or to coca-chewing. But beyond a critical point of
exploitation, traditional economies which were built on the resources of the human
body had to break down. Any society in which the intensity of discomforts and pains
inflicted rendered them culturally "insufferable" could not but come to an end.

Now an increasing portion of all pain is man-made, a side-effect of strategies for
industrial expansion. Pain has ceased to be conceived as a "natural" or
"metaphysical" evil. It is a social curse, and to stop the "masses" from cursing
society when they are pain-stricken, the industrial system delivers them medical
pain-killers. Pain thus turns into a demand for more drugs, hospitals, medical
services, and other outputs of corporate, impersonal care and into political support
for further corporate growth no matter what its human, social, or economic cost.
Pain has become a political issue which gives rise to a snowballing demand on the
part of anesthesia consumers for artificially induced insensibility, unawareness, and
even unconsciousness.
Traditional cultures and technological civilization start from opposite
assumptions. In every traditional culture the psychotherapy, belief systems, and
drugs needed to withstand most pain are built into everyday behavior and reflect
the conviction that reality is harsh and death inevitable.9 In the twentieth century
dystopia, the necessity to bear painful reality, within or without, is interpreted as a
failure of the socio-economic system, and pain is treated as an emergent
contingency which must be dealt with by extraordinary interventions.
The experience of pain that results from pain messages received by the brain
depends in its quality and in its quantity on genetic endowment10 and on at least
four functional factors other than the nature and intensity of the stimulus: namely,
culture, anxiety, attention, and interpretation. All these are shaped by social
determinants, ideology, economic structure, and social character. Culture decrees
whether the mother or the father or both must groan when the child is born.11
Circumstances and habits determine the anxiety level of the sufferer and the
attention he gives to his bodily sensations.12 Training and conviction determine the
meaning given to bodily sensations and influence the degree to which pain is
experienced.13 Effective magic relief is often better provided by popular superstition
than by high-class religion.14 The prospect which is opened by the painful event
determines how well it will be suffered: injuries received near the climax of sex or
that of heroic performance are frequently not even felt. Soldiers wounded on the
Anzio Beachhead who hoped their wounds would get them out of the army and back
home as heroes rejected morphine injections that they would have considered
absolutely necessary if similar injuries had been inflicted by the dentist or in the
operating theater.15
As culture is medicalized, the social determinants of pain are distorted. Whereas
culture recognizes pain as an intrinsic, intimate, and incommunicable "disvalue,"
medical civilization focuses primarily on pain as a systemic reaction that can be
verified, measured, and regulated. Only pain perceived by a third person from a
distance constitutes a diagnosis that calls for specific treatment. This objectivization
and quantification of pain goes so far that medical treatises speak of painful
diseases, operations, or conditions even in cases where patients claim to be unaware
of pain. Pain calls for methods of control by the physician rather than an approach
that might help the person in pain take on responsibility for his experience.16 The
medical profession judges which pains are authentic, which have a physical and
which a psychic base, which are imagined, and which are simulated.17 Society

recognizes and endorses this professional judgment. Compassion becomes an
obsolete virtue. The person in pain is left with less and less social context to give
meaning to the experience that often overwhelms him.
The history of medical perception of pain has not yet been written. A few learned
monographs deal with the moments during the last 250 years in which the attitude
of physicians towards pain changed,18 and some historical references can be found
in papers dealing with contemporary attitudes towards pain.19 The existential school
of anthropological medicine has gathered valuable insights into the development of
modern pain while tracing the changes in bodily perception in a technological age.20
The relationship between the medical institutions and the anxiety suffered by their
patients has been explored by psychiatrists21 and occasionally by general physicians.
But the relationship of corporate medicine to bodily pain in its real sense is still
virgin territory for research.
The historian of pain has to face three special problems. The first is the profound
transformation undergone by the relationship of pain to the other ills man can
suffer. Pain has changed its position in relation to grief, guilt, sin, anguish, fear,
hunger, impairment, and discomfort. What we call pain in a surgical ward is
something for which former generations had no special name. It now seems as if
pain were only that part of human suffering over which the medical profession can
claim competence or control. There is no historical precedent for the contemporary
situation in which the experience of personal bodily pain is shaped by the
therapeutic program designed to destroy it. The second problem is language. The
technical matter which contemporary medicine designates by the term "pain" even
today has no simple equivalent in ordinary speech. In most languages the term
taken over by the doctors covers grief, sorrow, anguish, shame, and guilt. The
English "pain" and the German "Schmerz" are still relatively easy to use in such a
way that a mostly, though not exclusively, physical meaning is conveyed. Most
Indo-Germanic synonyms cover a wider range of meaning:22 bodily pain may be
designated as "hard work," "toil," or "trial," as "torture," "endurance,"
"punishment," or more generally, "affliction," as "illness," "tiredness," "hunger,"
"mourning," "injury," "distress," "sadness," "trouble," "confusion," or "oppression."
This litany is far from complete: it shows that language can distinguish many kinds
of "evils," all of which have a bodily reflection. In some languages bodily pain is
outright "evil." If a French doctor asks a typical Frenchman where he has pain, the
patient will point to the spot and say, "J'ai mal là." On the other hand, a Frenchman
can say, "Je souffre dans toute ma chair," and at the same time tell his doctor, "Je
n'ai mal nulle part." If the concept of bodily pain has undergone an evolution in
medical usage, it cannot be grasped simply in the changing significance of any one
term.
A third obstacle to any history of pain is its exceptional axiological and
epistemological status.23 Nobody will ever understand "my pain" in the way I mean
it, unless he suffers the same headache, which is impossible, because he is another
person. In this sense "pain" means a breakdown of the clear-cut distinction between
organism and environment, between stimulus and response.24 It does not mean a
certain class of experience that allows you and me to compare our headaches; much

less does it mean a certain physiological or medical entity, a clinical case with
certain pathological signs. It is not "pain in the sternocleidomastoid" which is
perceived as a systematic disvalue for the medical scientist.
The exceptional kind of disvalue that is pain promotes an exceptional kind of
certainty. Just as "my pain" belongs in a unique way only to me, so I am utterly
alone with it. I cannot share it. I have no doubt about the reality of the pain
experience, but I cannot really tell anybody what I experience. I surmise that others
have "their" pains, even though I cannot perceive what they mean when they tell me
about them. I am certain about the existence of their pain only in the sense that I
am certain of my compassion for them. And yet, the deeper my compassion, the
deeper is my certitude about the other person's utter loneliness in relation to his
experience. Indeed, I recognize the signs made by someone who is in pain, even
when this experience is beyond my aid or comprehension. This awareness of
extreme loneliness is a peculiarity of the compassion we feel for bodily pain; it also
sets this experience apart from any other experience, from compassion for the
anguished, sorrowful, aggrieved, alien, or crippled. In an extreme way, the
sensation of bodily pain lacks the distance between cause and experience found in
other forms of suffering.
Notwithstanding the inability to communicate bodily pain, perception of it in
another is so fundamentally human that it cannot be put into parentheses. The
patient cannot conceive that his doctor is unaware of his pain, any more than the
man on the rack can conceive this about his torturer. The certainty that we share
the experience of pain is of a very special kind, greater than the certainty that we
share humanity with others. There have been people who have treated their slaves
as chattels, yet recognized that this chattel was able to suffer pain. Slaves are more
than dogs, who can be hurt but cannot suffer. Wittgenstein has shown that our
special, radical certainty about the existence of pain in other people can coexist with
an inextricable difficulty in explaining how this sharing of the unique can come
about.25
It is my thesis that bodily pain, experienced as an intrinsic, intimate, and
incommunicable disvalue, includes in our awareness the social situation in which
those who suffer find themselves. The character of the society shapes to some
degree the personality of those who suffer and thus determines the way they
experience their own physical aches and hurts as concrete pain. In this sense, it
should be possible to investigate the progressive transformation of the pain
experience that has accompanied the medicalization of society. The act of suffering
pain always has a historical dimension.
When I suffer pain, I am aware that a question is being raised. The history of pain
can best be studied by focusing on that question. No matter if the pain is my own
experience or if I see the gestures of another telling me that he is in pain, a question
mark is written into this perception. Such a query is as integral to physical pain as
the loneliness. Pain is the sign for something not answered; it refers to something
open, something that goes on the next moment to demand, What is wrong? How
much longer? Why must I/ought I/should I/can I/ suffer? Why does this kind of

evil exist, and why does it strike me? Observers who are blind to this referential
aspect of pain are left with nothing but conditioned reflexes. They are studying a
guinea pig, not a human being. A physician, were he able to erase this value-loaded
question shining through a patient's complaints, might recognize pain as the
symptom of a specific bodily disorder, but he would not come close to the suffering
that drove the patient to seek help. The development of this capacity to objectify
pain is one of the results of overintensive education for physicians. By his training
the physician is often enabled to focus on those aspects of a person's bodily pain
that are accessible to management by outsiders: the peripheral-nerve stimulation,
the transmission, the reaction to the stimulus, or even the anxiety level of the
patient. Concern is limited to the management of the systemic entity, which is the
only matter open to operational verification.
The personal performance of suffering escapes such experimental control and is
therefore neglected in most experiments that are conducted on pain. Animals are
usually used to test the "pain-killing" effects of pharmacological or surgical
interventions. Once the results of animal tests have been tabulated, their validity is
verified in people. Painkillers usually give more or less comparable results in guinea
pigs and humans, provided those humans are used as experimental subjects and
under experimental conditions similar to those under which the animals were
tested. As soon as the same interventions are applied to people who are actually sick
or have been wounded, the effects of the drugs are completely out of line with those
found in the experimental situation. In the laboratory people feel exactly like mice.
When their own life becomes painful, they usually cannot help suffering, well or
badly, even when they want to respond like mice.26
Living in a society that values anesthesia, both doctors and their potential clients
are retrained to smother pain's intrinsic question mark. The question raised by
intimately experienced pain is transformed into a vague anxiety that can be
submitted to treatment. Lobotomized patients provide the extreme example of this
expropriation of pain: they "adjust at the level of domestic invalids or household
pets." 27 The lobotomized person still perceives pain but he has lost the capacity to
suffer from it; the experience of pain is reduced to a discomfort with a clinical
name.
For an experience of pain to constitute suffering in the full sense, it must fit into a
cultural framework.28 To enable individuals to transform bodily pain into a personal
experience, any culture provides at least four interrelated subprograms: words,
drugs, myths, and models. Pain is shaped by culture into a question that can be
expressed in words, cries, and gestures, which are often recognized as desperate
attempts to share the utter confused loneliness in which pain is experienced:
Italians groan and Prussians grind their teeth.
Each culture also provides its own psychoactive pharmacopeia, with customs that
designate the circumstances in which drugs may be taken and the accompanying
ritual.29 Muslim Rayputs prefer alcohol and Brahmins marijuana,30 though they
intermingle in the same villages of western India.31 Peyote is safe for Navajos32 and
mushrooms for the Huicholes,33 while Peruvian highlanders have learned to survive

with coca.34 Man has not only evolved with the ability to suffer his pain, but also
with the skills to manage it:35 poppy growing36 during the middle Stone Age
probably preceded the planting of grains. Massage, acupuncture, and analgesic
incense were known from the dawn of history.37 Religious and mythic rationales for
pain have appeared in all cultures: for the Muslims it is Kismet,38 god-willed
destiny; for the Hindus, karma,39 a burden from past incarnation; for the Christians,
a sanctifying backlash of sin.40 Finally, cultures always have provided an example on
which behavior in pain could be modeled: the Buddha, the saint, the warrior, or the
victim. The duty to suffer in their guise distracts attention from otherwise allabsorbing sensation and challenges the sufferer to bear torture with dignity. The
cultural setting not only provides the grammar and technique, the myths and
examples used in its characteristic "craft of suffering well," but also the instructions
on how to integrate this repertoire. The medicalization of pain, on the other hand,
has fostered a hypertrophy of just one of these modes—management by technique—
and reinforced the decay of the others. Above all, it has rendered either
incomprehensible or shocking the idea that skill in the art of suffering might be the
most effective and universally acceptable way of dealing with pain. Medicalization
deprives any culture of the integration of its program for dealing with pain.
Society not only determines how doctor and patient meet, but also what each of
them shall think, feel, and do about pain. As long as the doctor conceived of himself
primarily as a healer, pain assumed the role of a step towards the restoration of
health. Where the doctor could not heal, he felt no qualms about telling his patient
to use analgesics and thus moderate inevitable suffering. Like Oliver Wendell
Holmes, the good doctor who knew that nature provided better remedies for pain
than medicine could say "[with the exception of] opium, which the Creator himself
seems to prescribe, for we often see the scarlet poppy growing in the cornfields as if
it were foreseen that wherever there is hunger to be fed there must also be pain to
be soothed; [with the exception of] a few specifics which our doctor's art did not
discover; [with the exception of] wine, which is a food, and the vapours which
produce the miracle of anaesthesia . . . I firmly believe that if the whole materia
medica, as now used, could be sunk to the bottom of the sea, it would be all the
better for mankind—and all the worse for the fishes."41
The ethos of the healer gave the physician the capacity for the same dignified
failure for which religion, folklore, and free access to analgesics had trained the
common man.42 The functionary of contemporary medicine is in a different
position: his first orientation is treatment, not healing. He is geared, not to
recognize the question marks that pain raises in him who suffers, but to degrade
these pains into a list of complaints that can be collected in a dossier. He prides
himself on the knowledge of pain mechanics and thus escapes the patient's
invitation to compassion.
One source of European attitudes towards pain certainly lies in ancient Greece.
The pupils of Hippocrates43 distinguished many kinds of disharmony, each of which
caused its own kind of pain. Pain thus became a useful tool for diagnosis. It revealed
to the physician which harmony the patient had to recover. Pain might disappear in
the process of healing, but this was certainly not the primary object of the doctor's

treatment. Whereas the Chinese tried very early to treat sickness through the
removal of pain, nothing of this sort was prominent in the classical West. The
Greeks did not even think about enjoying happiness without taking pain in their
stride. Pain was the soul's experience of evolution. The human body was part of an
irreparably impaired universe, and the sentient soul of man postulated by Aristotle
was fully coextensive with his body. In this scheme there was no need to distinguish
between the sense and the experience of pain. The body had not yet been divorced
from the soul, nor had sickness been divorced from pain. All words that indicated
bodily pain were equally applicable to the suffering of the soul.
In view of that heritage, it would be a grave mistake to believe that resignation to
pain is due exclusively to Jewish or Christian influence. Thirteen distinct Hebrew
words were translated by a single Greek term for "pain" when two hundred Jews of
the second century B.C. translated the Old Testament into Greek.44 Whether or not
pain for the Jew was considered an instrument of divine punishment, it was always
a curse.45 No suggestion of pain as a desirable experience can be found in the
Scriptures or the Talmud.46 It is true that specific organs were affected by pain, but
those organs were conceived of also as seats of very specific emotions; the category
of modern medical pain is totally alien to the Hebrew text. In the New Testament,
pain is considered to be intimately entwined with sin.47 While for the classical Greek
pain had to accompany pleasure, for the Christian pain was a consequence of his
commitment to joy.48 No culture or tradition holds a monopoly on realistic
resignation.
The history of pain in European culture would have to trace more than these
classical and Semitic roots to find the ideologies that supported personal acceptance
of pain. For the Neo-Platonist, pain was interpreted as the result of some deficiency
in the celestial hierarchy. For the Manichaean, it was the result of positive
malpractice on the part of an evil demiurge or creator. For the Christian, it was the
loss of original integrity produced by Adam's sin. But no matter how much these
religions opposed each other on dogma and morals, all of them saw pain as the
bitter taste of cosmic evil, the manifestation of nature's weakness, of a diabolical
will, or of a well-deserved divine curse. This attitude towards pain is a unifying and
distinctive characteristic of Mediterranean postclassical cultures which lasted until
the seventeenth century. As an alchemic doctor put it in the sixteenth century, pain
is the "bitter tincture added to the sparkling brew of the world's seed." Each person
was born with the call to learn to live in a vale of pain. The Neo-Platonist
interpreted bitterness as a lack of perfection, the Cathar as disfigurement, the
Christian as a wound for which he was held responsible. In dealing with the fullness
of life, which found one of its major expressions in pain, people were able to stand
up in heroic defiance or stoically deny the need for alleviation; they could welcome
the opportunity for purification, penance, or sacrifice, and reluctantly tolerate the
inevitable while seeking to relieve it. Opium, acupuncture, or hypnosis, always in
combination with language, ritual, and myth, was applied to the unique human
performance of suffering pain. One approach to pain was, however, unthinkable, at
least in the European tradition: the belief that pain ought not to be suffered,
alleviated, and interpreted by the person affected, but that it should be—ideally
always—destroyed through the intervention of a priest, politician, or physician.

There were three reasons why the idea of professional, technical pain-killing was
alien to all European civilizations.49 First: pain was man's experience of a marred
universe, not a mechanical dysfunction in one of its subsystems. The meaning of
pain was cosmic and mythic, not individual and technical. Second: pain was a sign
of corruption in nature, and man himself was a part of that whole. One could not be
rejected without the other; pain could not be thought of as distinct from the
ailment. The doctor could soften the pangs, but to eliminate the need to suffer
would have meant to do away with the patient. Third: pain was an experience of the
soul, and this soul was present all over the body. Pain was a nonmediated
experience of evil. There could be no source of pain distinct from pain that was
suffered.50
The campaign against pain as a personal matter to be understood and suffered got
under way only when body and soul were divorced by Descartes. He constructed an
image of the body in terms of geometry, mechanics, or watchmaking, a machine
that could be repaired by an engineer. The body became an apparatus owned and
managed by the soul, but from an almost infinite distance. The living body
experience which the French refer to as "la chair" and the Germans as "der Leib"
was reduced to a mechanism that the soul could inspect.51
For Descartes pain became a signal with which the body reacts in self-defense to
protect its mechanical integrity. These reactions to danger are transmitted to the
soul, which recognizes them as painful. Pain was reduced to a useful learning
device: it now taught the soul how to avoid further damage to the body. Leibnitz
sums up this new perspective when he quotes with approval a sentence by Regis,
who was in turn a pupil of Descartes: "The great engineer of the universe has made
man as perfectly as he could make him, and he could not have invented a better
device for his maintenance than to provide him with a sense of pain."52 Leibnitz's
comment on this sentence is instructive. He says first that in principle it would have
been even better if God had used positive rather than negative reinforcement,
inspiring pleasure each time a man turned away from the fire that could destroy
him. However, he concludes that God could have succeeded with this strategy only
by working miracles, and since, as a matter of principle, God avoids miracles, "pain
is a necessary and brilliant device to ensure man's functioning." Within two
generations of Descartes's attempt at a scientific anthropology, pain has become
useful. From being the experience of the precariousness of existence,53 it had turned
into an indicator of specific breakdown.
By the end of the last century, pain had become a regulator of body functions,
subject to the laws of nature; it needed no more metaphysical explanation.54 It had
ceased to deserve any mystical respect and could be subjected to empirical study in
order to do away with it. By 1853, barely a century and a half after pain was
recognized as a mere physiological safeguard, a medicine labeled as a "pain-killer"
was marketed in La Crosse, Wisconsin.55 A new sensibility had developed which was
dissatisfied with the world, not because it was dreary or sinful or lacking in
enlightenment or threatened by barbarians, but because it was full of suffering and
pain.56 Progress in civilization became synonymous with the reduction of the sum
total of suffering. From then on, politics was taken to be an activity not so much for
maximizing happiness as for minimizing pain. The result is a tendency to see pain

as essentially a passive happening inflicted on helpless victims because the toolbox
of the medical corporation is not being used in their favor.
In this context it now seems rational to flee pain rather than to face it, even at the
cost of giving up intense aliveness. It seems reasonable to eliminate pain, even at
the cost of losing independence. It seems enlightened to deny legitimacy to all
nontechnical issues that pain raises, even if this means turning patients into pets.57
With rising levels of induced insensitivity to pain, the capacity to experience the
simple joys and pleasures of life has equally declined. Increasingly stronger stimuli
are needed to provide people in an anesthetic society with any sense of being alive.
Drugs, violence, and horror turn into increasingly powerful stimuli that can still
elicit an experience of self. Widespread anesthesia increases the demand for
excitation by noise, speed, violence—no matter how destructive.
This raised threshold of physiologically mediated experience, which is
characteristic of a medicalized society, makes it extremely difficult today to
recognize in the capacity for suffering a possible symptom of health. The reminder
that suffering is a responsible activity is almost unbearable to consumers, for whom
pleasure and dependence on industrial outputs coincide. By equating all personal
participation in facing unavoidable pain with "masochism," they justify their
passive life-style. Yet, while rejecting the acceptance of suffering as a form of
masochism, anesthesia consumers tend to seek a sense of reality in ever stronger
sensations. They tend to seek meaning for their lives and power over others by
enduring undiagnosable pains and unrelievable anxieties: the hectic life of business
executives, the self-punishment of the rat-race, and the intense exposure to violence
and sadism in films and on television. In such a society the advocacy of a renewed
style in the art of suffering that incorporates the competent use of new techniques
will inevitably be misinterpreted as a sick desire for pain: as obscurantism,
romanticism, dolorism, or sadism.
Ultimately, the management of pain might substitute a new kind of horror for
suffering: the experience of artificial painlessness. Lifton describes the impact of
mass death on survivors by studying people who had been close to ground zero in
Hiroshima.58 He found that people moving amongst the injured and dying simply
ceased to feel; they were in a state of numbness, without emotional response. He
believed that after a while this emotional closure merged with a depression which,
twenty years after the bomb, still manifested itself in the guilt or shame of having
survived without experiencing any pain at the time of the explosion. These people
live in an interminable encounter with death which has spared them, and they
suffer from a vast breakdown of trust in the larger human matrix that supports each
individual human life. They experienced their anesthetized passage through this
event as something just as monstrous as the death of those around them, as a pain
too dark and too overwhelming to be confronted, or suffered.59
What the bomb did in Hiroshima might guide us to an understanding of the
cumulative effect on a society in which pain has been medically "expropriated." Pain
loses its referential character if it is dulled, and generates a meaningless,
questionless residual horror. The sufferings for which traditional cultures have

evolved endurance sometimes generated unbearable anguish, tortured
imprecations, and maddening blasphemies; they were also self-limiting. The new
experience that has replaced dignified suffering is artificially prolonged, opaque,
depersonalized maintenance. Increasingly, pain-killing turns people into unfeeling
spectators of their own decaying selves.

4
The Invention and
Elimination of Disease
The French Revolution gave birth to two great myths: one, that physicians could
replace the clergy; the other, that with political change society would return to a
state of original health.1 Sickness became a public affair. In the name of progress, it
has now ceased to be the concern of those who are ill.2
For several months in 1792, the National Assembly in Paris tried to decide how to
replace those physicians who profited from care of the sick with a therapeutic
bureaucracy designed to manage an evil that was destined to disappear with the
advent of equality, freedom, and fraternity. The new priesthood was to be financed
by funds expropriated from the Church. It was to guide the nation in a militant
conversion to healthy living which would make medical sick-care less necessary.
Each family would again be able to take care of its members, and each village to
provide for the sick who were without relatives. A national health service would be
in charge of health care and would supervise the enactment of dietary laws and of
statutes compelling citizens to use their new freedoms for frugal living and
wholesome pleasures. Medical officers would supervise the compliance of the
citizenry, and medical magistrates would preside over health tribunals to guard
against charlatans and exploiters.
Even more radical were the proposals from a subcommittee for the elimination of
beggary. In content and style they are similar to Red Guard and Black Panther
manifestos demanding that control over health be returned to the people. Primary
care, it was asserted, belongs only to the neighborhood. Public funds for sick-care
are best used to supplement the income of the afflicted. If hospitals are needed, they
should be specialized: for the aged, the incurable, the mad, or foundlings. Sickness
is a symptom of political corruption and will be eliminated when the government is
cleaned up.
The identification of hospitals with pestholes was current and easy to explain.
They had appeared under Christian auspices in late antiquity as dormitories for
travelers, vagrants, and derelicts. Physicians began to visit hospitals regularly at the
time of the crusades, following the example of the Arabs.3 During the late Middle
Ages, as charitable institutions for the custody of the destitute, they became part
and parcel of urban architecture.4 Until the late eighteenth century the trip to the
hospital was taken, typically, with no hope of return.5 Nobody went to a hospital to
restore his health. The sick, the mad, the crippled, epileptics, incurables,
foundlings, and recent amputees of all ages and both sexes were jumbled together;6
amputations were performed in the corridors between the beds. Inmates were given

some food, chaplains and pious lay folk came to offer consolation, and doctors
made charity visits. The cost of remedies made up less than 3 percent of the meager
budget. More than half went for the hospital soup; the nuns could get along on a
pittance. Like prisons, hospitals were considered a last resort;7 nobody thought of
them as tools for administering therapy to improve the inmates.8
Logically, some extremists went beyond the recommendations made by the
committee on beggary. Some demanded the outright abolition of all hospitals,
saying that they "are inevitably places for the aggregation of the sick and breed
misery while they stigmatize the patient. If a society continues to need hospitals,
this is a sign that its revolution has failed."9
A misunderstanding of Rousseau vibrates in this desire to restore sickness to its
"natural state,"10 to bring society back to "wild sickness," which is self-limiting and
can be borne with virtue and style and cared for in the homes of the poor, just as
previously the sicknesses of the rich had been taken care of. Sickness becomes
complex, untreatable, and unbearable only when exploitation breaks up the family,11
and it becomes malignant and demeaning only with the advent of urbanization and
civilization. For Rousseau's followers the sickness seen in hospitals was man-made,
like all forms of social injustice, and it thrived among the self-indulgent and those
whom they had impoverished. "In the hospital, sickness is totally corrupted; it turns
into 'prison fever' characterized by spasms, fever, indigestion, pale urine, depressed
respiration, and ultimately leads to death: if not on the eighth or eleventh day, then
on the thirteenth." 12 It is this kind of language that made medicine first become a
political issue. The plans to engineer a society into health began with the call for a
social reconstruction that would eliminate the ills of civilization. What Dubos has
called "the mirage of health" began as a political program.
In the public rhetoric of the 1790s, the idea of using biomedical interventions on
people or on their environment was totally absent. Only with the Restoration was
the task of eliminating sickness turned over to the medical profession. After the
Congress of Vienna, hospitals proliferated and medical schools boomed.13 So did the
discovery of diseases. Illness was still primarily nontechnical. In 1770, general
practice knew of little besides the plague and the pox,14 but by 1860 even the
ordinary citizen recognized the medical names of a dozen diseases. The sudden
emergence of the doctor as savior and miracle worker was due not to the proven
efficacy of new techniques but to the need for a magical ritual that would lend
credibility to a pursuit at which a political revolution had failed. If "sickness" and
"health" were to lay claim to public resources, then these concepts had to be made
operational. Ailments had to be turned into objective diseases that infested
mankind, could be transplanted and cultivated in the laboratory, and could be fitted
into wards, records, budgets, and museums. Disease was thus accommodated to
administrative management; one branch of the elite was entrusted by the dominant
class with autonomy in its control and elimination. The object of medical treatment
was defined by a new, though submerged, political ideology and acquired the status
of an entity that existed quite separately from both doctor and patient.15

We tend to forget how recently disease entities were born. In the mid-nineteenth
century, a saying attributed to Hippocrates was still quoted with approval: "You can
discover no weight, no form nor calculation to which to refer your judgment of
health and sickness. In the medical arts there exists no certainty except in the
physician's senses." Sickness was still personal suffering in the mirror of the
doctor's vision.16 The transformation of this medical portrait into a clinical entity
represents an event in medicine that corresponds to the achievement of Copernicus
in astronomy: man was catapulted and estranged from the center of his universe.
Job became Prometheus.
The hope of bringing to medicine the elegance that Copernicus had given
astronomy dates from the time of Galileo. Descartes traced the coordinates for the
implementation of the project. His description effectively turned the human body
into clockworks and placed a new distance, not only between soul and body, but
also between the patient's complaint and the physician's eye. Within this
mechanized framework, pain turned into a red light and sickness into mechanical
trouble. A taxonomy of diseases became possible. As minerals and plants could be
classified, so diseases could be isolated and categorized by the doctor-taxonomist.
The logical framework for a new purpose in medicine had been laid. Instead of
suffering man, sickness was placed in the center of the medical system and could be
subjected to (a) operational verification by measurement, (b) clinical study and
experiment, and (c) evaluation according to engineering norms.
Antiquity knew no yardstick for disease.17 Galileo's contemporaries were the first
to try to apply measurement to the sick, but with little success. Since Galen had
taught that urine was secreted directly from the vena cava and that its composition
was a direct indication of the nature of the blood, doctors had tasted and smelled
urine and assayed it by the light of sun and moon. After the sixteenth century,
alchemists had learned to measure specific gravity with considerable precision, and
they subjected the urine of the sick to their methods. Dozens of distinct and
differing meanings were ascribed to changes in the specific gravity of urine. With
this first measurement, doctors began to read diagnostic and curative meaning into
any new measurement they learned to perform.18
The use of physical measurements prepared for a belief in the real existence of
diseases and their ontological autonomy from the perception of doctor and patient.
The use of statistics underpinned this belief. It "showed" that diseases were present
in the environment and could invade and infect people. The first clinical tests using
statistics, which were performed in the United States in 1721 and published in
London in 1722, provided hard data indicating that smallpox was threatening
Massachusetts and that people who had been inoculated were protected against its
attacks. They were conducted by Dr. Cotton Mather, who is better known for his
inquisitorial fury at the time of the Salem witch trials than for his spirited defense of
smallpox prevention.19
During the seventeenth and eighteenth centuries, doctors who applied
measurements to sick people were liable to be considered quacks by their
colleagues. During the French Revolution, English doctors still looked askance at

clinical thermometry. Together with the routine taking of the pulse, it became
accepted clinical practice only around 1845, nearly thirty years after the stethoscope
was first used by Laënnec.
As the doctor's interest shifted from the sick to sickness, the hospital became a
museum of disease. The wards were full of indigent people who offered their bodies
as exhibits to any physician willing to treat them.20 The realization that the hospital
was the logical place to study and compare "cases" developed towards the end of the
eighteenth century. Doctors visited hospitals where all kinds of sick people were
mingled, and trained themselves to pick out several "cases" of the same disease.
They developed "bedside vision," or a clinical eye. During the first decades of the
nineteenth century, the medical attitude towards hospitals went through a further
development. Until then, new doctors had been trained mostly by lectures,
demonstrations, and disputations. Now the "bedside" became the clinic, the place
where future doctors were trained to see and recognize diseases.21 The clinical
approach to sickness gave birth to a new language which spoke about diseases at the
bedside, and to a hospital reorganized and classified by disease for the exhibition of
ailments to students.22
The hospital, which at the very beginning of the nineteenth century had become a
place for diagnosis, was now turned into a place for teaching. Soon it would become
a laboratory for experimenting with treatments, and towards the turn of the century
a place concerned with therapy. Today the pesthouse has been transformed into a
compartmentalized repair shop. All this happened in stages. During the nineteenth
century, the clinic became the place where disease carriers were assembled,
diseases were identified, and a census of diseases was kept. Medical perception of
reality became hospital-based much earlier than medical practice. The specialized
hospital demanded by the French Revolutionaries for the sake of the patient
became a reality because doctors needed to classify sickness. During the entire
nineteenth century, pathology remained overwhelmingly the classification of
anatomical anomalies. Only towards the end of the century did the pupils of Claude
Bernard also begin to label and catalogue the pathology of functions.23 Like
sickness, health acquired a clinical status, becoming the absence of clinical
symptoms, and clinical standards of normality became associated with well-being.24
Disease could never have been associated with abnormality if the value of
universal standards had not come to be recognized in one field after another over a
period of two hundred years. In 1635, at the behest of Cardinal Richelieu, the king
of France formed an academy of the forty supposedly most distinguished men of
French letters for the purpose of protecting and perfecting the French language. In
fact, they imposed the language of the rising bourgeoisie which was also gaining
control over the expanding tools of production. The language of the new class of
capitalist producers became normative for all classes. State authority had expanded
beyond statute law to regulate means of expression. Citizens learned to recognize
the normative power of an elite in areas left untouched by the canons of the Church
and the civil and penal codes of the state. Offenses against the codified laws of
French grammar now carried their own sanctions; they put the speaker in his place
—that is, deprived him of the privileges of class and profession. Bad French was that

which fell below academic standards, as bad health would soon be that which was
not up to the clinical norm.
In Latin norma means "square," the carpenter's square. Until the 1830s the
English word "normal" meant standing at a right angle to the ground. During the
1840s it came to designate conformity to a common type. In the 1880s, in America,
it came to mean the usual state or condition not only of things but also of people. In
France, the word was transposed from geometry to society—école normale
designated a school at which teachers for the Empire were trained—and was first
given a medical connotation around 1840 by Auguste Comte. He expressed his hope
that once the laws relative to the normal state of the organism were known, it would
be possible to engage in the study of comparative pathology.25
During the last decade of the nineteenth century, the norms and standards of the
hospital became fundamental criteria for diagnosis and therapy. For this to happen,
it was not necessary that all abnormal features be considered pathological; it was
sufficient that disease as deviance from a clinical standard make medical
intervention legitimate by providing an orientation for therapy.26
The age of hospital medicine, which from rise to fall lasted no more than a century
and a half, is coming to an end.27 Clinical measurement has been diffused
throughout society. Society has become a clinic, and all citizens have become
patients whose blood pressure is constantly being watched and regulated to fall
"within" normal limits. The acute problems of manpower, money, access, and
control that beset hospitals everywhere can be interpreted as symptoms of a new
crisis in the concept of disease. This is a true crisis because it admits.of two
opposing solutions, both of which make present hospitals obsolete. The first
solution is a further sickening medicalization of health care, expanding still further
the clinical control of the medical profession over the ambulatory population. The
second is a critical, scientifically sound demedicalization of the concept of disease.
Medical epistemology is much more important for the healthy solution of this
crisis than either medical biology or medical technology. Such an epistemology will
have to clarify the logical status and the social nature of diagnosis and therapy,
primarily in physical—as opposed to mental—sickness. All disease is a socially
created reality. Its meaning and the response it has evoked have a history.28 The
study of this history will make us understand the degree to which we are prisoners
of the medical ideology in which we were brought up.
A number of authors have recently tried to debunk the status of mental deviance
as a "disease."29 Paradoxically, they have rendered it more and not less difficult to
raise the same kind of question about disease in general. Leifer, Goffman, Szasz,
Laing, and others are all interested in the political genesis of mental illness and its
use for political purposes.30 In order to make their point, they all contrast "unreal"
mental with "real" physical disease: in their view the language of natural science,
now applied to all conditions that are studied by physicians, really fits physical
sickness only. Physical sickness is confined to the body, and it lies in an anatomical,
physiological, and genetic context. The "real" existence of these conditions can be

confirmed by measurement and experiment, without any reference to a valuesystem. None of this applies to mental sickness: its status as a "sickness" depends
entirely on psychiatric judgment. The psychiatrist acts as the agent of a social,
ethical, and political milieu. Measurements and experiments on these "mental"
conditions can be conducted only within an ideological framework which derives its
consistency from the general social prejudice of the psychiatrist. The prevalence of
sickness is blamed on life in an alienated society, but while political reconstruction
might eliminate much psychic sickness, it would merely provide better and more
equitable technical treatment for those who are physically ill.
This antipsychiatric stance, which legitimizes the non-political status of physical
disease by denying to mental deviance the character of disease, is a minority
position in the West, although it seems to be close to an official doctrine in modern
China, where mental illness is perceived as a political problem. Maoist politicians
are placed in charge of psychotic deviants. Bermann31 reports that the Chinese
object to the revisionist Russian practice of depoliticizing the deviance of class
enemies by locking them into hospitals and treating them as if they had a sickness
analogous to an infection. They pretend that only the opposite approach can give
results: the intensive political re-education of people who are now, perhaps
unconsciously, class enemies. Their self-criticism will make them politically active
and thus healthy. Here again, the insistence on the primarily nonclinical nature of
mental deviance reinforces the belief that another kind of sickness is a material
entity.32
Advanced industrial societies have a high stake in maintaining the epistemological
legitimacy of disease entities. As long as disease is something that takes possession
of people, something they "catch" or "get," the victims of these natural processes
can be exempted from responsibility for their condition. They can be pitied rather
than blamed for sloppy, vile, or incompetent performance in suffering their
subjective reality; they can be turned into manageable and profitable assets if they
humbly accept their disease as the expression of "how things are"; and they can be
discharged from any political responsibility for having collaborated in increasing
the sickening stress of high-intensity industry. An advanced industrial society is
sick-making because it disables people from coping with their environment and,
when they break down, substitutes a "clinical," or therapeutic, prosthesis for the
broken relationships. People would rebel against such an environment if medicine
did not explain their biological disorientation as a defect in their health, rather than
as a defect in the way of life which is imposed on them or which they impose on
themselves.33 The assurance of personal political innocence that a diagnosis offers
the patient serves as a hygienic mask that justifies further subjection to production
and consumption.
The medical diagnosis of substantive disease entities that supposedly take shape
in the individual's body is a surreptitious and amoral way of blaming the victim. The
physician, himself a member of the dominating class, judges that the individual
does not fit into an environment that has been engineered and is administered by
other professionals, instead of accusing his colleagues of creating environments into
which the human organism cannot fit. Substantive disease can thus be interpreted

as the materialization of a politically convenient myth, which takes on substance
within the individual's body when this body is in rebellion against the demands that
industrial society makes upon it.
In every society the classification of disease—the nosology—mirrors social
organization. The sickness that society produces is baptized by the doctor with
names that bureaucrats cherish. "Learning disability," "hyperkinesis," or "minimal
brain dysfunction" explains to parents why their children do not learn, serving as an
alibi for school's intolerance or incompetence; high blood pressure serves as an alibi
for mounting stress, degenerative disease for degenerating social organization. The
more convincing the diagnosis, the more valuable the therapy appears to be, the
easier it is to convince people that they need both, and the less likely they are to
rebel against industrial growth. Unionized workers demand the most costly therapy
possible, if for no other reason than for the perverse pleasure of getting back some
of the money they have put into taxes and insurance, and deluding themselves that
this will create more equality.
Before sickness came to be perceived primarily as an organic or behavioral
abnormality, he who got sick could still find in the eyes of the doctor a reflection of
his own anguish and some recognition of the uniqueness of his suffering. Now, what
he meets is the gaze of a biological accountant engaged in input/output
calculations. His sickness is taken from him and turned into the raw material for an
institutional enterprise. His condition is interpreted according to a set of abstract
rules in a language he cannot understand. He is taught about alien entities that the
doctor combats, but only just as much as the doctor considers necessary to gain the
patient's cooperation. Language is taken over by the doctors: the sick person is
deprived of meaningful words for his anguish, which is thus further increased by
linguistic mystification.34
Before scientific slang had come to dominate language about the body, the
repertory of ordinary speech in this field was exceptionally rich.35 Peasant language
preserved much of this treasure into our century.36 Proverbs and sayings kept
instructions readily available.37 The way complaints to the doctor were formulated
by Babylonians and Greeks has been compared with the expressions used by
German blue-collar workers. As in antiquity the patient stutters, flounders, and
speaks about what "grips him" or what he "has caught." But while the industrial
worker refers to his ache as a drab "it" that hurts, his predecessors had many
colorful and expressive names for the demons38 that bit or stung them. Finally,
increasing dependence of socially acceptable speech on the special language of an
elite profession makes disease into an instrument of class domination. The
university-trained and the bureaucrat thus become their doctor's colleague in the
treatment he dispenses, while the worker is put in his place as a subject who does
not speak the language of his master.39
As soon as medical effectiveness is assessed in ordinary language, it immediately
appears that most effective diagnosis and treatment do not go beyond the
understanding that any layman can develop. In fact, the overwhelming majority of
diagnostic and therapeutic interventions that demonstrably do more good than

harm have two characteristics: the material resources for them are extremely cheap,
and they can be packaged and designed for self-use or application by family
members. For example, the price of what is significantly health-furthering in
Canadian medicine is so low that these same resources could be made available to
the entire population of India for the amount of money now squandered there on
modern medicine. The skills needed for the application of the most generally used
diagnostic and therapeutic aids are so elementary that the careful following of
instructions by people who are personally concerned would probably guarantee
more effective and responsible use than medical practice ever could. Most of what
remains could probably be handled better by "barefoot" nonprofessional amateurs
with deep personal commitment than by professional physicians, psychiatrists,
dentists, midwives, physiotherapists, or oculists.
When the evidence about the simplicity of effective modern medicine is discussed,
medicalized people usually object by saying that sick people are anxious and
emotionally incompetent for rational self-medication, and that even doctors call in
a colleague to treat their own sick child; and furthermore, that malevolent amateurs
could quickly organize into monopoly custodians of scarce and precious medical
knowledge. These objections are all valid if raised within a society in which
consumer expectations shape attitudes to service, in which medical resources are
carefully packaged for hospital use, and in which the mythology of medical
efficiency prevails. They would hardly be valid in a world that aimed at the effective
pursuit of personal goals that an austere use of technology had put within the range
of almost everyone.

5
Death
Against Death
Death as Commodity
In every society the dominant image of death determines the prevalent concept of
health.1 Such an image, the culturally conditioned anticipation of a certain event at
an uncertain date, is shaped by institutional structures, deep-seated myths, and the
social character that predominates. A society's image of death reveals the level of
independence of its people, their personal relatedness, self-reliance, and aliveness.2
Wherever the metropolitan medical civilization has penetrated, a novel image of
death has been imported. Insofar as this image depends on the new techniques and
their corresponding ethos, it is supranational in character. But these very
techniques are not culturally neutral; they assumed concrete shape within Western
cultures and express a Western ethos. The white man's image of death has spread
with medical civilization and has been a major force in cultural colonization.
The image of a "natural death," a death which comes under medical care and finds
us in good health and old age, is a quite recent ideal.3 In five hundred years it has
evolved through five distinct stages, and is now ready for a sixth. Each stage has
found its iconographic expression: (1) the fifteenth-century "dance of the dead"; (2)
the Renaissance dance at the bidding of the skeleton man, the so-called "Dance of
Death"; (3) the bedroom scene of the aging lecher under the Ancien Régime; (4) the
nineteenth-century doctor in his struggle against the roaming phantoms of
consumption and pestilence; (5) the mid-twentieth-century doctor who steps
between the patient and his death; and (6) death under intensive hospital care. At
each stage of its evolution the image of natural death has elicited a new set of
responses that increasingly acquired a medical character. The history of natural
death is the history of the medicalization of the struggle against death.4

The Devotional Dance of the Dead
From the fourth century onwards, the Church struggled against a pagan tradition
in which crowds, naked, frenzied, and brandishing swords, danced on the tombs in
the churchyard. Nevertheless, the frequency of ecclesiastical prohibitions testifies
that they were of little avail, and for a thousand years Christian churches and
cemeteries remained dance floors. Death was an occasion for the renewal of life.
Dancing with the dead on their tombs was an occasion for affirming the joy of being
alive and a source of many erotic songs and poems.5 By the late fourteenth century,
however, the sense of these dances seems to have changed:6 from an encounter

between the living and those who were already dead, it was transformed into a
meditative, introspective experience. In 1424 the first Dance of the Dead was
painted on a cemetery wall in Paris. The original of the Cimetière des Innocents is
lost, but good copies allow us to reconstruct it: king, peasant, pope, scribe, and
maiden each dance with a corpse. Each partner is a mirror image of the other in
dress and feature. In the shape of his body Everyman carries his own death with
him and dances with it through his life. During the late Middle Ages, indwelling
death7 faces man; each death comes with the symbol corresponding to his victim's
rank: for the king a crown, for the peasant a pitchfork. From dancing with dead
ancestors over their graves, people turned to representing a world in which
everyone dances through life embracing his own mortality. Death was represented,
not as an anthropomorphic figure, but as a macabre self-consciousness, a constant
awareness of the gaping grave. It was not yet the skeleton man of the next century
to whose music men and women will soon dance through the autumn of the Middle
Ages, but rather each one's own aging and rotting self.8 At this time the mirror9
became important in everyday life, and in the grip of the "mirror of death" the
"world" 10 acquired a hallucinating poignancy. With Chaucer and Villon, death
becomes as intimate and sensual as pleasure and pain.
Primitive societies conceived of death as the result of an intervention by an alien
actor. They did not attribute personality to death. Death is the outcome of
someone's evil intention. This somebody who causes death might be a neighbor
who, in envy, looks at you with an evil eye, or it might be a witch, an ancestor who
comes to pick you up, or the black cat that crosses your path.11 Throughout the
Christian and Islamic Middle Ages, death continued to be regarded as the result of a
deliberate personal intervention of God. No figure of "a" death appears at the
deathbed, just an angel and a devil struggling over the soul escaping from the
mouth of the dying. Only during the fifteenth century were the conditions ripe for a
change in this image,12 and for the appearance of what would later be called a
"natural death." The dance of the dead represents this readiness. Death can now
become an inevitable, intrinsic part of human life, rather than the decision of a
foreign agent. Death becomes autonomous and for three centuries coexists as a
separate agent with the immortal soul, with divine providence, and with angels and
demons.

The Danse Macabre
In the morality plays,13 death appears in a new costume and role. By the end of the
fifteenth century, no longer just a mirror image, he assumes the leading role among
the "last four things," preceding judgment, heaven, and hell.14 Nor is he any longer
just one of the four apocalyptic riders from Romanesque bas-reliefs, or the batlike
Maegera who picks up souls from the cemetery of Pisa, or a mere messenger
executing the orders of God. Death has become an independent figure who calls
each man, woman, and child, first as a messenger from God but soon insisting on
his own sovereign rights. By 1538 Hans Holbein the Younger15 had published the
first picture-book of death, which was to become a best-seller: woodcuts on the
Danse Macabre.16 The dance partners have shed their putrid flesh and turned into

naked skeletons. The representation of each man as entwined with his own
mortality has now changed to show his frenzied exhaustion in the grip of death
painted as a force of nature. The intimate mirror-image of the "self" which had been
colored by the "new devotion" of the German mystics has been replaced by a death
painted as the egalitarian executioner of a law that whirls everyone along and then
mows them down. From a lifelong encounter, death has turned into the event of a
moment.
During the Middle Ages eternity, together with God's presence, had been
immanent in history. Now death becomes the point at which linear clock-time ends
and eternity meets man. The world has ceased to be a sacrament of this presence;
with Luther it became the place of corruption that God saves. The proliferation of
clocks symbolizes this change in consciousness. With the predominance of serial
time, concern for its exact measurement, and the recognition of the simultaneity of
events, a new framework for the recognition of personal identity is manufactured.
The identity of the person is sought in reference to a sequence of events rather than
in the completeness of one's life span. Death ceases to be the end of a whole and
becomes an interruption in the sequence.17
Skeleton men predominate on the title pages of the first fifty years of the woodcut,
as naked women now predominate on magazine covers. Death holds the hourglass
or strikes the tower clock.18 Many a bell clapper was shaped like a bone. The new
machine, which can make time of equal length, day and night, also puts all people
under the same law. By the time of the Reformation, postmortem survival has
ceased to be a transfigured continuation of life here below, and has become either a
frightful punishment in the form of hell or a totally unmerited gift from God in
heaven. Indwelling grace has been turned into justification by faith alone. Thus
during the sixteenth century, death ceases to be conceived of primarily as a
transition into the next world, and the accent is placed on the end of this life.19 The
open grave looms much larger than the doors of heaven or hell and the encounter
with death has become more certain than immortality, more just than king, pope, or
even God. Rather than life's aim, it has become the end of life.
The finality, imminence, and intimacy of personal death were not only part of the
new sense of time but also of the emergence of a new sense of individuality. On the
pilgrim's path from the Church Militant on earth to the Church Triumphant in
heaven, death was experienced very much as an event that concerned both
communities. Now each man faced his own and final death. Of course, once death
had become such a natural force, people wanted to master it by learning the art or
the skill of dying. Ars Moriendi, one of the first printed do-it-yourself manuals on
the market, remained a best-seller in various versions for the next two hundred
years. Many people learned to read by deciphering it. The most widely circulated
version was published by Caxton at the Westminster press in 1491: over one
hundred incunabula editions were made before 1500 from woodblocks and from
movable type, under the title Art and Craft to knowe ye well to dye. The small folio
printed in neat Gothic letters was part of a series to instruct the "complete
gentleman" in "behaviour, gentle and devout," from manipulating a table knife to

conducting a conversation, from the art of weeping and blowing the nose to the art
of playing chess, of praying, and of dying.
This was not a book of remote preparation for death through a virtuous life, nor a
reminder to the reader of an inevitable steady decline of physical forces and the
constant danger of death. It was a "how-to" book in the modern sense, a complete
guide to the business of dying, a method to be learned while one was in good health
and to be kept at one's fingertips for use in that inescapable hour. The book is not
written for monks and ascetics but for "carnall and secular" men for whom the
ministrations of the clergy were not available. It served as a model for similar
instructions, often written in much less matter-of-fact spirit, by people like
Savonarola, Luther, and Jeremy Taylor. Men felt responsible for the expression
their face would show in death.20 Kunstler has shown that about this very time an
unprecedented approach was developed in the painting of human faces: the
Western portrait of countenance, which tries to represent much more than just the
likeness of facial traits. The first portraits, in fact, represent princes and were
executed immediately after their death, from memory, in order to render the
individual, atemporal personality of the deceased ruler present at his state funeral.
Early Renaissance humanists wanted to remember their dead, not as ghouls or
ghosts, saints or symbols, but as a continuing, personal, historical presence.21
In popular devotion a new kind of curiosity about the afterlife developed.
Fantastic horror stories about dead bodies and artistic representations of purgatory
both multiplied.22 The grotesque concern of the seventeenth century with ghosts
and souls underscores the growing anxiety of a culture faced with the call of death
rather than the judgment of God.23 In many parts of the Christian world the dance
of death became a standard decoration in the entrance of parish churches. The
Spaniards brought the skeleton man to America, where he fused with the Aztec idol
of death. Their mestizo offspring,24 on its rebound to Europe, influenced the face of
death throughout the Hapsburg Empire from Holland to the Tyrol. After the
Reformation, European death became and remained macabre.
Simultaneously, medical folk-practices multiplied, all designed to help people
meet their death with dignity as individuals. New superstitious devices were
developed so that one might recognize whether one's sickness required the
acceptance of approaching death or some kind of treatment. If the flower thrown
into the fountain of the sanctuary drowned, it was useless to spend money on
remedies. People tried to be ready when death came, to have the steps well learned
for the last dance. Remedies against a painful agony multiplied, but most of them
were still to be performed under the conscious direction of the dying, who played a
new role and played it consciously. Children could help a mother or father to die,
but only if they did not hold them back by crying. A person was supposed to
indicate when he wanted to be lowered from his bed onto the earth which would
soon engulf him, and when the prayers were to start. But bystanders knew that they
were to keep the doors open to make it easy for death to come, to avoid noise so as
not to frighten death away, and finally to turn their eyes respectfully away from the
dying man in order to leave him alone during this most personal event.25

Neither priest nor doctor was expected to assist the poor man in typical fifteenthand sixteenth-century death.26 In principle, medical writers recognized two opposite
services the physician could perform. He could either assist healing or help the
coming of an easy and speedy death. It was his duty to recognize the facies
hippocratica,27 the special traits which indicated that the patient was already in the
grip of death. In healing as in withdrawal, the doctor was anxious to work hand-inglove with nature. The question whether medicine ever could "prolong" life was
heatedly disputed in the medical schools of Palermo, Fez, and even Paris. Many
Arab and Jewish doctors denied this power outright, and declared such an attempt
to interfere with the order of nature to be blasphemous.28
Vocational zeal tempered by philosophical resignation comes through clearly in
the writings of Paracelsus.29 "Nature knows the boundaries of her course. According
to her own appointed term, she confers upon each of her creatures its proper life
span, so that its energies are consumed during the time that elapses between the
moment of its birth and its predestined end. . . . A man's death is nothing but the
end of his daily work, an expiration of air, the consummation of his innate balsamic
self-curing power, the extinction of the rational light of nature, and a great
separation of the three: body, soul, and spirit. Death is a return to the womb."
Without excluding transcendence, death has become a natural phenomenon, no
longer requiring that blame be placed on some evil agent.
The new image of death helped to reduce the human body to an object. Up to this
time, the corpse had been considered something quite unlike other things: it was
treated almost like a person. The law recognized its standing: the dead could sue
and be sued by the living, and criminal proceedings against the dead were common.
Pope Urban VIII, who had been poisoned by his successor, was dug up, solemnly
judged a simonist, had his right hand cut off, and was thrown into the Tiber. After
being hanged as a thief, a man might still have his head cut off for being a traitor.
The dead could also be called to witness. The widow could still repudiate her
husband by putting the keys and his purse on his casket. Even today the executor
acts in the name of the dead, and we still speak of the "desecration" of a grave or the
secularization of a public cemetery when it is turned into a park. The appearance of
natural death was necessary for the corpse to be deprived of much of its legal
standing.30
The arrival of natural death also prepared the way for new attitudes towards death
and disease which became common in the late seventeenth century. During the
Middle Ages, the human body had been sacred; now the physician's scalpel had
access to the corpse itself.31 Its dissection had been considered by the humanist
Gerson to be "a sacrilegious profanation, a useless cruelty exercised by the living
against the dead."32 But at the same time that Everyman's Death began to emerge in
person in the morality plays, the corpse first appeared as a teaching object in the
amphitheater of the Renaissance university. When the first authorized public
dissection took place in Montpellier in 1375, this new learned activity was declared
obscene, and the performance could not be repeated for several years. A generation
later, permission was given for one corpse a year to be dissected within the borders
of the German Empire. At the University of Bologna, also, one body was dissected

each year just before Christmas, and the ceremony was inaugurated by a
procession, accompanied by exorcisms, and took three days. During the fifteenth
century, the University of Lerida in Spain was entitled to the corpse of one criminal
every three years, to be dissected in the presence of a notary assigned by the
Inquisition. In England in 1540, the faculties of the universities were authorized to
claim four corpses a year from the hangman. Attitudes changed so rapidly that by
1561 the Venetian Senate ordered the hangman to take instruction from Dr.
Fallopius in order to provide him with corpses well suited for "anatomizing."
Rembrandt painted "Dr. Tulp's Lesson" in 1632. Public dissection became a favored
subject for paintings and, in the Netherlands, a common event at carnivals. The first
step towards surgery on television and in the movies had been taken. The physician
had advanced his knowledge of anatomy and his power to exhibit his skill, but both
were disproportionate to an advance in his ability to heal. Medical rituals helped to
orient, repress, or allay the fear and anguish generated by a death that had become
macabre. The anatomy of Vesalius rivaled Holbein's Danse Macabre somewhat as
scientific sex-guides now rival Playboy and Penthouse magazines.

Bourgeois Death
Baroque death counterpointed an aristocratically organized heaven.33 The church
vault might depict a last judgment with separate spaces reserved for savages,
commoners, and nobles, but the Dance of Death beneath depicted the mower who
used his scythe regardless of post or rank. Precisely because macabre equality
belittled worldly privilege, it also made it more legitimate.34 However, with the rise
of the bourgeois family,35 equality in death came to an end: those who could afford it
began to pay to keep death away.
Francis Bacon was the first to speak about the prolongation of life as a new task
for physicians. He divided medicine into three offices: "First, the preservation of
health, second, the cure of disease, and third, the prolongation of life," and extolled
the "third part of medicine, regarding the prolongation of life: this is a new part,
and deficient, although the most noble of all." The medical profession did not even
consider facing this task, until, some one hundred and fifty years later, there
appeared a host of clients who were anxious to pay for the attempt. This was a new
type of rich man who refused to die in retirement and insisted on being carried
away by death from natural exhaustion while still on the job. He refused to accept
death unless he was in good health in an active old age. Montaigne had already
ridiculed such people as exceptionally conceited: " 'Tis the last and extreme form of
dying . . . what an idle conceit is it to expect to die of a decay of strength which is the
effect of the extremest age, and to propose to ourselves no shorter lease on life . . .
as if it were contrary to nature to see a man break his neck with a fall, be drowned
by shipwreck, be snatched away with pleurisy or the plague . . . we ought to call
natural death that which is general, common and universal."36 Such people were few
in his time; soon their numbers would increase. The preacher expecting to go to
heaven, the philosopher denying the existence of the soul, and the merchant
wanting to see his capital double once more were all in agreement that the only

death that accorded with nature was one which would overtake them at their desks.
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There is no evidence to show that the age-specific life expectancy of most people
in their sixties had increased by the middle of the eighteenth century, but there is
no doubt that new technology had made it possible for the old and rich to hang on
while doing what they had done in middle age. The pampered could stay on the job
because their living and working conditions had eased. The Industrial Revolution
had begun to create employment opportunities for the weak, sickly, and old.
Sedentary work, hitherto rare, had come into its own.38 Rising entrepreneurship and
capitalism favored the boss who had had the time to accumulate capital and
experience. Roads had improved: a general affected by gout could now command a
battle from his wagon, and decrepit diplomats could travel from London to Vienna
or Moscow. Centralized nation-states increased the need for scribes and an enlarged
bourgeoisie. The new and small class of old men had a greater chance of survival
because their lives at home, on the street, and at work had become physically less
demanding. Aging had become a way of capitalizing life. Years at the desk, either at
the counter or the school bench, began to bear interest on the market. The young of
the middle class, whether gifted or not, were now for the first time sent to school,
thus allowing the old to stay on the job. The bourgeoisie who could afford to
eliminate "social death" by avoiding retirement, created "childhood" to keep their
young under control.39
Along with the economic status of the old, the value of their bodily functions
increased. In the sixteenth century "a young wife is death to an old man," and in the
seventeenth, "old men who play with young maids dance with death." At the court
of Louis XIV the old lecher was a laughingstock; by the time of the Congress of
Vienna he had turned into an object of envy. To die while courting one's grandson's
mistress became the symbol of a desirable end.
A new myth about the social value of the old was developed. Primitive hunters,
gatherers, and nomads had usually killed them, and peasants had put them into the
back room,40 but now the patriarch appeared as a literary ideal. Wisdom was
attributed to him just because of his age. It first became tolerable and then
appropriate that the elderly should attend with solicitude to the rituals deemed
necessary to keep up their tottering bodies. No physician was yet in attendance to
take on this task, which lay beyond the competence claimed by apothecary or
herbalist, barber or surgeon, university-trained doctor or traveling quack. But it was
this peculiar demand that helped to create a new kind of self-styled healer.41
Formerly, only king or pope had been under an obligation to remain in command
until the day of his death. They alone consulted the faculties: the Arabs from
Salerno in the Middle Ages, or the Renaissance men from Padua or Montpellier.
Kings, however, kept court physicians to do what barbers did for the commoner:
bleed them and purge them, and in addition, protect them from poisons. Kings
neither set out to live longer than others, nor expected their personal physicians to
give special dignity to their declining years. In contrast, the new class of old men
saw in death the absolute price for absolute economic value.42 The aging accountant

wanted a doctor who would drive away death; when the end approached, he wanted
to be formally "given up" by his doctor and to be served his last repast with the
special bottle reserved for the occasion. The role of the "valetudinarian" was thereby
created, and with genteel decrepitude, the eighteenth-century groundwork was laid
for the economic power of the contemporary physician.
The ability to survive longer, the refusal to retire before death, and the demand for
medical assistance in an incurable condition had joined forces to give rise to a new
concept of sickness: the type of health to which old age could aspire. In the years
just before the French Revolution this had become the health of the rich and the
powerful; within a generation chronic disease became fashionable for the young and
pretentious, consumptive features43 the sign of premature wisdom, and the need for
travel into warm climates a claim to genius. Medical care for protracted ailments,
even though they might lead to untimely death, had become a mark of distinction.
By contrast, a reverse judgment now could be made on the ailments of the poor,
and the ills from which they had always died could be defined as untreated sickness.
It did not matter at all if the treatment doctors could provide for these ills had any
effect on the progress of the sickness; the lack of such treatment began to mean that
they were condemned to die an unnatural death, an idea that fitted the bourgeois
image of the poor as uneducated and unproductive. From now on the ability to die a
"natural" death was reserved to one social class: those who could afford to die as
patients.
Health became the privilege of waiting for timely death, no matter what medical
service was needed for this purpose. In an earlier epoch, death had carried the
hourglass. In woodcuts, both skeleton and onlooker grin when the victim refuses
death. Now the middle class seized the clock and employed doctors to tell death
when to strike.44 The Enlightenment attributed a new power to the doctor, without
being able to verify whether or not he had acquired any new influence over the
outcome of dangerous sickness.

Clinical Death
The French Revolution marked a short interruption in the medicalization of
death. Its ideologues believed that untimely death would not strike in a society built
on its triple ideal. But the doctor's newly acquired clinical eyeglasses made him look
at death in a new perspective. Whereas the merchants of the eighteenth century had
determined the outlook on death with the help of the charlatans they employed and
paid, now the clinicians began to shape the public's vision. We have seen death turn
from God's call into a "natural" event and later into a "force of nature"; in a further
mutation it had turned into an "untimely" event when it came to those who were
not both healthy and old. Now it had become the outcome of specific diseases
certified by the doctor.45

Death had paled into a metaphorical figure, and killer diseases had taken his
place. The general force of nature that had been celebrated as "death" had turned
into a host of specific causations of clinical demise. Many "deaths" now roamed the
world. A number of book plates from private libraries of late nineteenth-century
physicians show the doctor battling with personified diseases at the bedside of his
patient. The hope of doctors to control the outcome of specific diseases gave rise to
the myth that they had power over death. The new powers attributed to the
profession gave rise to the new status of the clinician.46
While the city physician became a clinician, the country physician became first
sedentary and then a member of the local elite. At the time of the French Revolution
he had still belonged to the traveling folk. The surplus of army surgeons from the
Napoleonic wars came home with a vast experience, looking for a living. Military
men trained on the battlefield, they soon became the first resident healers in
France, Italy, and Germany. The simple people did not quite trust their techniques
and staid burghers were shocked by their rough ways, but still they found clients
because of their reputation among veterans of the Napoleonic wars. They sent their
sons to the new medical schools springing up in the cities, and these upon their
return created the role of the country doctor, which remained unchanged up to the
time of World War II. They derived a steady income from playing the family doctor
to the middle class who could well afford them. A few of the city or town rich
acquired prestige by living as patients of famous clinicians, but in the early
nineteenth century a much more serious competition for the town doctor still came
from the medical technicians of old—the midwife, the tooth-puller, the veterinarian,
the barber, and sometimes the public nurse. Notwithstanding the newness of his
role and resistance to it from above and below, the European country doctor, by
mid-century, had become a member of the middle class. He earned enough from
playing lackey to a squire, was family friend to other notables, paid occasional visits
to the lowly sick, and sent his complicated cases to his clinical colleague in town.
While "timely" death had originated in the emerging class consciousness of the
bourgeois, "clinical" death originated in the emerging professional consciousness of
the new, scientifically trained doctor. Henceforth, a timely death with clinical
symptoms became the ideal of middle-class doctors,47 and it was soon to become
incorporated into the aspirations of trade unions.

Trade Union Claims to a Natural Death
In our century a valetudinarian's death while undergoing treatment by clinically
trained doctors came to be perceived, for the first time, as a civil right. Old-age
medical care was written into union contracts. The capitalist privilege of natural
extinction from exhaustion in a director's chair gave way to the proletarian demand
for health services during retirement. The bourgeois hope of continuing as a dirty
old man in the office was ousted by the dream of an active sex life on social security
in a retirement village. Lifelong care for every clinical condition soon became a
peremptory demand for access to a natural death. Lifelong institutional medical
care had become a service that society owed all its members.

"Natural death" now appeared in dictionaries. One major German encyclopedia
published in 1909 defines it by means of contrast: "Abnormal death is opposed to
natural death because it results from sickness, violence, or mechanical and chronic
disturbances." A reputable dictionary of philosophical concepts states that "natural
death comes without previous sickness, without definable specific cause." It was
this macabre hallucinatory death-concept that became intertwined with the concept
of social progress. Legally valid claims to equality in clinical death spread the
contradictions of bourgeois individualism among the working class. The right to a
natural death was formulated as a claim to equal consumption of medical services,
rather than as a freedom from the evils of industrial work or as a new liberty and
power for self-care. This unionized concept of an "equal clinical death" is thus the
inverse of the ideal proposed in the National Assembly of Paris in 1792: it is a
deeply medicalized ideal.
First of all, this new image of death endorses new levels of social control. Society
has become responsible for preventing each man's death: treatment, effective or
not, can be made into a duty. Any fatality occurring without medical treatment is
liable to become a coroner's case. The encounter with a doctor becomes almost as
inexorable as the encounter with death. I know of a woman who tried,
unsuccessfully, to kill herself. She was brought to the hospital in a coma, with a
bullet lodged in her spine. Using heroic measures the surgeon kept her alive, and he
considers her case a success: she lives, but she is totally paralyzed; he no longer has
to worry about her ever attempting suicide again.
Our new image of death also befits the industrial ethos.48 The good death has
irrevocably become that of the standard consumer of medical care. Just as at the
turn of the century all men were defined as pupils, born into original stupidity and
standing in need of eight years of schooling before they could enter productive life,
today they are stamped from birth as patients who need all kinds of treatment if
they want to lead life the right way. Just as compulsory educational consumption
came to be used as a device to obviate concern about work, so medical consumption
became a device to alleviate unhealthy work, dirty cities, and nerve-racking
transportation.49 What need is there to worry about a murderous environment when
doctors are industrially equipped to act as life-savers!
Finally, "death under compulsory care" encourages the re-emergence of the most
primitive delusions about the causes of death. As we have seen, primitive people do
not die of their own death, they do not carry finitude in their bones, and they are
still close to the subjective immortality of the beast. Among them, death always
requires a supernatural explanation, somebody to blame: the curse of an enemy, the
spell of a magician, the breaking of the yarn in the hands of the Parcae, or God
dispatching his angel of death. In the dance with his or her mirror-image, European
death emerged as an agent independent of another's will, an inexorable force of
nature that men and women had to face on their own. The imminence of death was
an exquisite and constant reminder of the fragility and tenderness of life. During
the late Middle Ages, the discovery of "natural" death became one of the
mainsprings of European lyric and drama. But the same imminence of death, once
perceived as an extrinsic threat coming from nature, became a major challenge for

the emerging engineer. If the civil engineer had learned to manage earth, and the
pedagogue-become-educator to manage knowledge, why should the biologistphysician not manage death? 50 When the doctor contrived to step between
humanity and death, the latter lost the immediacy and intimacy gained four
hundred years earlier. Death that had lost face and shape had lost its dignity.
The change in the doctor-death relationship can be well illustrated by following
the iconographic treatment of this theme.51 In the age of the Dance of Death, the
physician is rare. In the only picture I have located in which death treats the doctor
as a colleague, he has taken an old man by one hand, while in the other he carries a
glass of urine, and seems to be asking the physician to confirm his diagnosis. In the
age of the Dance of Death, the skeleton man makes the doctor the main butt of his
jokes. In the earlier period, while death still wore some flesh, he asks the doctor to
confirm in the latter's own mirror-image what he thought he knew about man's
innards. Later, as a fleshless skeleton, he teases the doctor about his impotence,
jokes about or rejects his honoraria, offers medicine as pernicious as that the
physician dispensed, and treats the doctor as just one more common mortal by
snatching him into the dance. Baroque death seems to intrude constantly into the
doctor's activities, making fun of him while he sells his wares at a fair, interrupting
his consultation, transforming his medicine bottles into hourglasses, or taking the
doctor's place on a visit to the pesthouse. In the eighteenth century a new motif
appears: death seems to enjoy teasing the physician about his pessimistic
diagnoses, abandoning those sick persons whom the doctor has condemned, and
dragging the doctor off to the tomb while leaving the patient alive. Until the
nineteenth century, death deals always with the doctor or with the sick, usually
taking the initiative in the action. The contestants are at opposite ends of the
sickbed. Only after clinical sickness and clinical death had developed considerably
do we find the first pictures in which the doctor assumes the initiative and
interposes himself between his patient and death. We have to wait until after World
War I before we see physicians wrangling with the skeleton, tearing a young woman
from its embrace, and wresting the scythe from death's hand. By 1930 a smiling
white-coated man is rushing against a whimpering skeleton and crushing it like a fly
with two volumes of Marle's Lexicon of Therapy. In other pictures, the doctor raises
one hand and wards off death while holding up the arms of a young woman whom
death grips by the feet. Max Klinger represents the physician clipping the feathers
of a winged giant. Others show the physician locking the skeleton into prison or
even kicking its bony bottom. Now the doctor rather than the patient struggles with
death. As in primitive cultures, somebody can again be blamed when death
triumphs. This somebody is no longer a person with the face of a witch, an ancestor,
or a god, but the enemy in the shape of a social force.52 Today, when defense against
death is included in social security, the culprit lurks within society. The culprit
might be the class enemy who deprives the worker of sufficient medical care, the
doctor who refuses to make a night visit, the multinational concern that raises the
price of medicine, the capitalist or revisionist government that has lost control over
its medicine men, or the administrator who partly trains physicians at the
University of Delhi and then drains them off to London. The witch-hunt that was
traditional at the death of a tribal chief is being modernized. For every premature or

clinically unnecessary death, somebody or some body can be found who
irresponsibly delayed or prevented a medical intervention.
Much of the progress of social legislation during the first half of the twentieth
century would have been impossible without the revolutionary use of such an
industrially graven death-image. Neither the support necessary to agitate for such
legislation nor guilt feelings strong enough to enforce its enactment could have been
aroused. But the claim to equal medical nurturing towards an equal kind of death
has also served to consolidate the dependence of our contemporaries on a
limitlessly expanding industrial system.

Death Under Intensive Care
We cannot fully understand the deeply rooted structure of our social organization
unless we see in it a multifaceted exorcism of all forms of evil death. Our major
institutions constitute a gigantic defense program waging war on behalf of
"humanity" against death-dealing agencies and classes.53 This is a total war. Not
only medicine but also welfare, international relief, and development programs are
enlisted in this struggle. Ideological bureaucracies of all colors join the crusade.
Revolution, repression, and even civil and international wars are justified in order
to defeat the dictators or capitalists who can be blamed for the wanton creation and
tolerance of sickness and death.54
Curiously, death became the enemy to be defeated at precisely the moment at
which megadeath came upon the scene. Not only the image of "unnecessary" death
is new, but also our image of the end of the world.55 Death, the end of my world, and
apocalypse, the end of the world, are intimately related; our attitude towards both
has clearly been deeply affected by the atomic situation. The apocalypse has ceased
to be just a mythological conjecture and has become a real contingency. Instead of
being due to the will of God, or man's guilt, or the laws of nature, Armageddon has
become a possible consequence of man's direct decision. Cobalt, like hydrogen
bombs, creates an illusion of control over death. Medicalized social rituals represent
one aspect of social control by means of the self-frustrating war against death.
Malinowski56 has argued that death among primitive people threatens the
cohesion and therefore the survival of the whole group. It triggers an explosion of
fear and irrational expressions of defense. Group solidarity is saved by making out
of the natural event a social ritual. The death of a member thereby becomes an
occasion for an exceptional celebration. The dominance of industry has disrupted
and often dissolved most traditional bonds of solidarity. The impersonal rituals of
industrialized medicine create an ersatz unity of mankind. They tie all its members
into a pattern of "desirable" death by proposing hospital death as the goal of
economic development. The myth of progress of all people towards the same kind of
death diminishes the feeling of guilt on the part of the "haves" by transforming the
ugly deaths that the "have-nots" die into the result of present underdevelopment,
which ought to be remedied by further expansion of medical institutions.

Of course, medicalized 57 death has a different function in highly industrialized
societies than it has in mainly rural nations. Within an industrial society, medical
intervention in everyday life does not change the prevailing image of health and
death, but rather caters to it. It diffuses the death-image of the medicalized elite
among the masses and reproduces it for future generations. But when "death
prevention" is applied outside of a cultural context in which consumers religiously
prepare themselves for hospital deaths, the growth of hospital-based medicine
inevitably constitutes a form of imperialist intervention. A sociopolitical image of
death is imposed; people are deprived of their traditional vision of what constitutes
health and death. The self-image that gives cohesion to their culture is dissolved,
and atomized individuals can now be incorporated into an international mass of
highly "socialized" health consumers. The expectation of medicalized death hooks
the rich on unlimited insurance payments and lures the poor into a gilded
deathtrap. The contradictions of bourgeois individualism are corroborated by the
inability of people to die with any possibility of a realistic attitude towards death.58
The customs man guarding the frontier between Upper Volta and Mali explained to
me this importance of death in relation to health. I wanted to know from him how
people along the Niger could understand each other, though almost every village
spoke a different tongue. For him this had nothing to do with language: "As long as
people cut the prepuce of their boys the way we do, and die our death, we can
understand them well."
In many a village in Mexico I have seen what happens when social security arrives.
For a generation people continue in their traditional beliefs; they know how to deal
with death, dying, and grief.59 The new nurse and the doctor, thinking they know
better, teach them about an evil pantheon of clinical deaths, each one of which can
be banned, at a price. Instead of modernizing people's skills for self-care, they
preach the ideal of hospital death. By their ministration they urge the peasants to an
unending search for the good death of international description, a search that will
keep them consumers forever.
Like all other major rituals of industrial society, medicine in practice takes the
form of a game. The chief function of the physician becomes that of an umpire. He
is the agent or representative of the social body, with the duty to make sure that
everyone plays the game according to the rules.60 The rules, of course, forbid leaving
the game and dying in any fashion that has not been specified by the umpire. Death
no longer occurs except as the self-fulfilling prophecy of the medicine man.61
Through the medicalization of death, health care has become a monolithic world
religion62 whose tenets are taught in compulsory schools and whose ethical rules are
applied to a bureaucratic restructuring of the environment: sex has become a
subject in the syllabus and sharing one's spoon is discouraged for the sake of
hygiene. The struggle against death, which dominates the life-style of the rich, is
translated by development agencies into a set of rules by which the poor of the earth
shall be forced to conduct themselves.
Only a culture that evolved in highly industrialized societies could possibly have
called forth the commercialization of the death-image that I have just described. In

its extreme form, "natural death" is now that point at which the human organism
refuses any further input of treatment. People63 die when the electroencephalogram
indicates that their brain waves have flattened out: they do not take a last breath, or
die because their heart stops. Socially approved death happens when man has
become useless not only as a producer but also as a consumer. It is the point at
which a consumer, trained at great expense, must finally be written off as a total
loss. Dying has become the ultimate form of consumer resistance.64
Traditionally the person best protected from death was the one whom society had
condemned to die. Society felt threatened that the man on Death Row might use his
tie to hang himself. Authority might be challenged if he took his life before the
appointed hour. Today, the man best protected against setting the stage for his own
dying is the sick person in critical condition. Society, acting through the medical
system, decides when and after what indignities and mutilations he shall die.65 The
medicalization of society has brought the epoch of natural death to an end. Western
man has lost the right to preside at his act of dying. Health, or the autonomous
power to cope, has been expropriated down to the last breath. Technical death has
won its victory over dying.66 Mechanical death has conquered and destroyed all
other deaths.

6
Specific Counterproductivity
Iatrogenesis will be controlled only if it is understood as but one aspect of the
destructive dominance of industry over society, as but one instance of that
paradoxical counterproductivity which is now surfacing in all major industrial
sectors. Like time-consuming acceleration, stupefying education, self-destructive
military defense, disorienting information, or unsettling housing projects,
pathogenic medicine is the result of industrial overproduction that paralyzes
autonomous action. In order to focus on this specific counterproductivity of
contemporary industry, frustrating overproduction must be clearly distinguished
from two other categories of economic burdens with which it is generally confused,
namely, declining marginal utility and negative externality. Without this distinction
of the specific frustration that constitutes counterproductivity from rising prices
and oppressive social costs, the social assessment of any technical enterprise, be it
medicine, transportation, the media, or education, will remain limited to an
accounting of cost-efficiency and not even approach a radical critique of the
instrumental effectiveness of these various sectors.
Direct costs reflect rental charges, payments made for labor, materials, and other
considerations. The production cost of a passenger-mile includes the payments
made to build and operate the vehicle and the road, as well as the profit that accrues
to those who have obtained control over transportation: the interest charged by the
capitalists who own the tools of production, and the perquisites claimed by the
bureaucrats who monopolize the stock of knowledge that is applied in the process.
The price is the sum of these various rentals, no matter whether it is paid by the
consumer out of his own pocket or by a tax-supported social agency that purchases
on his behalf.
Negative externality is the name of the social costs that are not included in the
monetary price; it is the common designation for the burdens, privations,
nuisances, and injuries that I impose on others by each passenger-mile I travel. The
dirt, the noise, and the ugliness my car adds to the city; the harm caused by
collisions and pollution; the degradation of the total environment by the oxygen I
burn and the poisons I scatter; the increasing costliness of the police department;
and also the traffic-related discrimination against the poor: all are negative
externalities associated with each passenger-mile. Some can easily be internalized
in the purchase price, as for instance the damages done by collisions, which are paid
for by insurance. Other externalities that do not now show up in the market price
could be internalized in the same way: the cost of therapy for cancer caused by
exhaust fumes could be added to each gallon of fuel, to be spent for cancer detection
and surgery or for cancer prevention through antipollution devices and gas masks.
But most externalities cannot be quantified and internalized: if gasoline prices are

raised to reduce depletion of oil stocks and of atmospheric oxygen, each passengermile becomes more costly and more of a privilege; environmental damage is
lessened but social injustice is increased. Beyond a certain level of intensity of
industrial production, externalities cannot be reduced but only shifted around.
Counterproductivity is something other than either an individual or a social cost;
it is distinct from the declining utility obtained for a unit of currency and from all
forms of external disservice. It exists whenever the use of an institution
paradoxically takes away from society those things the institution was designed to
provide. It is a form of built-in social frustration. The price of a commodity or a
service measures what the purchaser is willing to spend for whatever he gets;
externalities indicate what society will tolerate to allow for this consumption;
counterproductivity gauges the degree of prevalent cognitive dissonance resulting
from the transaction: it is a social indicator for the built-in counterpurposive
functioning of an economic sector. The iatrogenic intensity of our medical
enterprise is only a particularly painful example of how frustrating overproduction
appears in equal measure as time-consuming acceleration of traffic, static in
communications, training for well-rounded incompetence in education, uprooting
as a result of housing development, and destructive overfeeding. This specific
counterproductivity constitutes an unwanted side-effect of industrial production
which cannot be externalized from the particular economic sector that produces it.
Fundamentally it is due neither to technical mistakes nor to class exploitation but to
industrially generated destruction of those environmental, social, and psychological
conditions needed for the development of nonindustrial or nonprofessional usevalues. Counterproductivity is the result of an industrially induced paralysis of
practical self-governing activity.
The industrial distortion of our shared perception of reality has rendered us blind
to the counterpurposive level of our enterprise. We live in an epoch in which
learning is planned, residence standardized, traffic motorized, and communication
programmed, and in which, for the first time, a large part of all foodstuffs
consumed by humanity passes through interregional markets. In such an intensely
industrialized society, people are conditioned to get things rather than to do them;
they are trained to value what can be purchased rather than what they themselves
can create. They want to be taught, moved, treated, or guided rather than to learn,
to heal, and to find their own way. Impersonal institutions are assigned personal
functions. Healing ceases to be considered a task for the sick. It first becomes the
duty of the individual body repairmen, and then soon changes from a personal
service into the output of an anonymous agency. In the process, society is
rearranged for the sake of the health-care system, and it becomes increasingly
difficult to care for one's own health. Goods and services litter the domains of
freedom.
Schools produce education, motor vehicles produce locomotion, and medicine
produces health care. These outputs are staples that have all the characteristics of
commodities. Their production costs can be added to or subtracted from the GNP,
their scarcity can be measured in terms of marginal value, and their costs can be
established in currency equivalents. By their very nature these staples create a

market. Like school education and motor transportation, clinical care is the result of
a capital-intensive commodity production; the services produced are designed for
others, not with others nor for the producer.
Owing to the industrialization of our world-view, it is often overlooked that each
of these commodities still competes with a nonmarketable use-value that people
freely produce, each on his own. People learn by seeing and doing, they move on
their feet, they heal, they take care of their health, and they contribute to the health
of others. These activities have use-values that resist marketing. Most valuable
learning, body movement, and healing do not show up on the GNP. People learn
their mother tongue, move around, produce their children and bring them up,
recover the use of broken bones, and prepare the local diet, and do these things with
more or less competence and enjoyment. These are all valuable activities which
most of the time will not and cannot be undertaken for money, but which can be
devalued if too much money is around.
The achievement of a concrete social goal cannot be measured in terms of
industrial outputs, neither in their amount nor in the curve that represents their
distribution and their social costs. The effectiveness of each industrial sector is
determined by the correlation between the production of commodities by society
and the autonomous production of corresponding use-values. How effective a
society is in producing high levels of mobility, housing, or nutrition depends on the
meshing of marketed staples with inalienable, spontaneous action.
When most needs of most people are satisfied in a domestic or community mode
of production, the gap between expectation and gratification tends to be narrow and
stable. Learning, locomotion, or sick-care are the results of highly decentralized
initiatives, of autonomous inputs and self-limiting total outputs. Under the
conditions of a subsistence economy, the tools used in production determine the
needs that the application of these same tools can fulfill. For instance, people know
what they can expect when they get sick. Somebody in the village or the nearby
town will know all the remedies that have worked in the past, and beyond this lies
the unpredictable realm of the miracle. Until late in the nineteenth century, most
families, even in Western countries, provided most of the therapy that was known.
Most learning, locomotion, or healing was performed by each man on his own, and
the tools needed were produced in his family or village setting.
Autonomous production can, of course, be supplemented by industrial outputs
that will have to be designed and often manufactured beyond direct community
control. Autonomous activity can be rendered both more effective and more
decentralized by using such industrially made tools as bicycles, printing presses,
recorders, or X-ray equipment. But it can also be hampered, devalued, and blocked
by an arrangement of society that is totally in favor of industry. The synergy
between the autonomous and the heteronomous modes of production then takes on
a negative cast. The arrangement of society in favor of managed commodity
production has two ultimately destructive aspects: people are trained for
consumption rather than for action, and at the same time their range of action is
narrowed. The tool separates the workman from his labor. Habitual bicycle

commuters are pushed off the road by intolerable levels of traffic, and patients
accustomed to taking care of their own ailments find yesterday's remedies available
only on prescription and hence largely unobtainable. Wage labor and client
relationships expand while autonomous production and gift relationships wither.
Effectively achieving social objectives depends on the degree to which the two
fundamental modes of production supplement or hamper each other. Effectively
coming to know and to control a given physical and social environment depends on
people's formal education and on their opportunity and motivation to learn in a
nonprogrammed way. Effective traffic depends on the ability of people to get where
they must go quickly and conveniently. Effective sick-care depends on the degree to
which pain and dysfunction are made tolerable and recovery is enhanced. The
effective satisfaction of these needs must be clearly distinguished from the
efficiency with which industrial products are made and marketed, from the number
of certificates, passenger-miles, housing units, or medical interventions performed.
Beyond a certain threshold, these outputs will all be needed only as remedies; they
will substitute for personal activities that previous industrial outputs have
paralyzed. The social criteria by which effective need-satisfaction can be evaluated
do not match the measurements used to evaluate the production and marketing of
industrial goods.
Since measurements disregard the contributions made by the autonomous mode
towards the total effectiveness with which any major social goal may be achieved,
they cannot indicate if this total effectiveness is increasing or decreasing. The
number of graduates, for instance, might be inversely related to general
competence. Much less can technical measurements indicate who are the
beneficiaries and who are the losers from industrial growth, who are the few that
get more and can do more, and who fall into the majority whose marginal access to
industrial products is compounded by their loss of autonomous effectiveness. Only
political judgment can assess the balance.
The persons most hurt by counterproductive institutionalization are usually not
the poorest in monetary terms. The typical victims of the depersonalization of
values are the powerless in a milieu made for the industrially enriched. Among the
powerless may be people who are relatively affluent within their society or those
who are inmates of benevolent total institutions. Disabling dependence reduces
them to modernized poverty. Policies meant to remedy the new sense of privation
will not only be futile but will aggravate the damage. By promising more staples
rather than protecting autonomy, they will intensify disabling dependence.
The poor in Bengal or Peru still survive with occasional employment and an
occasional dip into the market economy: they live by the timeless art of making do.
They still can stretch out provisions, alternate between fat and lean periods, knit gift
relationships whereby they barter or otherwise exchange goods and services neither
made for nor accounted for by the market. In the country, in the absence of
television, they enjoy living in homes built on traditional models. Drawn or pushed
into town, they squat on the margins of the steel-and-petroleum sector, where they
build a provisional economy with scraps of waste that can serve as building blocks

for self-made shacks. Their exposure to extreme famine grows with their
dependence on marketed food.
Given sufficient generations, during its entire evolution Homo sapiens has shown
high competence in developing a great variety of cultural forms, each meant to keep
the total population of a region within the limits of resources that could be shared
or formally exchanged in its limited milieu. The worldwide and homogeneous
disabling of the communal coping ability of local populations has developed with
imperialism and its contemporary variants of industrial development and
compassionate chic.
The invasion of the underdeveloped countries by new instruments of production
organized for financial efficiency rather than local effectiveness and for professional
rather than lay control inevitably disqualifies tradition and autonomous learning
and creates the need for therapy from teachers, doctors, and social workers. While
road and radio mold the lives of those whom they reach to industrial standards,
they degrade their handicrafts, housing, or health care much faster than they crush
the skills they replace. Aztec massage gives relief to many who would no longer
admit it because they believe it outdated. The common family bed becomes
disreputable much faster than its occupants become aware of discomfort. Where
development plans have worked, they have often succeeded because of the
unforeseen resilience of the adobe-cum-oildrum sector. The continued ability to
produce foods on marginal land and in city backyards has saved productivity
campaigns from the Ukraine to Venezuela. The ability to care for the sick, the old,
and the insane without nurses or wardens has buffered the majority against the
rising specific disutilities which symbolic enrichment has brought. Poverty in the
subsistence sector, even when this subsistence is retrenched by considerable market
dependence, does not crush autonomy. People remain motivated to squat on
thoroughfares, to nibble at professional monopolies, or to circumvent the
bureaucrats.
When perception of personal needs is the result of professional diagnosis,
dependence turns into painful disability. The aged in the United States can again
serve as the paradigm. They have been trained to experience urgent needs that no
level of relative privilege can possibly satisfy. The more tax money that is spent to
bolster their frailty, the keener is their awareness of decay. At the same time, their
ability to take care of themselves has withered, as social arrangements allowing
them to exercise autonomy have practically disappeared. The aged are an example
of the specialization of poverty which the over-specialization of services can bring
forth. The elderly in the United States are only one extreme example of suffering
promoted by high-cost deprivation. Having learned to consider old age akin to
disease, they have developed unlimited economic needs in order to pay for
interminable therapies, which are usually ineffective, are frequently demeaning and
painful, and call more often than not for reclusion in a special milieu.
Five faces of industrially modernized poverty appear caricatured in the pampered
ghettos of rich men's retirement: the incidence of chronic disease increases as fewer
people die in their youth; more people suffer clinical damage from health measures;

medical services grow more slowly than the spread and urgency of demand; people
find fewer resources in their environment and culture to help them come to terms
with their suffering, and thus are forced to depend on medical services for a wider
range of trivia; people lose the ability to live with impairment or pain and become
dependent on the management of every discomfort by specialized service personnel.
The cumulative result of overexpansion in the health-care industry has thwarted the
power of people to respond to challenges and to cope with changes in their bodies
or in their environment.
The destructive power of medical overexpansion does not, of course, mean that
sanitation, inoculation, and vector control, well-distributed health education,
healthy architecture, and safe machinery, general competence in first aid, equally
distributed access to dental and primary medical care, as well as judiciously selected
complex services, could not all fit into a truly modern culture that fostered self-care
and autonomy. As long as engineered intervention in the relationship between
individuals and environment remains below a certain intensity, relative to the range
of the individual's freedom of action, such intervention could enhance the
organism's competence in coping and creating its own future. But beyond a certain
level, the heteronomous management of life will inevitably first restrict, then
cripple, and finally paralyze the organism's nontrivial responses, and what was
meant to constitute health care will turn into a specific form of health denial.1

7
Political
Countermeasures
Fifteen years ago it would have been impossible to get a hearing for the claim that
medicine itself might be a danger to health. In the early 1960s, the British National
Health Service still enjoyed a worldwide reputation, particularly among American
reformers.1 The service, created by Albert Beveridge, was based on the assumption
that there exists in every population a strictly limited amount of morbidity which, if
treated under conditions of equity, will eventually decline.2 Thus Beveridge had
calculated that the annual cost of the Health Service would fall as therapy reduced
the rate of illness.3 Health planners and welfare economists never expected that the
service's redefinition of health would broaden the scope of medical care and that
only budgetary restrictions would keep it from expanding indefinitely. It was not
predicted that soon, in a regional screening, only sixty-seven out of one thousand
people would be found completely fit and that 50 percent would be referred to a
doctor, while according to another study, one in six people screened would be
defined as suffering from one to nine serious illnesses.4 Nor had the health planners
forecast that the threshold of tolerance for everyday reality would decline as fast as
the competence for self-care was undermined, and that one-quarter of all visits to
the doctor for free service would be for the untreatable common cold. Between 1943
and 1951, 75 percent of the persons questioned claimed to have suffered from illness
during the preceding month.5 By 1972, 95 percent of those surveyed in one study
considered themselves unwell during the fourteen days prior to questioning, and in
another study6 in which 5 percent considered themselves free of symptoms, 9
percent claimed to have suffered from more than six different symptoms in the two
weeks just past. Least of all did the health planners make provision for the new
diseases that would become endemic through the same process that made medicine
at least partially effective.7 They did not forecast the need for special hospitals
dedicated to the soothing of terminal pain, usually suffered by the victims of
unsound or ineffective surgery for cancer,8 or the need for other hospital beds for
those affected by medicine-induced disease.9
The sixties also witnessed the rise and fall of a multinational consortium for the
export of optimism to the third world which took shape in the Peace Corps, the
Alliance for Progress, Israeli aid to Central Africa, and in the last brush-fires of
medical-missionary zeal. The Western belief that its medicines could cure the ills of
the nonindustrialized tropics was then at its height. International cooperation had
just won major battles against mosquitoes, microbes, and parasites, ultimately
Pyrrhic victories which were advertised as the beginning of a final solution to
tropical disease.10 The role that economic and technological development would
play in spreading and aggravating sleeping sickness, bilharziasis, and even malaria

was not yet suspected.11 Those who saw world hunger and new pestilence on the
horizon were treated like prophets of doom12 or romantics;13 the Green Revolution
was still considered the opening phase of a healthier and more equitable world.14 It
would have seemed unbelievable that within ten years malnutrition in two forms
would become by far the most important threat to modern man.15 The new highcaloric undernourishment of poor populations was not foreseen,16 nor was the fact
that overfeeding would be identified as the main cause for the epidemic diseases of
the rich.17 In the United States the new frontiers had not yet been obstructed by
competing bureaucratic schemes.18 Hopes for better health still focused on equality
of access to the agencies that would do away with specific diseases, Iatrogenesis was
still an issue for the paranoid.
But by 1975 much of this had changed.19 A generation ago, children in
kindergarten had painted the doctor as a white-coated father-figure.20 Today,
however, they will just as readily paint him as a man from Mars or a Frankenstein.21
Muckracking feeds on medical charts and doctors' tax returns, and a new mood of
wariness among patients has caused medical and pharmaceutical companies to
triple their expenses for public relations.22 Ralph Nader has made the consumers of
health staples money-and quality-conscious. The ecological movement has created
an awareness that health depends on the environment—on food and working
conditions and housing—and Americans have come to accept the idea that they are
threatened by pesticides,23 additives,24 and mycotoxins25 and other health risks due
to environmental degradation. Women's liberation has highlighted the key role that
the control over one's body plays in health care.26 A few slum communities have
assumed responsibility for basic health care and have tried to unhook their
members from dependence on outsiders. The class-specific nature of body
perception,27 language,28 concepts,29 access to health services,30 infant mortality,31
and actual, specifically chronic, morbidity32 has been widely documented, and the
class-specific origins33 and prejudices34 of physicians are beginning to be
understood. The World Health Organization, meanwhile, is moving to a conclusion
that would have shocked most of its founders: in a recent publication WHO
advocates the deprofessionalization of primary care as the most important single
step in raising national health levels.35
Doctors themselves are beginning to look askance at what doctors do.36 When
physicians in New England were asked to evaluate the treatment their patients had
received from other doctors, most were dissatisfied. Depending on the method of
peer evaluation used, between 1.4 percent and 63 percent of patients were believed
to have received adequate care.37 Patients are told ever more frequently by their
doctors that they have been damaged by previous medication and that the
treatment now prescribed is made necessary by the effects of such prior medication,
which in some cases was given in a life-saving endeavor, but much more often for
weight control, mild hypertension, flu, or mosquito bite or just to put a mutually
satisfactory conclusion to an interview with the doctor.38 In 1973 a retiring senior
official of the U.S. Department of Health, Education, and Welfare could say that 80
percent of all funds channeled through his office provided no demonstrable benefits
to health and that much of the rest was spent to offset iatrogenic damage. His
successor will have to deal with these data if he wants to maintain public trust.39

Patients are starting to listen, and a growing number of movements and
organizations are beginning to demand reform. The attacks are founded on five
major categories of criticism and are directed to five categories of reform: (1)
Production of remedies and services has become self-serving. Consumer lobbies
and consumer control of hospital boards should therefore force doctors to improve
their wares. (2) The delivery of remedies and access to services is unequal and
arbitrary; it depends either on the patient's money and rank, or on social and
medical prejudices which favor, for example, attention to heart disease over
attention to malnutrition. The nationalization of health production ought to control
the hidden biases of the clinic. (3) The organization of the medical guild perpetuates
inefficiency and privilege, while professional licensing of specialists fosters an
increasingly narrow and specialized view of disease. A combination of capitation
payment with institutional licensing ought to combine control over doctors with the
interest of patients. (4) The sway of one kind of medicine deprives society of the
benefits competing sects might offer. More public support for alpha waves,
encounter groups, and chiropractic ought to countervail and complement the
scalpel and the poison. (5) The main thrust of present medicine is the individual, in
sickness or in health. More resources for the engineering of populations and
environments ought to stretch the health dollar.
These proposed remedial policies could control to some degree the social costs
created by overmedicalization. By joining together, consumers do have power to get
more for their money; welfare bureaucracies do have the power to reduce
inequalities; changes in licensing and in modes of financing can protect the
population not only against nonprofessional quacks but also, in some cases, against
professional abuse; money transferred from the production of human spare parts to
the reduction of industrial risks does buy more "health" per dollar. But all these
policies, unless carefully qualified, will tend to reduce the externalities created by
medicine at the cost of a further increase of medicine's paradoxical counterproduct,
its negative effect on health. All tend to stimulate further medicalization. All
consistently place the improvement of medical services above those factors which
would improve and equalize opportunities, competence, and confidence for selfcare; they deny the civil liberty to live and to heal, and substitute promises of more
conspicuous social entitlements to care by a professional.
In the following five sections I will deal with some of these possible
countermeasures and examine their relative merits.

Consumer Protection for Addicts
When people become aware of their dependence on the medical industry, they
tend to be trapped in the belief that they are already hopelessly hooked. They fear a
life of disease without a doctor much as they would feel immobilized without a car
or a bus. In this state of mind they are ready to be organized for consumer
protection and to seek solace from politicians who will check the high-handedness
of medical producers.40 The need for such self-protection is obvious, the implicit
dangers obscure. The sad truth for consumer advocates is that neither control of

cost nor assurance of quality guarantees that health will be served by medicine that
measures up to present medical standards.
Consumers who band together to force General Motors to produce an acceptable
car have begun to feel competent to look under the hood and to develop criteria for
estimating the cost of a cleaner exhaust system. When they band together for better
health care, they still believe— mistakenly—that they are unqualified to decide what
ought to be done for their bowels and kidneys and blindly entrust themselves to the
doctor for almost any repair. Cross-cultural comparison of practices provides no
guide. Prescriptions for vitamins are seven times more common in Britain than in
Sweden, gamma globulin medication eight times more common in Sweden than in
Britain. American doctors operate, on the average, twice as often as Britons; French
surgeons amputate almost up to the neck. Median hospital stays vary not with the
affliction but with the physician: for peptic ulcers, from six to twenty-six days; for
myocardial infarction, from ten to thirty days. The average length of stay in a
French hospital is twice that in the United States. Appendectomies are performed
and deaths from appendicitis are diagnosed three times more frequently in
Germany than anywhere else.41
Titmuss42 has summed up the difficulty of cost-benefit accounting in medicine,
especially at a time when medical care is losing the characteristics it used to possess
when it consisted almost wholly in the personal doctor-patient relationship.
Medical care is uncertain and unpredictable; many consumers do not desire it, do
not know they need it, and cannot know in advance what it will cost them. They
cannot learn from experience. They must rely on the supplier to tell them if they
have been well served, and they cannot return the service to the seller or have it
repaired. Medical services are not advertised as are other goods, and the producer
discourages comparison. Once he has purchased, a consumer cannot change his
mind in mid-treatment. By defining what constitutes illness the medical producer
has the power to select his consumers and to market some products that will be
forced on the consumer, if need be, by the intervention of the police: the producers
can even sell forcible internment for the disabled and asylums for the mentally
retarded. Malpractice suits have mitigated the layman's sense of impotence on
several of these points,43 but basically, they have reinforced the patient's
determination to insist on treatment that is considered adequate by informed
medical opinion. What further complicates matters is that there is no "normal"
consumer of medical services. Nobody knows how much health care will be worth to
him in terms of money or pain. In addition, nobody knows if the most advantageous
form of health care is obtained from medical producers, from a travel agent, or by
renouncing work on the night shift. The family that forgoes a car to move into a
Manhattan apartment can foresee how the substitution of rent for gas will affect
their available time; but the person who, upon the diagnosis of cancer, chooses an
operation over a binge in the Bahamas does not know what effect his choice will
have on his remaining time of grace. The economics of health is a curious discipline,
somewhat reminiscent of the theology of indulgences which flourished before
Luther. You can count what the friars collect, you can look at the temples they build,
you can take part in the liturgies they indulge in, but you can only guess what the
traffic in remission from purgatory does to the soul after death. Models developed

to account for the willingness of taxpayers to foot rising medical bills constitute
similar scholastic guesswork about the new world-spanning church of medicine. To
give an example: it is possible to view health as durable capital stock used to
produce an output called "healthy time."44 Individuals inherit an initial stock, which
can be increased by investment in health capitalization through the acquisition of
medical care, or through good diet and housing. "Healthy time" is an article in
demand for two reasons. As a consumer commodity, it directly enters into the
individual's utility function; people usually would rather be healthy than sick. It also
enters the market as an investment commodity. In this function, "healthy time"
determines the amount of time an individual can spend on work and on play, on
earning and on recreation. The individual's "healthy time" can thus be viewed as a
decisive indicator of his value to the community as a producer.45
Orientation on policy and theories on the dollar value of "health" production
divide the adherents of squabbling academic factions much as realism and
nominalism divided medieval divines.46 But to the point that concerns the
consumer, they just state in a roundabout way what every Mexican bricklayer
knows: only on those days when he is healthy enough to work can he bring beans
and tortillas to his children and have a tequila with his friends.47 The belief in a
causal relationship between doctor's bills and health—which would otherwise be
called modernized superstition—is a basic technical assumption for the medical
economist.48
Different systems have been used to legitimize the economic value of the specific
activities in which physicians engage. Socialist nations assume the financing of all
care and leave it to the medical profession to define what is needed, how it must be
done, who may do it, what it should cost, and who shall get it. More brazenly than
elsewhere, input/output calculations of such investments in human capital seem to
determine Russian allocations.49 Most welfare states intervene with laws and
incentives in the organization of their health-care markets, although only the
United States has launched a national legislative program under which committees
of producers determine what outputs offered on the "free market" the state shall
approve as "good care." In late 1973 President Nixon signed Public Law 92-603
establishing mandatory cost and quality controls (by Professional Standard Review
Organizations) for Medicaid and Medicare, the tax-supported sector of the healthcare industry, which since 1970 has been second in size only to the militaryindustrial complex. Harsh financial sanctions threaten physicians who refuse to
open their files to government inspectors searching for evidence of over-utilization
of hospitals, fraud, or deficient treatment. The law requires the medical profession
to establish guidelines for the diagnosis and treatment of a long list of injuries,
illnesses, and health conditions, mandating the world's most costly program for the
medicalization of health, production through legislated consumer protection.50 The
new law guarantees the standard set by industry for the commodity. It does not ask
if its delivery is positively or negatively related to the health of people.
Attempts to exercise rational political control over the production of medical
health care have consistently failed. The reason lies in the nature of the product
now called "medicine," a package made up of chemicals, apparatus, buildings, and

specialists, and delivered to the client. The purveyor rather than his clients or
political boss determines the size of the package. The patient is reduced to an object
—his body—being repaired; he is no longer a subject being helped to heal. If he is
allowed to participate in the repair process, he acts as the lowest apprentice in a
hierarchy of repairmen.51 Often he is not even trusted to take a pill without the
supervision of a nurse.
The argument that institutional health care (remedial or preventive) ceases after a
certain point to correlate with any further "gains" in health can be misused for
transforming clients hooked on doctors into clients of some other service
hegemony: nursing homes, social workers vocational counselors, schools.52 What
started out as a defense of consumers against inadequate medical service, will, first,
provide the medical profession with assurance of continued demand and then with
the power to delegate some of these services to other industrial branches: to the
producers of foods, mattresses, vacations, or training. Consumer protection thus
turns quickly into a crusade to transform independent people into clients at all cost.
Unless it disabuses the client of his urge to demand and take more services,
consumer protection only reinforces the collusion between giver and taker, and can
play only a tactical and a transitory role in any political movement aimed at the
health-oriented limitation of medicine. Consumer-protection movements can
translate information about medical ineffectiveness now buried in medical journals
into the language of politics, but they can make substantive contributions only if
they develop into defense leagues for civil liberties and move beyond the control of
quality and cost into the defense of untutored freedom to take or leave the goods.
Any kind of dependence soon turns into an obstacle to autonomous mutual care,
coping, adapting, and healing, and what is worse, into a device by which people are
stopped from transforming the conditions at work and at home that make them
sick. Control over the production side of the medical complex can work towards
better health only if it leads to at least a very sizable reduction of its total output,
rather than simply to technical improvements in the wares that are offered.

Equal Access to Torts
The most common and obvious political issue related to health is based on the
charge that access to medical care is inequitable, that it favors the rich over the
poor,53 the influential over the powerless. While the level of medical services
rendered to the members of technical elites does not vary significantly from one
country to another, say from Sweden and Czechoslovakia to Indonesia and Senegal,
the value of the services rendered to the typical citizen in different countries varies
by factors exceeding the proportion of one to one thousand.54 In many poor
countries, the few are socially predetermined to get much more than the majority,
not so much because they are rich as because they are children of soldiers or
bureaucrats or because they live close to the one large hospital. In rich countries
members of different minorities are underprivileged, not because, in terms of
money per capita, they necessarily get less than their share,55 but because they get
substantially less than they have been trained to need. The slum dweller cannot

reach the doctor when he needs him, and what is worse, the old, if they are poor and
locked in a "home," cannot get away from him. For these and similar reasons,
political parties convert the desire for health into demands for equal access to
medical facilities.56 They usually do not question the goods the medical system
produces but insist that their constituents have a right to all that is produced for the
privileged.57
In the poor countries, the poor majorities clearly have less access to medical
services than the rich:58 the services available to the few consume most of the health
budget and deprive the majority of services of any kind. In all of Latin America,
except Cuba, only one child in forty from the poorest fifth of the population finishes
the five years of compulsory schooling;59 a similar proportion of the poor can expect
hospital treatment if they become seriously ill. In Venezuela, one day in a hospital
costs ten times the average daily income; in Bolivia, about forty times the average
daily income.60 Everywhere in Latin America, the rich constitute the 3 percent of the
population who are college graduates, labor leaders, political party officials, and
members of families who have access to services either through money or simply
through connections. These few receive costly treatment, often from the doctors of
their choice. Most of the physicians, who come from the same social class as their
patients, were trained to international standards on government grants.61
Notwithstanding unequal access to hospital care, the availability of medical
service does not inevitably correlate with personal income. In Mexico about 3
percent of the population has access to the Institute de Seguridad y Servicios
Sociales de las Trabajadores del Estado (ISSSTE), that special part of the social
security system which still holds a record for combining personal nursing care with
advanced technological sophistication. This fortunate group is made up of
government employees who receive truly equal treatment, whether they are
ministers or office boys, and can count on high-quality care because they are part of
a demonstration model. The newspapers, accordingly, inform the schoolmaster in a
remote village that Mexican surgery is as well endowed as its counterpart in
Chicago and that the surgeons who operate on him measure up to the standards of
their colleagues in Houston. When high-level officials are hospitalized, they may be
annoyed because for the first time in their lives they have to share a hospital room
with a workman, but they are also proud of the high level of socialist commitment
their nation shows in providing the same for boss and custodian. Both kinds of
patient tend to overlook the fact that they are equally privileged exploiters.
Providing the 3 percent with beds, equipment, administration, and technical care
takes one-third of the public-health-care budget of the entire country. To be able to
afford to give all of the poor equal access to medicine of uniform quality in poor
countries, most of the present training and activity of the health professions would
have to be discontinued. However, delivery of effective basic health services for the
entire population is cheap enough to be bought for everyone, provided no one could
get more, regardless of the social, economic, medical, or personal reasons advanced
for special treatment. If priority were given to equity in poor countries and service
limited to the basics of effective medicine, entire populations would be encouraged
to share in the demedicalization of modern health care and to develop the skills and

confidence for self-care, thus protecting their countries from social iatrogenic
disease.
In the rich countries, the economics of health are somewhat different.62 At first
sight, concern for the poor appears to demand further increases in the total health
budget.63 Yet the more people come to depend on care by service institutions, the
more difficult it is to identify equity with equal access and equal benefits.64 Is equity
realized when equal numbers of dollars are available for the education of rich and
poor? Or does it require that the poor get the same "education" although more will
have to be spent on their account to achieve equal results? Or must the educational
system, in order to be equitable, assure that the poor are not humiliated and hurt
more than the rich with whom they compete on the academic ladder? Or is equity in
learning opportunities provided only when all citizens share the same kind of
learning environment? This battle of equity versus equality in the access to
institutional care, already being waged in education, is now shaping up in the
medical field.65 In contrast to education, however, the issue in health can easily be
resolved on available evidence. The per capita expenditure on health care, even for
the poorest sector within the United States population, indicates that the base line
at which such care turns iatrogenic has long since been passed. In rich countries,
the total budget of services for the poor, if used for that which reinforces self-care, is
more than ample. More access, even though restricted to those who now receive
less, would only equalize the delivery of professional illusions and torts.
There are two aspects to health: freedom and rights. Above all, health designates
the range of autonomy within which a person exercises control over his own
biological states and over the conditions of his immediate environment. In this
sense, health is identical with the degree of lived freedom. Primarily the law ought
to guarantee the equitable distribution of health as freedom, which, in turn,
depends on environmental conditions that only organized political efforts can
achieve. Beyond a certain level of intensity, health care, however equitably
distributed, will smother health-as-freedom. In this fundamental sense, health care
is a matter of well-ordered liberty. Implicit in this concept is a preferred position of
inalienable freedoms to do certain things, and here civil liberty must be
distinguished from civil rights. The liberty to act without restraint from government
has a wider scope than the civil rights the state may enact to guarantee that people
will have equal powers to obtain certain goods or services.
Civil liberties ordinarily do not force others to carry out my wishes; a person may
publish his or her opinion freely as far as the government is concerned, but this
does not imply a duty for any one newspaper to print that opinion. A person may
need to drink wine in his kind of worship, but no mosque has to welcome him to do
so within its walls. At the same time, the state as a guarantor of liberties can enact
laws that protect equal rights without which its members would not enjoy their
freedoms. Such rights give meaning to equality, while liberties give shape to
freedom. One sure way to extinguish freedom to speak, to learn, or to heal is to
delimit them by transmogrifying civil rights into civic duties. The freedoms of the
self-taught will be abridged in an overeducated society just as the freedom to health
care can be smothered by overmedicalization. Any sector of the economy can be so

expanded that for the sake of more costly levels of equality, freedoms are
extinguished.
We are concerned here with movements that try to remedy the effects of socially
iatrogenic medicine through political and legal control of the management,
allocation, and organization of medical activities. Insofar as medicine is a public
utility, however, no reform can be effective unless it gives priority to two sets of
limits. The first relates to the volume of institutional treatment any individual can
claim: no person is to receive services so extensive that his treatment deprives
others of an opportunity for considerably less costly care per capita if, in their
judgment (and not just in the opinion of an expert), they make a request of
comparable urgency for the same public resources. Conversely, no services are to be
forcibly imposed on an individual against his will: no man, without his consent,
shall be seized, imprisoned, hospitalized, treated, or otherwise molested in the
name of health. The second set of limits relates to the medical enterprise as a whole.
Here the idea of health-as-freedom has to restrict the total output of health services
within subiatrogenic limits that maximize the synergy of autonomous and
heteronomous modes of health production. In democratic societies, such
limitations are probably unachievable without guarantees of equity—without equal
access. In that sense, the politics of equity is probably an essential element of an
effective program for health. Conversely, if concern with equity is not linked to
constraints on total production, and if it is not used as a countervailing force to the
expansion of institutional medical care, it will be futile.66

Public Controls over the Professional Mafia
A third category of political remedies for unhealthy medicine focuses directly on
how doctors do their work. Like consumer advocacy and legislation of access, this
attempt to impose lay control on the medical organization has inevitable healthdenying effects when it is changed from an ad hoc tactic into a general strategy.
Four and a half million men and women in two hundred occupations are
employed in the production and delivery of medically approved health services in
the United States. (Only 8 percent are physicians, whose net income after
deductions for rent, personnel, and supplies represents 15 percent of total health
expenditures and whose average income in 1973 was $50,000.67) The total does not
include osteopaths, chiropractors, and others who might have specialized university
training and require a license to practice, but who, unlike pharmacists,
optometrists, laboratory technicians, and similar physicians' underlings, do not
produce health care of the same prestige.68 Even further removed from the
establishment, and therefore excluded from these statistics, are thousands of
purveyors of nonconventional health care, ranging from mail-order herbalists and
masseurs to teachers of yoga.69
Of the many claimants to competence who are more or less integrated into the
official establishment, about thirty categories are licensed in the United States.70 In

no state of the union is a license required for fewer than fourteen kinds of
practitioners.71 These licenses are issued on completion of formal educational
programs and sometimes on the evidence of a successful examination; in rare
instances, proficiency or experience is a prerequisite for admission to independent
practice.72 Competent or successful work is nowhere a condition for continuing in
practice. Renewal is automatic, usually upon payment of a fee; only fifteen out of
fifty states permit a physician's license to be challenged on grounds of
incompetence.73 While claims to specialist standing come and go on the fringes, the
specialties recognized by the American Medical Association have steadily increased,
doubling in the last fifteen years: half the practicing American physicians are
specialists in one of sixty categories, and the proportion is expected to increase to 55
percent before 1980.74 Within each of these fields a fiefdom has developed with
specialized nurses, technicians, journals, congresses, and sometimes organized
groups of patients pressing for more public funds.75 The cost of coordinating the
treatment of the same patient by several specialists grows exponentially with each
added competence, as does the risk of mistakes and the probability of damage due
to the unexpected combination of different therapies. As the number of patient
relationships outgrows the elements in the total population, the occupations dealing
with medical information, insurance, and patient defense multiply unchecked. Of
course, physicians lord it over these fiefs and determine what work these pseudoprofessions shall do. But with the recognition of some autonomy many of these
specialized groups of medical pages, ushers, footmen, and squires have also gained
some power to evaluate how well they do their own work. By gaining the right to
self-evaluation according to special criteria that fit its own view of reality, each new
specialty generates for society at large a new impediment to evaluating what its
work actually contributes to the health of patients. Organized medicine has
practically ceased to be the art of healing the curable, and consoling the hopeless
has turned into a grotesque priesthood concerned with salvation and has become a
law unto itself. The policies that promise the public some control over the medical
endeavor tend to overlook the fact that to achieve their purpose they must control a
church, not an industry.
Dozens of concrete strategies are now being discussed and proposed to make the
health industry more health-serving and less self-serving: decentralization of
delivery; universal public insurance; group practice by specialists; healthmaintenance programs rather than sick-care; payment of a fixed amount per
patient per year (capitation) rather than fee-for-service; elimination of present
restrictions on the use of health manpower; more rational organization and
utilization of the hospital system; replacement of the licensing of individuals by the
licensing of institutions held to performance standards; and the organization of
patient cooperatives to balance or support a professional medical power.
Each of these proposals would indeed improve medical efficiency, but at the cost
of a further decline in society's effective health care. To increase efficiency by
upward mobility of personnel and downward assignment of responsibility could not
but tighten the integration of the medical-care industry and with it social
polarization.

As the training of middle-level professionals becomes more expensive, nursing
personnel in the lower ranks is becoming scarce. Poor salaries, growing disdain for
servant and housekeeping roles, an increase in chronic patients (and consequent
growing tedium in their care), disappearance of the religious motivation for nuns
and deacons, and new opportunities for women in other fields all contribute to a
manpower crisis. In England nearly two-thirds of all low-level hospital personnel
come from overseas, usually from former colonies; in Germany, from Turkey and
Yugoslavia; in France, from North Africa; in the United States, from racial
minorities. The creation of new ranks, titles, curricula, roles, and specialties at the
bottom level is a doubtfully effective remedy. The hospital only reflects the labor
economy of a high-technology society: transnational specialization on the top,
bureaucracies in the middle, and at the bottom, a new subproletariat made up of
migrants and the professionalized client.76
The multiplication of paraprofessional specialists further decreases what the
diagnostician does for the person who seeks his help, while the multiplication of
generalist auxiliaries tends to reduce what uncertified people may do for each other
or for themselves.77 Institutional licensing78 would indeed permit a more efficient
deployment of personnel, a more rational health-manpower mix, and greater
opportunity for advancement: it would no doubt greatly improve the delivery of
medical staples such as dental work, bonesetting, and the delivery of babies. But if it
became the model for over-all health care, it would be equivalent to the creation of a
medical Ma Bell.79 Lay control over an expanding medical technocracy is not unlike
the professionalization of the patient: both enhance medical power and increase its
nocebo effect. As long as the public bows to the professional monopoly in assigning
the sick-role, it cannot control hidden health hierarchies that multiply patients.80
The medical clergy can be controlled only if the law is used to restrict and
disestablish its monopoly on deciding what constitutes disease, who is sick, and
what ought to be done to him or her.81
Misdirection of blame for iatrogenesis is the most serious political obstacle to
public control over health care. To turn doctor-baiting into radical chic would be the
surest way to defuse any political crisis fueled by the new health consciousness. If
physicians were to become conspicuous scapegoats, the gullible patient would be
relieved from blame for his therapeutic greed. School-baiting did save the
institutional enterprise when crisis last hit in education. The same strategy could
now save the medical system and keep it essentially as it is.
Quite suddenly in the 1970s the schools lost their status as sacred cows. Driven by
Sputnik, racial conflict, and new frontiers, the school bubble had outgrown all
nonmilitary budgets and had burst. For a short while, the hidden curriculum of the
school system lay exposed. It became conventional wisdom that after a certain point
in its expansion, the school system inevitably reproduces a meritocratic class society
and neatly arranges people according to levels of highly specialized torpor for which
they are trained in graded, age-specific, competitive, and compulsory rituals.
Frustration of an expensive dream had led many people to grasp that no amount of
compulsory learning could equitably prepare the young for industrial hierarchies,
and that all effective preparation of children for an inhuman socio-economic system

constituted systematic aggression against their persons. At this point a new vision
of reality could have grown into a radical revolt against a capital-intensive system of
production and the beliefs that bolster it. But instead of blaming the hubris of
pedagogues, the public conceded to pedagogues more power to do precisely as they
pleased. Disgruntled teachers focused criticism on their peers, the methods, the
organization of schooling, and the financing of institutions, all of which were
defined as obstacles to effective education.
School-baiting enabled liberal schoolmasters to mutate into a new breed of adult
educators. School-baiting not only saved but—momentarily—upgraded the salary
and prestige of the teacher. Whereas before the crisis point the schoolmaster had
been restricted in his pedagogical aggression to an age-specific group below sixteen
years of age, which was exposed to him during class hours in the school building to
be initiated into a limited number of subjects, the new knowledge-merchant now
considers the world his classroom. While the curricular teacher could disqualify
only those nonstudents who dared to learn a curricular matter on their own, the
new manager of lifelong and recurrent "education," "conscientization," "sensitivity
training," or "politicization" presumes to degrade in the eyes of the public any
behavioral patterns that he has not approved. The school-baiting of the sixties could
easily set the pattern for the coming medical war. Following the lead of the teachers
who declare that the world is their classroom, some chic crusading physicians82 now
jump onto the bandwagon of medicine-baiting and channel public frustration and
anger at curative medicine into a call for a new elite of scientific guardians who
would control the world as their ward.83

The Scientific Organization—of Life
Belief in medicine as an applied science generates a fourth kind of
countermeasure to iatrogenesis which inevitably increases the irresponsible power
of the health profession—and thereby the damage medicine does. The proponents of
higher scientific standards in medical research and social organization argue that
pathogenic medicine is due to the overwhelming number of bad doctors let loose on
society. Fewer decision-makers, more carefully screened, better trained, more
tightly supervised by their peers, and more effectively in command over what is
done for whom and how, would ensure that the powerful resources now available to
medical scientists would be applied for the benefit of the people.84 Such idolatry of
science overlooks the fact that research conducted as if medicine were an ordinary
science, diagnosis conducted as if patients were specific cases and not autonomous
persons, and therapy conducted by hygienic engineers are the three approaches
which coalesce into the present endemic health-denial.
As a science, medicine lies on a borderline. Scientific method provides for
experiments conducted on models. Medicine, however, experiments not on models
but on the subjects themselves. But medicine tells us as much about the meaningful
performance of healing, suffering, and dying as chemical analysis tells us about the
aesthetic value of pottery.85

In the pursuit of applied science the medical profession has largely ceased to
strive towards the goals of an association of artisans who use tradition, experience,
learning, and intuition, and has come to play a role reserved to ministers of religion,
using scientific principles as its theology and technologists as acolytes.86 As an
enterprise, medicine is now concerned less with the empirical art of healing the
curable and much more with the rational approach to the salvation of mankind
from attack by illness, from the shackles of impairment, and even from the
necessity of death.87 By turning from art to science, the body of physicians has lost
the traits of a guild of craftsmen applying rules established to guide the masters of a
practical art for the benefit of actual sick persons. It has become an orthodox
apparatus of bureaucratic administrators who apply scientific principles and
methods to whole categories of medical cases. In other words, the clinic has turned
into a laboratory. By claiming predictable outcomes without considering the human
performance of the healing person and his integration in his own social group, the
modern physician has assumed the traditional posture of the quack.
As a member of the medical profession the individual physician is an inextricable
part of a scientific team. Experiment is the method of science, and the records he
keeps—if he likes it or not—are part of the data for a scientific enterprise. Each
treatment is one more repetition of an experiment with a statistically known
probability of success. As in any operation that constitutes a genuine application of
science, failure is said to be due to some sort of ignorance: insufficient knowledge of
the laws that apply in the particular experimental situation, a lack of personal
competence in the application of method and principles on the part of the
experimenter, or else his inability to control that elusive variable which is the
patient himself. Obviously, the better the patient can be controlled, the more
predictable will be the outcome in this kind of medical endeavor. And the more
predictable the outcome on a population basis, the more effective will the
organization appear to be. The technocrats of medicine tend to promote the
interests of science rather than the needs of society.88 The practitioners corporately
constitute a research bureaucracy. Their primary responsibility is to science in the
abstract or, in a nebulous way, to their profession.89 Their personal responsibility
for the particular client has been resorbed into a vague sense of power extending
over all tasks and clients of all colleagues. Medical science applied by medical
scientists provides the correct treatment, regardless of whether it results in a cure,
or death sets in, or there is no reaction on the part of the patient. It is legitimized by
statistical tables, which predict all three outcomes with a certain frequency. The
individual physician in a concrete case may still remember that he owes nature and
the patient as much gratitude as the patient owes him if he has been successful in
the use of his art. But only a high level of tolerance for cognitive dissonance will
allow him to carry on in the divergent roles of healer and scientist.90
The proposals that seek to counter iatrogenesis by eliminating the last vestiges of
empiricism from the encounter between the patient and the medical system are
latter-day crusaders of an inquisitorial kind.91 They use the religion of scientism to
devalue political judgment. While operational verification in the laboratory is the
measure of science, the contest of adversaries appealing to a jury that applies past
experience to a present issue, as this issue is experienced by actual persons,

constitutes the measure of politics. By denying public recognition to entities that
cannot be measured by science, the call for pure, orthodox, confirmed medical
practice shields this practice from all political evaluation.
The religious preference given to scientific language over the language of the
layman is one of the major bulwarks of professional privilege. The imposition of this
specialized language upon political discourse about medicine easily voids it of
effectiveness.
The deprofessionalization of medicine does not imply the proscription of technical
language any more than it calls for the exclusion of genuine competence, nor does it
oppose public scrutiny and exposure of malpractice. But it does imply a bias against
the mystification of the public, against the mutual accreditation of self-appointed
healers, against the public support of a medical guild and of its institutions, and
against the legal discrimination by, and on behalf of, people whom individuals or
communities choose and appoint as their healers. The deprofessionalization of
medicine does not mean denial of public funds for curative purposes, but it does
mean a bias against the disbursement of any such funds under the prescription or
control of guild members. It does not mean the abolition of modern medicine. It
means that no professional shall have the power to lavish on any one of his patients
a package of curative resources larger than that which any other could claim for his
own. Finally, it does not mean disregard for the special needs that people manifest
at special moments in their lives: when they are born, break a leg, become crippled,
or face death. The proposal that doctors not be licensed by an in-group does not
mean that their services shall not be evaluated, but rather that this evaluation can
be done more effectively by informed clients than by their own peers. Refusal of
direct funding to the more costly technical devices of medical magic does not mean
that the state shall not protect individual people against exploitation by ministers of
medical cults; it means only that tax funds shall not be used to establish any such
rituals. Deprofessionalization of medicine means the unmasking of the myth
according to which technical progress demands the solution of human problems by
the application of scientific principles, the myth of benefit through an increase in
the specialization of labor, through multiplication of arcane manipulations, and the
myth that increasing dependence of people on the right of access to impersonal
institutions is better than trust in one another.

Engineering for a Plastic Womb
So far I have dealt with four categories of criticism directed at the institutional
structure of the medical-industrial complex. Each gives rise to a specific kind of
political demand, and all of them become reinforcements for the dependence of
people on medical bureaucracies because they deal with health care as a form of
therapeutic planning and engineering.92 They indicate strategies for surgical,
chemical, and behavioral intervention in the lives of sick people or people
threatened with sickness. A fifth category of criticism rejects these objectives.
Without relinquishing the view of medicine as an engineering endeavor, these

critics assert that medical strategies fail because they concentrate too much effort
on sickness and too little on changing the environment that makes people sick.
Most research on alternatives to clinical intervention is directed towards program
engineering for the professional systems of man's social, psychological, and physical
environment. "Non-health-service health determinants" are largely concerned with
planned intervention in the milieu.93 Therapeutic engineers shift the thrust of their
interventions from the potential or actual patient towards the larger system of
which he is imagined to be a part. Instead of manipulating the sick, they redesign
the environment to ensure a healthier population.94
Health care as environmental hygienic engineering works within categories
different from those of the clinical scientist. Its focus is survival rather than health
in its opposition to disease; the impact of stress on populations and individuals
rather than the performance of specific persons; the relationship of a niche in the
cosmos to the human species with which it has evolved rather than the relationship
between the aims of actual people and their ability to achieve them.95
In general, people are more the product of their environment than of their genetic
endowment. This environment is being rapidly distorted by industrialization.
Although man has so far shown an extraordinary capacity for adaptation, he has
survived with very high levels of sublethal breakdown. Dubos96 fears that mankind
will be able to adapt to the stresses of the second industrial revolution and
overpopulation just as it survived famines, plagues, and wars in the past. He speaks
of this kind of survival with fear because adaptability, which is an asset for survival,
is also a heavy handicap: the most common causes of disease are exacting adaptive
demands. The health-care system, without any concern for the feelings of people
and for their health, simply concentrates on the engineering of systems that
minimize breakdowns.
Two foreseeable and sinister consequences of a shift from patient-oriented to
milieu-oriented medicine are the loss of the sense of boundaries between distinct
categories of deviance, and a new legitimacy for total treatment.97 Medical care,
industrial safety, health education, and psychic reconditioning are all different
names for the human engineering needed to fit populations into engineering
systems. As the health-delivery system continually fails to meet the demands made
upon it, conditions now classified as illness may soon develop into aspects of
criminal deviance and asocial behavior. The behavioral therapy used on convicts in
the United States98 and the Soviet Union's incarceration of political adversaries in
mental hospitals99 indicate the direction in which the integration of therapeutic
professions might lead: an increased blurring of boundaries between therapies
administered with a medical, educational, or ideological rationale.100
The time has come not only for public assessment of medicine but also for public
disenchantment with those monsters generated by the dream of environmental
engineering. If contemporary medicine aims at making it unnecessary for people to
feel or to heal, eco-medicine promises to meet their alienated desire for a plastic
womb.

8
The Recovery of Health
Much suffering has been man-made. The history of man is one long catalogue of
enslavement and exploitation, usually told in the epics of conquerors or sung in the
elegies of their victims. War is at the heart of this tale, war and the pillage, famine,
and pestilence that came in its wake. But it was not until modern times that the
unwanted physical, social, and psychological side-effects of so-called peaceful
enterprises began to compete with war in destructive power.
Man is the only animal whose evolution has been conditioned by adaptation on
more than one front. If he did not succumb to predators and forces of nature, he
had to cope with use and abuse by others of his own kind. In his struggle with the
elements and with his neighbor, his character and culture were formed, his instincts
withered, and his territory was turned into a home.
Animals adapt through evolution in response to changes in their natural
environment. Only in man does challenge become conscious and the response to
difficult and threatening situations take the form of rational action and of conscious
habit. Man can design his relations to nature and neighbor, and he is able to survive
even when his enterprise has partly failed. He is the animal that can endure trials
with patience and learn by understanding them. He is the sole being who can and
must resign himself to limits when he becomes aware of them. A conscious
response to painful sensations, to impairment, and to eventual death is part of
man's coping ability. The capacity for revolt and for perseverance, for stubborn
resistance and for resignation, are integral parts of human life and health.
But nature and neighbor are only two of the three frontiers on which man must
cope. A third front where doom can threaten has always been recognized. To remain
viable, man must also survive the dreams which so far myth has both shaped and
controlled. Now society must develop programs to cope with the irrational desires
of its most gifted members. To date, myth has fulfilled the function of setting limits
to the materialization of greedy, envious, murderous dreams. Myth assured the
common man of his safety on this third frontier if he kept within its bounds. Myth
guaranteed disaster to those few who tried to outwit the gods. The common man
perished from infirmity or from violence; only the rebel against the human
condition fell prey to Nemesis, the envy of the gods.

Industrialized Nemesis
Prometheus was hero, not Everyman. Driven by radical greed (pleonexia), he
trespassed beyond the limits of man (aitia and mesotes) and in unbounded
presumption (hubris) stole fire from heaven.1 He thus inevitably brought Nemesis
on himself. He was put into irons and chained to a Caucasian rock. An eagle preyed
all day on his liver, and heartlessly healing gods kept him alive by regrafting his
liver each night. Nemesis inflicted on him a kind of pain meant for demigods, not
for men. His hopeless and unending suffering turned the hero into an immortal
reminder of inescapable cosmic retaliation.
The social nature of nemesis has now changed. With the industrialization of desire
and the engineering of corresponding ritual responses, hubris has spread.
Unbounded material progress has become Everyman's goal. Industrial hubris has
destroyed the mythical framework of limits to irrational fantasies, has made
technical answers to mad dreams seem rational, and has turned the pursuit of
destructive values into a conspiracy between purveyor and client. Nemesis for the
masses is now the inescapable backlash of industrial progress. Modern nemesis is
the material monster born from the overarching industrial dream. It has spread as
far and as wide as universal schooling, mass transportation, industrial wage labor,
and the medicalization of health.
Inherited myths have ceased to provide limits for action. If the species is to
survive the loss of its traditional myths, it must learn to cope rationally and
politically with its envious, greedy, and lazy dreams. Myth alone can do the job no
more. Politically established limits to industrial growth will have to take the place of
mythological boundaries. Political exploration and recognition of the necessary
material conditions for survival, equity, and effectiveness will have to set limits to
the industrial mode of production.
Nemesis has become structural and endemic. Increasingly, man-made misery is
the by-product of enterprises that were supposed to protect ordinary people in their
struggle with the inclemency of the environment and against the wanton injustice
inflicted on them by the elite.
The main source of pain, of disability, and of death is now engineered, albeit
nonintentional, harassment. Our prevailing ailments, helplessness, and injustice
are largely the side-effects of strategies for more and better education, better
housing, a better diet, and better health.
A society that values planned teaching above autonomous learning cannot but
teach man to keep his engineered place. A society that relies for locomotion on
managed transport must do the same. Beyond a certain level, energy used for
transportation immobilizes and enslaves the majority of nameless passengers and
provides advantages only for the elite. No new fuel, technology, or public controls
can keep the rising mobilization and acceleration of society from producing rising
harriedness, programmed paralysis, and inequality. The same is true for
agriculture. Beyond a certain level of capital investment in the growing and

processing of food, malnutrition will become pervasive. The results of the Green
Revolution will then rack the livers of consumers more thoroughly than Zeus's
eagle. No biological engineering can prevent undernourishment and food poisoning
beyond this point. What is happening in the sub-Saharan Sahel is only a dress
rehearsal for encroaching world famine. This is but the application of a general law:
When more than a certain proportion of value is produced by the industrial mode,
subsistence activities are paralyzed, equity declines, and total satisfaction
diminishes. It will not be the sporadic famine that formerly came with drought and
war, or the occasional food shortage that could be remedied by good will and
emergency shipments. The coming hunger is a by-product of the inevitable
concentration of industrialized agriculture in rich countries and in the fertile
regions of poor countries. Paradoxically, the attempt to counter famine by further
increases in industrially efficient agriculture only widens the scope of the
catastrophe by depressing the use of marginal lands. Famine will increase until the
trend towards capital-intensive food production by the poor for the rich has been
replaced by a new kind of labor-intensive, regional, rural autonomy. Beyond a
certain level of industrial hubris, nemesis must set in, because progress, like the
broom of the sorcerer's apprentice, can no longer be turned off.
Defenders of industrial progress are either blind or corrupt if they pretend that
they can calculate the price of progress. The torts resulting from nemesis cannot be
compensated, calculated, or liquidated. The down-payment for industrial
development might seem reasonable, but the compound-interest installments on
expanding production now accrue in suffering beyond any measure or price. When
members of a society are regularly asked to pay an even higher price for industrially
defined necessities—in spite of evidence that they are purchasing more suffering
with each unit—Homo economicus, driven by the pursuit of marginal benefits,
turns into Homo religiosus, sacrificing himself to industrial ideology. At this point,
social behavior begins to resemble that of the drug addict. Expectations become
irrational and nightmarish. The self-inflicted portion of suffering outweighs the
damage done by nature and all the torts inflicted by neighbors. Hubris motivates
self-destructive mass behavior. Classical nemesis was the punishment for the rash
abuse of privilege. Industrial nemesis is the retribution for dutiful participation in
the technical pursuit of dreams unchecked by traditional mythology or rational selfrestraint.
War and hunger, pestilence and natural catastrophes, torture and madness
remain man's companions, but they are now shaped into a new Gestalt by the
nemesis that overtakes them. The greater the economic progress of any community,
the greater the part played by industrial nemesis in pain, impairment,
discrimination, and death.
The more intense the reliance on techniques making for dependence, the higher
the rate of waste, degradation, and pathogenesis which must be countered by yet
other techniques and the larger the work force active in the removal of garbage, in
the management of waste, and in the treatment of people made literally redundant
by progress.

Reactions to impending disaster still take the form of better educational curricula,
more health-maintenance services, or more efficient and less polluting energy
transformers, and solutions are still sought in better engineering of industrial
systems. The syndrome corresponding to nemesis is recognized, but its etiology is
still sought in bad engineering compounded by self-serving management, whether
under the control of Wall Street or of The Party. Nemesis is not yet recognized as
the materialization of a social answer to a profoundly mistaken ideology, nor is it
yet understood as a rampant delusion fostered by the nontechnical, ritual structure
of our major industrial institutions. Just as Galileo's contemporaries refused to look
through the telescope at Jupiter's moons because they feared that their geocentric
world-view would be shaken, so our contemporaries refuse to face nemesis because
they feel incapable of putting the autonomous rather than the industrial mode of
production at the center of their sociopolitical constructs.

From Inherited Myth to Respectful Procedure
Primitive people have always recognized the power of a symbolic dimension; they
have seen themselves as threatened by the tremendous, the awesome, the uncanny.
This dimension set boundaries not only to the power of the king and the magician,
but also to that of the artisan and the technician. Malinowski claims that only
industrial society has allowed the use of available tools to their utmost efficiency; in
all other societies, recognizing sacred limits to the use of sword and of plow was a
necessary foundation for ethics. Now, after several generations of licentious
technology, the finiteness of nature intrudes again upon our consciousness. The
limits of the universe are subject to operational probings. Yet at this moment of
crisis it would be foolish to found the limits of human actions on some substantive
ecological ideology which would modernize the mythic sacredness of nature. The
engineering of an eco-religion would be a caricature of traditional hubris. Only a
widespread agreement on the procedures through which the autonomy of
postindustrial man can be equitably guaranteed will lead to the recognition of the
necessary limits to human action.
Common to all ethics is the assumption that the human act is performed within
the human condition. Since the various ethical systems assumed, tacitly or
explicitly, that this human condition was more or less given, once and for all, the
range of human action was narrowly circumscribed.
In our industrialized epoch, however, not only the object but also the very nature
of human action is new.2 Instead of facing gods we confront the blind forces of
nature, and instead of facing the dynamic limits of a universe we have now come to
know, we act as if these limits did not translate into critical thresholds for human
action. Traditionally the categorical imperative could circumscribe and validate
action as being truly human. Directly enjoining limits to one's actions, it demanded
respect for the equal freedom of others. The loss of a normative "human condition"
introduces a newness not only into the human act but also into the human attitude
towards the framework in which a person acts. If this action is to remain human
after the framework has been deprived of its sacred character, it needs a recognized

ethical foundation within a new imperative. This imperative can be summed up
only as follows: "Act so that the effect of your action is compatible with the
permanence of genuine human life." Very concretely applied, this could mean: "Do
not raise radiation levels unless you know that this action will not be visited upon
your grandchild." Such an imperative obviously cannot be formulated as long as
"genuine human life" is considered an infinitely elastic concept.
Is it possible, without restoring the category of the sacred, to attain the ethics that
alone would enable mankind to accept the rigorous discipline of this new
imperative? If not, rationalizations could be created for any atrocity: "Why should
background radiation not be raised? Our grandchildren will get used to it!" In some
instances, fear might help preserve minimal sanity, but only when consequences
were fairly imminent. Breeder reactors might not be made operational for fear that
they would serve the Mafia for next year's extortions or cause cancer before the
operator died. But only the awe of the sacred, with its unqualified veto, has so far
proved independent of the computations of mundane self-interest and the solace of
uncertainty about remote consequences. This could be reinvoked as an imperative
that genuine human life deserves respect both now and in the future. This recourse
to the sacred, however, has been blocked in our present crisis. Recourse to faith
provides an escape for those who believe, but it cannot be the foundation for an
ethical imperative, because faith is either there or not there; if it is absent, the
faithful cannot blame the infidel. Recent history has shown that the taboos of
traditional cultures are irrelevant in combatting an overextension of industrial
production. The taboos were tied to the values of a particular society and its mode
of production, and it is precisely those that were irrevocably lost in the process of
industrialization.
It is not necessary, probably not feasible, and certainly not desirable to base the
limitation of industrial societies on a shared system of substantive beliefs aiming at
the common good and enforced by the power of the police. It is possible to find the
needed basis for ethical human action without depending on the shared recognition
of any ecological dogmatism now in vogue. This alternative to a new ecological
religion or ideology is based on an agreement about basic values and on procedural
rules.
It can be demonstrated that beyond a certain point in the expansion of industrial
production in any major field of value, marginal utilities cease to be equitably
distributed and over-all effectiveness begins, simultaneously, to decline. If the
industrial mode of production expands beyond a certain stage and continues to
impinge on the autonomous mode, increased personal suffering and social
dissolution set in. In the interim—between the point of optimal synergy between
industrial and autonomous production and the point of maximum tolerable
industrial hegemony—political and juridical procedures become necessary to
reverse industrial expansion. If these procedures are conducted in a spirit of
enlightened self-interest and a desire for survival, and with equitable distribution of
social outputs and equitable access to social control, the outcome ought to be a
recognition of the carrying capacity of the environment and of the optimal
industrial complement to autonomous action needed for the effective pursuit of

personal goals. Political procedures oriented to the value of survival in distributive
and participatory equity are the only possible rational answer to increasing total
management in the name of ecology.
The recovery of personal autonomy will thus be the result of political action
reinforcing an ethical awakening. People will want to limit transportation because
they want to move efficiently, freely, and with equity; they will limit schooling
because they want to share equally the opportunity, time, and motivation to learn in
rather than about the world; people will limit medical therapies because they want
to conserve their opportunity and power to heal. They will recognize that only the
disciplined limitation of power can provide equitably shared satisfaction.
The recovery of autonomous action will depend, not on new specific goals people
share, but on their use of legal and political procedures that permit individuals and
groups to resolve conflicts arising from their pursuit of different goals. Better
mobility will depend, not on some new kind of transportation system, but on
conditions that make personal mobility under personal control more valuable.
Better learning opportunities will depend, not on more information about the world
better distributed, but on the limitation of capital-intensive production for the sake
of interesting working conditions. Better health care will depend, not on some new
therapeutic standard, but on the level of willingness and competence to engage in
self-care. The recovery of this power depends on the recognition of our present
delusions.

The Right to Health
Increasing and irreparable damage accompanies present industrial expansion in
all sectors. In medicine this damage appears as iatrogenesis. Iatrogenesis is clinical
when pain, sickness, and death result from medical care; it is social when health
policies reinforce an industrial organization that generates ill-health; it is cultural
and symbolic when medically sponsored behavior and delusions restrict the vital
autonomy of people by undermining their competence in growing up, caring for
each other, and aging, or when medical intervention cripples personal responses to
pain, disability, impairment, anguish, and death.
Most of the remedies now proposed by the social engineers and economists to
reduce iatrogenesis include a further increase of medical controls. These so-called
remedies generate second-order iatrogenic ills on each of the three critical levels:
they render clinical, social, and cultural iatrogenesis self-reinforcing.
The most profound iatrogenic effects of the medical technostructure are a result of
those nontechnical functions which support the increasing institutionalization of
values. The technical and the nontechnical consequences of institutional medicine
coalesce and generate a new kind of suffering: anesthetized, impotent, and solitary
survival in a world turned into a hospital ward. Medical nemesis is the experience of
people who are largely deprived of any autonomous ability to cope with nature,

neighbors, and dreams, and who are technically maintained within environmental,
social, and symbolic systems. Medical nemesis cannot be measured, but its
experience can be shared. The intensity with which it is experienced will depend on
the independence, vitality, and relatedness of each individual.
The perception of nemesis leads to a choice. Either the natural boundaries of
human endeavor are estimated, recognized, and translated into politically
determined limits, or compulsory survival in a planned and engineered hell is
accepted as the alternative to extinction. Until recently the choice between the
politics of voluntary poverty and the hell of the systems engineer did not fit into the
language of scientists or politicians. Our increasing confrontation with medical
nemesis now lends new significance to the alternative: either society must choose
the same stringent limits on the kind of goods produced within which all its
members may find a guarantee for equal freedom, or society must accept
unprecedented hierarchical controls3 to provide for each member what welfare
bureaucracies diagnose as his or her needs.
In several nations the public is now ready for a review of its health-care system.
Although there is a serious danger that the forthcoming debate will reinforce the
present frustrating medicalization of life, the debate could still become fruitful if
attention were focused on medical nemesis, if the recovery of personal
responsibility for health care were made the central issue, and if limitations on
professional monopolies were made the major goal of legislation. Instead of limiting
the resources of doctors and of the institutions that employ them, such legislation
would tax medical technology and professional activity until those means that can
be handled by laymen were truly available to anyone wanting access to them.
Instead of multiplying the specialists who can grant any one of a variety of sickroles to people made ill by their work and their life, the new legislation would
guarantee the right of people to drop out and to organize for a less destructive way
of life in which they have more control of their environment. Instead of restricting
access to addictive, dangerous, or useless drugs and procedures, such legislation
would shift the full burden of their responsible use onto the sick person and his next
of kin. Instead of submitting the physical and mental integrity of citizens to more
and more wardens, such legislation would recognize each man's right to define his
own health—subject only to limitations imposed by respect for his neighbor's rights.
Instead of strengthening the licensing power of specialized peers and government
agencies, new legislation would give the public a voice in the election of healers to
tax-supported health jobs. Instead of submitting their performance to professional
review organizations, new legislation would have them evaluated by the community
they serve.

Health as a Virtue
Health designates a process of adaptation. It is not the result of instinct, but of an
autonomous yet culturally shaped reaction to socially created reality. It designates
the ability to adapt to changing environments, to growing up and to aging, to
healing when damaged, to suffering, and to the peaceful expectation of death.

Health embraces the future as well, and therefore includes anguish and the inner
resources to live with it.
Health designates a process by which each person is responsible, but only in part
responsible to others. To be responsible may mean two things. A man is responsible
for what he has done, and responsible to another person or group. Only when he
feels subjectively responsible or answerable to another person will the
consequences of his failure be not criticism, censure, or punishment but regret,
remorse, and true repentance.4 The consequent states of grief and distress are
marks of recovery and healing, and are phenomenologically something entirely
different from guilt feelings. Health is a task, and as such is not comparable to the
physiological balance of beasts. Success in this personal task is in large part the
result of the self-awareness, self-discipline, and inner resources by which each
person regulates his own daily rhythm and actions, his diet, and his sexual activity.
Knowledge encompassing desirable activities, competent performance, the
commitment to enhance health in others—these are all learned from the example of
peers or elders. These personal activities are shaped and conditioned by the culture
in which the individual grows up: patterns of work and leisure, of celebration and
sleep, of production and preparation of food and drink, of family relations and
politics. Long-tested health patterns that fit a geographic area and a certain
technical situation depend to a large extent on long-lasting political autonomy.
They depend on the spread of responsibility for healthy habits and for the
sociobiological environment. That is, they depend on the dynamic stability of a
culture.
The level of public health corresponds to the degree to which the means and
responsibility for coping with illness are distributed among the total population.
This ability to cope can be enhanced but never replaced by medical intervention or
by the hygienic characteristics of the environment. That society which can reduce
professional intervention to the minimum will provide the best conditions for
health. The greater the potential for autonomous adaptation to self, to others, and
to the environment, the less management of adaptation will be needed or tolerated.
A world of optimal and widespread health is obviously a world of minimal and
only occasional medical intervention. Healthy people are those who live in healthy
homes on a healthy diet in an environment equally fit for birth, growth, work,
healing, and dying; they are sustained by a culture that enhances the conscious
acceptance of limits to population, of aging, of incomplete recovery and everimminent death. Healthy people need minimal bureaucratic interference to mate,
give birth, share the human condition, and die.
Man's consciously lived fragility, individuality, and relatedness make the
experience of pain, of sickness, and of death an integral part of his life. The ability to
cope with this trio autonomously is fundamental to his health. As he becomes
dependent on the management of his intimacy, he renounces his autonomy and his
health must decline. The true miracle of modern medicine is diabolical. It consists
in making not only individuals but whole populations survive on inhumanly low
levels of personal health. Medical nemesis is the negative feedback of a social

organization that set out to improve and equalize the opportunity for each man to
cope in autonomy and ended by destroying it.
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Part IV.
6.
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