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P e r s p e c t i v e

Health Policy Approaches To Population Health:
The Limits Of Medicalization
Lack of access to health care is not the fundamental cause of health
vulnerability or social disparities in health.

by Paula M. Lantz, Richard L. Lichtenstein, and Harold A. Pollack

ABSTRACT: Because of a strong tendency to “medicalize” health status problems and to
assume that their primary solution involves medical care, policymakers often focus on in-
creased financial and geographic access to personal health services in policies aimed at
populations that are vulnerable to poor health. This approach has produced real public
health gains, but it has neglected key social and economic causes of health vulnerability
and disparities. Although access to care is a necessary component of population health,
concerted policy action in income security, education, housing, nutrition/food security, and
the environment is also critical in efforts to improve health among socially disadvantaged
populations. [Health Affairs 26, no. 5 (2007): 1253–1257; 10.1377/hlthaff.26.5.1253]

M
at e r i a l d e p r i vat i o n , social
marginalization, and psychosocial
stressors get “under the skin” in

many ways that provide a biological basis for
health vulnerability.1 As argued by Alice
Furumoto-Dawson and colleagues, negative
conditions in early life are especially critical,
for these exposures can interact with devel-
opmental gene expression and, in turn, can
influence adult health through multiple
mechanisms and pathways, including hor-
monal, neurological, and immune system dys-
function.2 Their paper calls for community-
based policy responses that will improve
neighborhood social environments for chil-
dren and that will reduce marginalization,
discrimination, and other forms of psycho-
social stress over the life course.

Such arguments reinforce a critical yet of-
ten neglected lesson for health policymakers:

For policy responses to health vulnerability
and population health disparities to be effec-
tive, they must extend beyond the provision of
medical care. In this essay we offer the per-
spective that U.S. health policy has become too
focused on medical care as the primary policy
lever. Along with an increasingly medicalized
view of population health and health vulnera-
bility has come a policy focus on the narrow is-
sue of improving access to personal health ser-
vices. The overarching goal of improving
health status has become displaced by the
more immediate goal of increasing access to
health care services. As a result, we have a frag-
mented and beleaguered health care safety net,
and insufficient policy attention is being paid
to socioeconomic conditions that give rise to
health vulnerability in the first place.
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Medicalization And Health Policy
A century ago, policy interventions ad-

dressing health vulnerability often reflected a
broad view of the causes of vulnerability and
the conditions that needed to be addressed
through public action. The specific etiology of
most illnesses and diseases was poorly under-
stood. However, given the large and obvious
statistical association between poverty and ill-
ness, health status vulnerability was readily
seen as a consequence of socioeconomic vul-
nerability.3 As a result, public
health activities in the late
nineteenth and early twenti-
eth centuries focused on “up-
stream” causes of poor health,
including poor sanitation,
overcrowded and squalid
housing conditions, work-re-
lated hazards, food security,
and nutrition.4 Interventions
in these realms are believed
responsible for sharp mortal-
ity declines across age groups
in the United States.5

Concurrent with these public health im-
provements, a sea change was under way in
biomedical science, with an increasing focus
on individual causes and manifestations of ill-
ness and disease. This increasingly individual-
ized perspective fostered a tendency to medi-
calize health and illness.6 Irving Zola defines
medicalization as the expansion of medicine as
an institution and the use of a medical lens to
view human processes and behavior.7 A
medicalized perspective tends to define health
problems as the result of individual failures of
biology, hygiene, and behavior, with the im-
plicit or explicit belief that the primary strat-
egy for addressing these problems is through
biomedical treatments delivered to individuals
by physicians and other providers.8

Multiple economic, social, and political fac-
tors fueled the growth and dominance of indi-
vidualistic, medicalized perspectives regard-
ing public health, although a detailed analysis
of this topic is outside of the scope of this es-
say.9 Michael Katz argues that individualized
accounts of illness and vulnerability strongly

resonated with Americans’ historic ambiva-
lence toward disadvantaged individuals and
groups, with accompanying moral and ideo-
logical distinctions between citizens deemed
worthy and unworthy of assistance.10

As health status and health vulnerability
became more medicalized throughout the
twentieth century, discourse and decisions re-
garding policy priorities changed as well.
Given an increasingly medicalized view of
health vulnerability, public policy became fo-

cused on expanding access to
individualized medical care.11

The federal government was
providing personal health
services to certain popula-
tions (such as merchant sea-
men and Native Americans)
before 1900. However, as the
problems of vulnerable popu-
lations became more medical-
ized, policies and initiatives
focusing on health care access
proliferated across popula-
tions and across a range of
pertinent medical services.

Given this policy emphasis on medical care,
a piecemeal, categorical, and separatist ap-
proach to providing health care services to
vulnerable populations emerged. Throughout
the twentieth century, the making and buying
of health care services through government
policy created facilities, systems, providers, fi-
nancing arrangements, and bureaucracies that
exist outside the mainstream health care deliv-
ery system and operate specifically for vulner-
able populations. Examples abound, including
community and migrant health centers, Title
X family planning clinics, local public health
clinics, Medicaid managed care, Medicaid ex-
pansions for pregnant women, the National
Breast and Cervical Cancer Early Detection
Program, and the State Children’s Health In-
surance Program (SCHIP).

The Limits Of Medicalized Policy
Responses

Current public policy responses to health
vulnerability focus primarily (although not ex-
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clusively) on the procurement of medical care
services, with a reduction in access barriers
proffered as the central benchmark for suc-
cess. Although policies that address financial
and geographic barriers to health care bring
important services to populations in need,
many such policies establish and reinforce a
two-tier “safety-net” system in which vulnera-
ble populations primarily go to separate insti-
tutions or providers for their health care.

These separate programs are viewed as nec-
essary as a result of the domi-
nant system’s failure to pro-
vide adequate access for those
who are marginalized and
vulnerable. These programs,
however, are not well funded,
and the services provided are
neither adequately paid for
nor completely covered.12

This leaves safety-net provid-
ers and programs plagued by
financial pressures and often
unable to deliver high-quality
medical care to the popula-
tions they serve.13

A second, less noticed consequence of
medicalized perspectives is a conflation be-
tween health status disparities and health care
disparities. Medicalization encourages the
view that one can solve socioeconomic and ra-
cial/ethnic health status disparities through
initiatives and policies that reduce disparities
in health care access, use, and quality. This
conflation, for example, can be seen in some
aspects of the Health Disparities Research
Plan of the National Institutes of Health
(NIH) and also in the National Action Agenda
of the Department of Health and Human Ser-
vices (HHS) Office of Minority Health.14

In turn, when health vulnerability and dis-
parities are medicalized, health care access be-
comes overvalued and overemphasized as the
most promising policy path. It is also an easier
path, politically, than are fundamental social
and economic reforms. The result is our cur-
rent situation, in which an estimated 95 per-
cent of U.S. health services spending goes to-
ward direct medical services, and only 5

percent is invested in population or communi-
ty approaches for prevention and health status
improvement.15

Medicalized framing of health vulnerability
can be an effective strategy to defend policy
benefits/transfers to the disadvantaged by
sidestepping social and political debates over
the deservingness or worthiness of vulnerable
populations. The Supplemental Security In-
come and Social Security Disability Insurance
programs are examples of how a medicalized

approach to complex social
problems can bring valuable
income support and other
benefits to people living with
disabilities.16 Similarly, the
Ryan White Comprehensive
AIDS Resources Emergency
(CARE) Act provides hous-
ing and social services that
extend beyond the domain of
medical care to people living
with HIV and AIDS. In addi-
tion, Medicaid provides a
fund ing umbrel la under

which many states finance expanded services
and social supports that extend beyond medi-
cal treatment and care. Nonetheless, these
types of social services and interventions tend
to become available only after a person is diag-
nosed as sick or disabled, and they focus on in-
dividuals and families rather than on the social
and economic conditions of communities that
are the fundamental drivers of poor health over
the life course.

Concluding Comments
Increasing recognition is being given to the

social and nonmedical determinants of health,
with an emphasis on the need to address up-
stream causes of health vulnerability and so-
cial disparities in health.17 The Acheson Report
regarding health inequalities in the United
Kingdom concluded that policy action must
“address all of the layers of influence on health
(e.g., social, environmental, economic, etc.), as
well as ensuring that access to and use of
health care services improves among those
who have previously been underserved.”18 The
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report advanced thirty-nine specific recom-
mendations that promote policy in five general
areas: (1) breaking the cycle of health inequali-
ties by addressing poverty (especially among
families with children) and investing in early
childhood development programs and in edu-
cation interventions to close attainment gaps;
(2) addressing social gradients in modifiable
health risk behavior (such as smoking, obesity,
and physical risk taking); (3) improving access
to and use of public services and facilities, in-
cluding social services, primary health ser-
vices, and transportation; (4) strengthening
disadvantaged and marginalized communities
by investing in neighborhood renewal, hous-
ing, safety, the physical environment, and edu-
cational and employment opportunities; and
(5) focusing attention on extremely vulnerable
groups, such as the homeless, the mentally ill,
and their families.19

Building on the Acheson Report, Al Tarlov
promotes an “intervention framework” to im-
prove population health that includes five
broad objectives: (1) improve child develop-
ment; (2) strengthen community cohesion; (3)
increase opportunities for self-fulfillment; (4)
increase socioeconomic well-being; and (5)
modulate hierarchical structuring. Interven-
tions in these areas require participation on
the part of multiple sectors, including public
policy, private-sector investment and action,
and community programs.20

David Kindig has repeatedly warned
against falling “into the medical model trap of
thinking that all health improvement comes
from individual medical care interventions.”21

The genuine benefits of improved medical
technology and personal health services
heighten the temptation to place too many
policy eggs in the health care access basket.
This temptation is further increased by a host
of political, social, and economic factors that
favor increased medical investments.

Given these pressures, participants in
health policy must remind citizens and policy-
makers that lack of access to health care is not
the fundamental cause of health vulnerability
or social disparities in health. Medical care
rarely addresses the early-life conditions that

are fundamental causes of health vulnerability
later in life.22 Medicalization prioritizes health
care vulnerability over health status vulnera-
bility, and it encourages us to believe that ex-
panding access to personal health services is
the best policy response. Ironically, social and
economic inequalities in access to health care
are often smaller than corresponding inequali-
ties in access to housing, education, nutrition,
and other resources. Although these resources
lie outside the traditional domain of medical
care, they are often more important than per-
sonal health services in generating or amelio-
rating health inequalities.23

I
f p u b l i c i n v e s t m e n t s were chan-
neled to ensure that more citizens have
economic security, receive a high-quality

education, and grow up and live in thriving
communities, medical care would be one re-
source among many to improve the health of
vulnerable populations. This would enable us
to provide medical services for “fine tuning”
the health of vulnerable populations, instead
of using health care as the primary way to ad-
dress vulnerabilities that derive from com-
plex social environments and extend far be-
yond the scope of the health care safety net.

The authors thank Nonie Hamiilton and Helen Reid for
research assistance.
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