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INTRODUCTION

Sociological theory provides the basis to explain the interconnection between
medicine, health and society. Sociologists study health and sickness not only
because they are intrinsically interesting, and go to issues at the centre of human
existence – pain, suffering and death – but also because they help us to understand
how society works. For sociologists, the experience of sickness and disease is an
outcome of the organization of society.
For example, poor living and working conditions make people sicker, and poorer
people die earlier, than their counterparts at the top of the social system. Even when
there are improved living conditions and medical practices, but inequalities based on
class, gender and ethnicity are not tackled, the differences between the rich and the
poor persist and widen. Disease and inequality are intimately linked. The outcome of
the unequal distribution of political, economic and social resources necessary for a
healthy life is the social gradient of health.

1.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 explain various theoretical perspectives in sociology of health.;
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1.3

demonstrate how theories and concepts can be applied contextually;
delineate different phases within sociology of health explaining why and how
critique of medical model emerged.

MEDIATING SOCIAL FACTORS

Those at the top of the social system are healthier and live longer while those at the
bottom are sicker, do not live as long and die more from preventable diseases and
accidents. These links between social factors and health and disease need to be
understood.
There is little evidence that disease is caused by purely biological factors, operating
separately from social organization. It is also argued that individual lifestyle choices
are socially shaped and that a focus on them as an explanation of the cause of disease
misses the social factors involved in producing individual actions. Rather, there are
wide range of mediating social factors that intervene between disease, individual
lifestyle, and the social experience that shape and produce disease.
These factors range from standards of living and occupational conditions, to sociopsychological experiences at work and at home, of men’s and women’s social roles,
and of hierarchical status groups based on ethnicity. These factors in turn have to be
seen against the background of the overall pattern of inequality that exists within
specific societies. This includes whether or not there is a political commitment to
reducing inequality and providing a social environment that prevents sickness and
disease – of guaranteeing housing standards, food standards and conditions of
employment, as well as enhancing lifestyles that increase health and longevity. As
Wilkinson(1996) shows countries with low relative differences between the richest
and the poorest are the healthiest.
Sociologists, on the basis of empirical research demonstrate how the interactions of
class, of professional interests, of power, of gender and of ethnicity enter into the
formation of knowledge about and treatment of a sickness or disease. Sociologists do
claim that biological knowledge can be sociologically explained, to show that our
knowledge of health and diseases is created in a political, social and cultural
environment. There is no pure value-free scientific knowledge about disease. Our
knowledge of health and illness, the organizations of the professions which deal with
it and our own responses to our bodily states are shaped and formed by the history of
our society and our place in society.
Medical knowledge is produced in and reflects structural features of society. It
explains as `natural’ what, from a sociological perspective, are social phenomena.
Why the working class is sicker and die earlier, why women are diagnosed sick more
than men, and why ethnic groups do not receive the services they need, requires a
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sociological explanation and not a biological one.

1.4

SOCIOLOGY, SCIENCE AND MEDICINE

There is no one-way determination from nature and biology through to the individual
and society. Rather, for sociologists, it is the structures of society that shape who will
get sick, how they experience their condition, how they will be diagnosed and
treated, and how they will recover. What looks like `natural behaviour’ is, in fact, the
product of social interaction. Sociologists are skeptical that science whether it is
medical or any other science, exists in any independent sense from the social
relationships which produce it.
Medical knowledge and medical practices are not distinct from the social: medical
knowledge is socially produced knowledge. Sociological accounts of health and
illness have developed against the background of a sociology of knowledge that
emphasizes the ways in which `nature’ is socially produced, and the ways in which
the claim to understand nature is a political and social process. Furthermore, given
that germs do not speak for themselves, it is our interpretation of events that leads
some conditions to be categorized as diseases. As Rosenberg put it: `Meaning is not
necessary but negotiated…. Disease is constructed not discovered’.

1.5

DEVELOPMENT OF SOCIOLOGY OF HEALTH

Till 1960s it is the first phase - `sociology in medicine’- Medical bias in sociology
of health. This period was characterized by the subordination of sociology to
medicine. Sociology was used to assist the dissemination of medical knowledge and
to encourage patient compliance with medical directives. Sociology attached itself to
medicine to gain prestige. Within sociology this period was the dominance of the
structural-functionalist perspective. Inherited from Parsons and congruent with the
medical profession’s self-image, while sociology could accept illness as a form of
deviance; it nevertheless took for granted that the doctors were the appropriate group
to deal with it.
Following from the first, secondly, that complex social problems such as alcoholism
or gender identity, or depression were defined individualistically – as the product of
a deviant or un-coping individual – and were treated medically, usually by drugs
rather than by attempting to modify the social environment. Thirdly, sociological
research was geared toward ensuring patient compliance with the doctor’s orders.
Fourthly, only those problems defined by medicine were to be regarded as problems,
e.g. illicit drug use, were studied. Others, which from a different perspective were
problematic, for example, doctors’ prescribing habits of addictive drugs were
ignored.
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These four characteristics of medical sociology in this period are built on three more
fundamental propositions.
1. That disease and mortality are problematic and requires medical intervention.
The disease model systematically obscures the social conditions of sickness
and disability.
2. This focus on disease is problematic because of its premise about the right of
professionals to make decisions on behalf of individuals on the basis of
technical criteria. Ex: Euthanasia.
3. The third deep assumption of this medico-centric approach is that if things
are not working, it is the patient’s fault and not that of the medical
practitioners or the health institutions.
The second phase of sociology’s relationship to medicine, in the 1960s & 1970s,
the argument was that some of the problems in the health care system - of access,
equity and efficiency – could best be explained by the way in which medicine was
organized, both institutionally and professionally. Sociologists started to argue that
the real social role of medicine was to control sectors of the society, and developed a
critical perspective on the organization and practice of medicine. The practice of
medicine was not just the application of scientifically factual and value-free
techniques.
Erving Goffman’s book Asylums (1961) opened up the critique of medicine as a
value loaded system of social control operating under the guise of science. This in
turn raised questions about the neutrality of, or even the necessity to use,
technological interventions in treating patients. It was argued that technology and
science were connected by professional interests in experimentation and the
bureaucratic requirements of a smoothly functioning institution, whether the hospital
or the asylum. The tone of this period, a critical and skeptical stance towards the
claims of medicine, is conveyed by the title of Howard Becker’s book Boys in White:
Student Culture in the Medical school.
The emphasis is on training and schooling, and the implication is that medical
professionalization is just like any other on-the-job training. The work of Ivan Illich
(1975) continued a strong critique of medicine demonstrating the ways in which
medicine actually causes sickness, a process for which he coined the word
`iatrogenenesis’.
The 1970s and 1980s saw the development of a new confidence – third phase of the
relationship between medicine and sociology. Rather than taking for granted the
medical model, they started to question it. The medical model explained disease and
illness as the outcome of the invasion of a germ or virus into the individual’s body.
The cure was the administration of drugs or the application of technologically based
treatments. That individuals became sick because of the invasion of a germ or virus
and could be cured by the application of medically prescribed regimens, over looked
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the fact that individuals also lived in social groups that may have had as much to do
with their illnesses and diseases as germs or viruses. It is quite possible to be infected
with a germ or a virus and not be diseased. This finding is well established in the
case of TB where occupation and living conditions play a large part whether or not
the disease develops. Many people have high levels of what are taken to be indices
of disease – high Blood pressure for example – without suffering any ill effects. It is
this sort of findings that show that there is no one-way relationship between a
biological base and the person’s social experience of health or illness that interest
sociologists. Even those who are trained in the science and technology of medicine
carry out their tasks as social beings rather than as value-free scientists.
Sociologists demonstrate the social processes that underlie the feeling of being sick,
the diagnoses of being diseased, and the treatment of those who are held to be
diseased. Sociologists argue that germs or viruses may be necessary for a disease to
occur but that they are not sufficient in themselves. The social environment comes in
between the germ and the individual and it is responsible for whether or not a disease
develops (Twaddle, 1982). Following the work of historians, sociologists
demonstrated that the prevailing social conditions had to be right before a germ
developed into a disease (McKeown, 1979).By corollary they argued that good
social environments – and not more medicine – would produce healthier populations.
Key Concepts in the Sociology of Health:
Sociologists are interested in health and disease not as health practitioners but as
students of society. This point is important for a number of reasons:
1. Sociologists are not trying to tell health practitioners how to do their job,
though some of their findings can tell us interesting things about how
medicine and nursing are practiced.
2. Sociologists focus is not on the individual as such but on the group of which
the individual is a member.
When a sociologist is confronted with a sick individual the question is not, why is
this individual sick? But rather, what is it about the group to which the individual
belongs which puts them at risk of being sick? Sociologists think of society as a set
of structures that will produce certain life chances for the individuals within groups.
We are born into these groups – male or female, black or white, members of this or
that class, this or that ethnic group – and by and large what our intentions are, we
will not change our position in them.
For a sociologist, what people get sick of, how they are treated and what they die of
is a product not of their personality or primarily of their biology, but of their position
in a set of power relationship; that these are formed out of access to those social
goods which guarantee the quality of life.
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3. A key element in a sociological perspective on disease is to see the very ways
in which we label and treat illnesses as a form of social control. What gets
defined as a sickness and how it is treated is not always a product of
biological necessity but may be an aspect of wider social assumptions about
what is appropriate behaviour.
What will count as medical knowledge and the role of the medical profession is the
outcome of political and social factors. The argument is that the development of the
medical profession is not the outcome solely of scientific factors, but is dependent on
cultural beliefs about the nature and meaning of disease.

1.6

SOCIOLOGICAL APPROACHES TO HEALTH AND
SICKNESS

Different sociological perspectives on society gave rise to different accounts of the
role of medical knowledge, and of the social causes of disease. Marxist approaches
emphasize the causal role of economics in the production and distribution of disease,
as well as the role that medical knowledge plays in sustaining the class structure.
Parsonian sociology emphasizes the role of medicine in maintaining social harmony,
pointing to the non- market basis of professional groups. At the same time its critical
sociological edge is maintained by the way it highlights the social control function of
medicine in enforcing compliance with social roles in modern society.
Parsons’ work both contradicts Marxism by highlighting the importance of the
noneconomic sphere of society – but also adds to it in providing a description of the
sick role as a social role that is shaped by the social strains of modern society. Thus
Parsons is both conservative and critical at the same time.
Foucault too highlights the social role of medical knowledge in controlling
populations and like Parsons emphasizes the diffuse nature of power relationships in
modern society. Also like Parsons, he sees the professions, playing a key role in
inducing individuals to comply with `normal’ social roles. For Foucault, modern
societies are systems of organized surveillance with the catch being that individuals
conduct the surveillance on themselves, having internationalized `professional’
models of what is appropriate behaviour. Marxist feminists identify the ways in
which class and patriarchy interact to define the subordinate positions of women in
society, and the central role that medical knowledge plays in defining women as
child-care takers and housewives. Feminist Foucauldians argue that large parts of the
women’s health movement have been incorporated into a patriarchal net of selfsurveillance. Sociologists who focus on ethnicity present a picture of society as
`racialized’ as operating with a scientifically discredited notion of race to justify the
exclusion and subordination of people of different skin colour or ethnic identity.
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A Simplified overview of the sociological Theories on Health
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dominant
economic and
political
structures
Thus there are competing models of society, harmonious or conflictual as a set of
structures `doing things’ or of individuals voluntarily complying with their social
role and of the sometimes complementary sometimes competing, role of class,
gender and ethnicity in structuring unequal health outcomes in society.

1.7

POLITICAL ECONOMY AND MARXIST APPROACHES

Researchers in the Materialist and Marxist traditions have produced one of the most
powerful sociological accounts of the production of disease and its social pattern of
distribution. Marxists argue that medicine serves a key function in capitalist
societies; it blames the victims of diseases, which are caused by the capitalists’
pursuit of profit for their own condition. The very way in which disease is treated is
itself one aspect of capitalist society. The medical profession acts as an agent of
social control of the working class. The medical profession is increasingly
individualizing and depoliticizing disease, and controlling access to the sick
certificate. High cost, technical `fixes’ are pursued, which do not heal people but do
produce enormous profits.
Medicine in capitalist society reflects the characteristics of capitalism: it is profit
oriented medicine. Technological medicine blames the victim, and reproduces the
class structure in terms of the people who become doctors (generally male, privately
educated upper middle classes) or nurses (generally lower middle class women).
Access to health services also reflects class inequality.

1.8

PARSONIAN SOCIOLOGY OF HEALTH

An alternative analysis of medicine is provided by Talcott Parsons. Parsons argued
those modern societies, while having a capitalist economy, have non-capitalist social
structures. He argues that medical profession is one such structure. Medical
professionals are motivated by factors other than making money, such as caring for
their parents. They perform a key non-economic function by acting in the interests
of the whole community, treating individuals specifically for their disease, without
passing judgment on them and utilizing the best of scientific knowledge.
At the same time, Parsons goes on to make the important point that medicine is a
major institution for controlling deviance in modern societies. It is not just a benign
institution based on scientific care, but acts to check the deviant tendencies of
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individuals, who otherwise might try to escape their social roles. Parsons argues that
the strains of modern life may be so great as to drive people into the sick role to
escape their normal responsibilities and this tendency needs to be checked.
Essentially, Parsons sees medicine as performing a social function that is beyond its
claim to be the purely scientific treatment of disease. Parson’s analysis shows how
the medical profession acts to control motivated deviance and provides an account of
illness as a response to social strain. Overall, Parson’s `consensus’ focus on modern
societies as stable and his picture of altruistic workings of the medical profession are
questionable ideas.

1.9

FEMINIST APPROACHES

Marxists overlooked the ways in which contemporary life is not always shaped by
economic factors alone; that Parsons does not go very far in documenting the
`strains’ of social life and that for all his interest in bodies, Foucault does not discuss
gender. Feminist sociology seeks to extend and develop especially Marxist and
Foucauldian sociology.
Feminists’ key argument is that the way in which we are socialized into masculine
and feminine social roles will have a determining effect on our health and illness.
They argue that medicine plays a vital role in enforcing conformity to these social
roles, and is especially targeted at women. This is because controlling women’s
ability to reproduce is central to a patriarchal society. It is no accident, the feminists
argue, that almost all the medical attention paid to women is around their
reproductive organs and their life cycle as it relates to their ability to have children.
In many cases, the diagnoses and treatment of women as diseased are no more than
thinly disguised social norms of women’s appropriate social roles, especially their
roles as mother.
Marxist feminists have argued that the origins of capitalism, patriarchy and medicine
are intertwined. The need to guarantee the legitimacy of offspring to allow for the
inheritance of capital meant that the medical profession played a crucial role in the
control of women. In contemporary capitalism, the profession performs the function
of legitimizing the domestic role of women in the `private’ sphere, converting into a
`fact’ of nature, women’s mothering and nurturing roles. It thus guarantees the
rearing and nurturing of the next generation of workers at minimum cost to
capitalists. It also makes women responsible for a larger part of the health care of the
unprofitable sectors of the population – the children and the aged.
Feminist reactions to the way in which medicine `medicalizes’ their bodies have
raised crucial issues at the centre of sociological explanations of disease. On the one
hand, to explain women’s experiences of a capitalist patriarchy it is how `disease’
provides them with an explanation of the way in which they are oppressed. For

9

example, arguing for the existence of premenstrual syndrome as a disease provides
an account of their stress that has a social legitimacy. On the other, to transform
their social experiences into a biological explanation leaves them powerless in the
face of male medical practitioners’ definitions of them as diseased.

1.10 SUBALTERN APPROACH
David Hardiman and other subaltern scholars propose a different approach to the
issue that focuses far more centrally on the relationship of power that run through
the whole field of medicine and therapeutics and its governance. They distinguish
between practice that is sanctioned and regulated by the state – whether it is biomedicine or AYUSH cluster and that which is not. This later on is defined as the
realm of subaltern therapeutics. They also consider the subaltern encounter with and
experiences of statist medicine (whether biomedicine or AYUSH) as integral to the
examination of medical subalternity.

1.11 LET US SUM UP
Diseases are socially produced and distributed – they are not just a part of nature or
biology. The key variables shaping the production and distribution of diseases are
class, gender and ethnicity and the ways in which professional groups define
conditions as diseases. Medical knowledge is not purely scientific, but shapes and is
shaped by the society in which it develops. Sociologists depending on their model of
society, develop different explanations of the social shaping and production of
disease. Marxists emphasize the role of class, feminists the role of patriarchy,
Foucauldians the way society is administered by professionals; and those focusing
on ethnicity, the impact of racism.

1.12 GLOSSARY
Feminist Approach:

Parsonian approach:

a way of looking at the social world through
the lens of gender inequality. The focus is on
male and female 'power.' Feminist theory
addresses the roles women have in society and
the ongoing battles women face. Most
importantly, this way of thinking about the
social world focuses on the rights of women,
including: economic, sexual, reproductive,
property, and voting rights.
This approach is provided by Talcott Parsons.
In Parsons's view, the primary task of
sociology is to develop a set of abstract
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Political-Economy Approach:

Subaltern Approach:

generalizing concepts capable of describing the
social system. These generalizing concepts are
to be judged through their rational coherence as
a basis for then making propositions about the
world.
Political economy is a study of philosophy and
ideology that studies the evolution of political
and economic ideas. Political economy profits
from the interdisciplinary application of
approaches and concepts that originated in the
study of politics, economics, sociology,
philosophy, and history.
The literal meaning of “Subaltern” is
“belonging to an inferior rank or position”. The
subaltern approach can be depicted through the
caste, race, occupation, class, age, color, and
many more factors
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INTRODUCTION

The debate between medical and non-medical, biological and social models of health
constitute the core theme in sociology of health. The question arises, whether the
division between biological and social represents a gap in scientific theory and
practice? At a broad level, sociologists are more concerned about culture while
biologists more of nature. This text `Debating Biology’ looks at the relationships
between biology & society in the arena of health and medicine. It discusses the
interplay between biological and social factors in the patterning of health, and also
addresses the relationships between biology, science & technology.
The Unit is divided into five parts excluding introduction. The first part covers the
theme `Theorizing Biology’. It is about rethinking biological and social relations
beyond mere constructionism. The second part is about `Structuring Biology’. It
focuses on the interplay between biological and social factors, thus patterning health
and illness based on factors such as class and ethnicity. The third part covers
`Embodying Biology’. It focuses on biological and social factors in a series of
corporeal agendas and health matters concerning sex and gender, childhood bodies,
body-building and steroids, etc. The fourth part covers the theme `Technologizing /
Medicalizing Biology’. It emphasizes the relation between biology, science and
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technology within and beyond medicine. The fifth part includes `Reclaiming
Biology - Bioethical and Bio-statistical Dilemmas of Health’.

2.2

LEARNING OBJECTIVES

After studying this Unit, you will be able to:
 analyze `debating biology – relation between medicine, health and society;
 explain how biology is as significant to sociological understanding and
society in biological analysis; and
 indicate how important are the debates and dialogues to overcome the
dualistic thinking.

2.3

WHY DEBATE BIOLOGY?

The question that arises quite often, whether, biology has been undermined in the
past or present in sociological theory. It is important to understand these debates on
medicine, health, and society in contemporary society and the challenges of 21st
century. Here effort is to analyze the distinction between human science and
biological science perspectives. Biology largely focuses on the processes internal to
bodies, while human sciences focused on behaviour and practices of human beings.
Non humans remain in the sphere of biological! There has been a division in nature
& culture, mind and body. As a result living processes called biological do not seem
to have in place in the study of human societies.

2.4

WHERE DOES SOCIOLOGY OF BODY STAND?

The basic theory on body refers to Decartes – soul, mind and body. Soul was
supposed to be the responsibility of the church while mind and body is cartesian
dualism i.e. body has nothing to do with the mind and they are two
compartmentalized. Descartes was determined to hold nothing as true until he had
established the grounds of evidence for accepting it as such. The single category to
be taken on faith, as it were was “I think, therefore I am”. Pain it seems, was either
physical or mental, biological or psycho-social - never both nor something not-quiteeither. Religion doesn’t make a distinction between the body and soul. It
experiences both in the same way. The body reality is produced through common
experience in dialectal way.
Biological considerations can be found references in classical sociological theory.
Starting from Marx’s deliberations on man as a “natural animal” to Parsons’s
theorizing of relations between biological, personality, social and cultural systems
and from Spencer’s organic analogies to Elias theory of ‘symbol emancipation” and
the “civilizing process”, the debates can be traced. Subsequently, the contemporary
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theorists such as Foucault traced the history of sexuality and the birth of the clinic to
the notion of modernity itself.
Yet, how do we invoke the biology and its significance in social theory? Biological
has it seemed as a foil for sociological imagination and at worst been dismissed and
denounced together. Either way, the biological has remained under-theorized, a
problem worsened today, in many respects, given the current tendency to reduce the
world to our social construction of it. Many reasons for sociological distrust/
sceptism of biological phenomenon need to be investigated. Biologism of recent past
including social Darwinism, eugenics & racial science, could be condemned
philosophically because they violated ethical distinction between facts & values.
Also scientifically, genetic differences on the distribution of mental and moral traits
among individuals & races appeared insignificant. And morally, cruelties committed
in the name of social protection strategies. For example, discrimination of ‘Blacks’
by ‘White’s.
Recourse to the biological led to legitimated inequalities and also restricted freedom.
So, why invoke biological? Our ancient hunting and gathering in the past is the
foundation of what we are today, and no amount of cultural changes can wipe that
away. Linked to growing fascination in genetics has resurfaced in the guise of
evolutionary psychology. But again, the dangers of ‘genes eye’ view of the world
which in the hands of evolutionary psychology reduces us to lumbering dispensable
machines in the service of our selfish genes has reached much discussion and debate
particularly when accompanied by faulty claims of victory on the social science
model.
So, what is needed is not the assimilation of sociology and biology or vice-versa but
a mutual dialogue. In that sense, the non-reductionist ways have to be developed to
go beyond dualism.
For example, Biologists find ways of speaking about living organisms and human
existence within sociological theory. Benton (1991) raised this issue by highlighting
both the urgency and desirability of a new alignment of the social within life
sciences. Dickens too seeks new ways in which evolutionary thought and social
theory can be combined, bringing together historical materialism and contemporary
biological aspects to create a Social Darwinism that fits 21st century. In the sense
combining consciousness affected by social existence with the biological existence
determining who is the ‘fit’ to live in the society. Some of the prominent examples
are mercy killing as well Nazis killing Jews saying that the groups in question have
inferior genetics.
Recent sociological theory explains bodies as both biological entities and socially
engaged actors. But of course there are also few critiques challenging dualisms on
the one hand and also ruling out bodies not as a matter of discussion at all on the
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other hand. The Sociology of body and emotions is moving towards integrated
phase of theorizing and also going beyond biological without leaving it altogether.
Critical Sociology is working towards a viable, non-reductionist ways that becomes
vital today!

2.5

BRIDGING THE BIOLOGY AND CULTURE GAP

The proposition that human culture (includes human social interaction, structures
and products of social organization) can exist separately from biological processes
also need examined. Some sociologists have sought to reclaim illness or disease as
a personal experience in a social contact. The body is envisioned as a socially
constructed place under siege from a biomedical description that threatens to
obliterate other perspectives. Comparative studies within and between societies have
found evidence that biological health and illness are associated with cultural
variables like gender relations or social value.
Biologists and Sociologists have joined together to oppose the theorizing of
evolutionary psychologists who deduce human acts such as rape and infidelity
evolved in our hunter-gatherer ancestors as adaptations to ensure species survival.
Then the more resistant individuals survived to produce more children that the less
resistant, passing on a genetic trait for infection. So, the population who could
survive the epidemics increased in each generation. Biological influences on the
current ethnic distribution have received little attention compared to the impact of
socioeconomic, cultural and political forces. Death rates from European infections
among the colonialists were relatively low because their populations had evolved
resistance after years of living with domestic species. But Americans who had rarely
kept animals had little way for infections to exchange for small pox, measles,
influenza, diphtheria, etc. which weakened them. This resistant gene which protected
the colonialists may hold the key to a genetic vaccine against HIV.
The emergence of HIV and dozens of other transported pathogens tells us that
cultural changes alters the course of biological evolution, and that the evolutionary
clock has not stopped ticking for us anymore than it has for other species. Then an
interesting fact is that humans owe their existence to the ancient fusion between
species. Additionally some of the genes controlling human embryonic development
have been acquired from DNA of viruses. Moreover; we cannot digest plants without
symbiotic bacteria in our guts. An Italian philosopher chemist tracks the periodic
table in a single carbon atom arriving on the earth as a meteor from a distant star,
after billions of years it is fused into skeletons of primitive sea creatures, sediment as
limestone and released into atmosphere by a blow of pickaxe, inhaled by a falcon,
exhaled to fall in rain onto a grapevine passes into a man as he drinks wine. So, it
makes little sense to think that human body as product of genes or cultures but rather
a Meta phenomenon emerging from the interaction between the two.
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Feminists have critiqued crude biological determinism which is contrary to the
possibilities of social change and advocated that gender was sexually and socially
constructed. Boudieu who discussed the acquisition of gender in early life, has been
criticized by feminists for binding sex and gender too tightly, of making them over
determined socially. Feminists argue that biomedicine as a practice and discourse
marginalizes women. Women’s bodies are understood largely within the template of
male bodies. They are defined in terms of reproductive systems. Feminists say that
exclusion disempowers women and sought to promote women’s knowledge of how
their bodies work as an act of empowerment. However, source of understanding of
how bodies work come from biomedicine itself which has been notoriously negative
in its descriptions of women’s biological processes. Menstruation and menopause are
determined as deficiencies. Instead of skewing deterministic accounts, other factors
influencing behaviour should also be examined. For example, Women’s literature
also focuses on the impact of environmental toxins on fertility.

2.6

MULTI-DISCIPLINARY RESEARCH AND APPROACHES
IN SOCIOLOGY OF HEALTH

If you take Juvenile Batten’s disease, it requires the multi-dimensional approach.
Technically speaking, the clinical profile of the genetic disorder is important in
defining this particular disease. There are 5 stages in the development of these
diseases. In the first stage, there is visual impairment. In the second stage, we see
seizures accompanied by irritability, lack of control of emotions and sluttering
speech. In the third stage, there is gradual intellectual and memory deterioration
accompanied by cerebral ataxia and intention tremors. Severe Dementia-extremely
difficult speech is found in the fourth stage. And in final stage, the patient becomes
bed-ridden, blind and speechless.
After 10 to 15 years of onset of the disease, the patient dies. Diagnosis of the disease
is very difficult due to the slow progress of symptoms. There is no treatment to
reverse the course of the disease, but only the symptoms are to be controlled. The
whole lot of general physicians, physiotherapists, ophthalmologists, speech
therapists, rehabilitation workers, counselors and the family are involved. Disability
is not a product of only impaired body or only socially oppressed structure of
society. Rather, interplay between biological reality of physical impairment,
structural conditioning and sociocultural interaction leading to structural
reproduction. In case of Juvenile Batten disease such a position permits
acknowledgement of both unyielding physicality of multiple disabilities and which
invade all aspects of lives of affected children and their families and also social
implications of living with uncertainty, angst, family adjustment, stigma etc.
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2.6.1 Inequality Studies
Even in case of inequality studies, the term `biological’ is an awkward topic and
largely avoided. Problems of class and biology also depend upon how inequality is
defined, whether in terms of difference between the top and bottom in social scale,
the middle and working class or in terms of a fine-grained gradient of health
inequality. The contemporary model of inequality creates a paradox for examining
the social class differences in health and biological intent of a materialistic view.
Medical Sociology has traditionally distanced itself from the body by disease/illness
distinction: Disease and mortality rates studied in the epistemology of health
inequalities, belong to the medical mode while illness still located in the body is
somewhat less clearly associated with social class-considered in terms of
construction and perceptions. One of these concerns was the cultural consumption
and the body. Erving Goffman had noted that symbols of class status are anchored
in the body through dress, gesture, deployment, speech etc which constitute social
style. According to Bourdieu, class-related bodies are formed within habitus and
taste, bodily forms become more or less prestigious, and class culture which is
turned into nature helps shape class bodies. Following Bourdieu, this has been
elaborated into a popular theme, analyzing structural forms of stratification, or the
way in which lifestyle shapes diet or activities such as sport are used to indicate
social distinction. And cultural view emphasizes attitudinal differences between
middle class and working class in terms of one’s own bodies.
Working class gives less importance to fitness, a more ready acceptance of the
inevitability of the decline. While the middle class belief in terms of positive fitness,
in caring for the body is actually a contributory cause of better health. So, culture is
relevant to both experiences of inequality. At the beginning of life mechanisms those
processes involved are clearly biological: events during gestation as indicated by
birth-weight, and infancy, have been related to several chronic diseases in later life
example diabetes, cardiovascular disease and obstructive lung disease etc. Adequate
nutrition is important for life expectancy to increase and development of brain and
organ systems. Low birth weight and infant growth act as markers for other causal
factors such as social circumstances of family and birth with some influence on
likelihood of a disadvantaged life.
Tarlov calls this the socio-biological transition: the way in which social
characteristics are perceived, processed into biological signals and converted into a
disease. Wilkinson says, “Psychosocial pathways provide the link between
socioeconomic circumstances and health”. The biology of chronic stress provides
knowledge of risk factors for adverse physiological changes. These include low
status, lack of control, and insecurity in work, housing and income. Income
inequality undermines social cohesion and harms psychosocial health at individual
level. Hierarchies of dominance in an unequal society create behavioral responses
which include discrimination and prejudice, conflict and social tension. Of late,
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there has been a new term which has come into existence in recent times in health
literature. It is Health Capital-which is bodily currency including strength fitness,
immune status, inherited tendencies, developmental spirits and hiccups, physical
damage, and vulnerability. Investment at birth and infancy is important for a
healthier life. Health capital can also be depleted due to stress, smoking, unwise
eating, childbearing among women, by environmental damage, by disease,
accidental infection and aging. Lastly, there is an influence on health due to
temporal movement of social history. For example, during epidemics and economic
depression, there have been pre and post-natal affects.

2.6.2 Sex and Gender
Sex is treated as a biological difference and Gender as a cultural difference. But
Patriarchy treats both as one and the same. Gender follows directly on from sex, and
women’s inferiority is a natural product of her inferior biological set-up. By breaking
the connection between sex and gender, feminists were able to argue that women’s
poor health is the result of social oppression, not biological inferiority. Moi says
“When Social gender becomes the variable, Biological sex becomes the essence,
immobile, stable, coherent, fixed, pre-discursive, natural and ahistorical, the mere
surface on which the script of gender is written”. Social scientists and biologists
stress ‘openness’ as a counter to biological determinism. Linda Birke envisages
organisms as self-actualizing agents. Individuals literally not only respond but make
the environment. Human development is not only related with genes but also social,
physical factors. Coming back to sex and gender issue, there are two systems in
which sex and gender took forms.
In the old system, these were same with stereotypical images. But in the new system,
according to conservatives, men started behaving like men and women started
behaving like men. According to Hennessy, “Due to revolutionary effects of
commodity capitalism which is breaking down oppressive and brutally constraining
structures and ways of life”, women have become active than passive, outspoken and
aggressive socially, self-seeking in her own pleasures. Cluster of images come
together in a woman who accentuates her biological sex, yet acts like a traditional
man, with all negative implications for her health, such as rise in cigarette smoking
and alcohol consumption. Then there is the multibillion dollar industry enchasing on
this male and female (in) securities of body image. For example earlier there was
only fair and lovely for women. Today we have Fair and handsome for men.
Immutable in the old single system the reproductive body is no longer unequivocally
sexed. Example- Sex reassignment surgery. Even changes in traditional health
profile in case of men and women. Lung cancer which was once the province of men
is affecting women also. And melanoma, a skin inflammation which was women’s
paradigm is now seen in men also. Finally, fertility control (contraception,
terminating methods) have changed employment aspirations and all aspects of
gender relations.
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2.6.3 Relation between Biological and Social – Childhood
Dualism exists in the conceptualization of children as ‘incomplete beings’ in the
process of becoming complete adults. Hobbes spoke of evil child, Locke spoke of
innocent child and Freud of course talked about unconscious child. Developmental
Psychology calls it a naturally developing child, which invokes an unholy alliance
between human science and human nature. It has colonized childhood in a pact with
medicine, education and government agencies. First that children are natural than
social phenomena and secondly that part of this naturalness comes from the
experience of being a child. The commonplace experience of having and relating to
children - the belief in the inevitability and even good of their maturation comes
from a combination of post-Darwinian developmental cultural aspirations which
conflates with these and the post-enlightenment confusion of growth and progress.
Piaget says that ‘the child receives the instruments necessary to extend the rational
construction prepared during the first two years of life. And then expands it into a
system of logical relationships and adequate representations. The child’s journey into
an ordered, structured and controlled universe which is at once substantial and
spatial, causal and temporal is important transition. On the other hand, Social
constructionists have done most to distance themselves from these naturalized
assumptions crediting the social side of the balance sheet. Elias work is a starting
point to a more satisfactory resolution to biology-society relations in childhood.
Elias’s insights from her study particularly about the “civilizing process”, highlights
the socialization, rationalization and individualization of bodies but also bring
biological and social factors together. Despite the inescapable fact that bodies are
biological, Elias argues that evolution has nonetheless equipped them with higher
order capacities such as speech and thought which in contrast to all the other species
and earlier times, release them for the necessity of further biological change. More
specifically, it is the biological capacity of human beings for learning which has
emancipated them from dependence upon biological change: something he refers to
as symbol emancipation.
The extraordinary capacity of human beings for learning their unique capabilities for
synthesis and their ability to transmit accumulated stock of knowledge from
generation to generation via symbols, it is claimed, makes possible rapid
differentiation and adaptation to new circumstances independently of further
biological change. Elias socio-genetic ground rule is that the individual in his short
history passes once more through some of the processes that his society has traversed
in its long history. Then Mayall says that Adults civilize children into social moral
order. They also regulate children bodies and minds with respect to specific agendas
such as school curriculum and propose certain kind of bodily shapes and activities to
fit socially sanctioned shapes and skills. These three kinds of activities on the bodycivilizing, regulating and constructing she says constitute interlinked themes in adult
behaviour and child’s experience.
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Within the health care arena of home for example mothers understanding of the
interlinkages between emotive, cognitive and bodily issues contrasts with school
adults’ dealing with these issues.
Children therefore are likely to feel more
comfortable in their bodies at home than in school. Civilizing children falls within
the home arena and regulating bodies falls more within the domain of the school. Of
course, it is supported through various pedagogical rationales and legitimated as a
service to society in general.
Cross-cutting these themes, third one pertaining to construction of children’s own
bodies and the embodied identities, takes place both in adult-child negotiations and
participation in various groups. Stressing on the hybrid nature of the world, life can
be understood as inescapably impure. Children in this respect return to the notion of
unfinished bodies which in turn gives rise to reductionist notions of purely biological
or purely social kind.

2.6.4 Sleep Dilemmas
Generally, eight hours of sleep is recommended but according to Merleau Ponty, the
social theorist, the minute when sleep descends us is not known or very difficult to
know. Sleep involves rich patterns of movements from alpha to beta to delta to rapid
eye movements. Sleep usually has restorative, conservative and body-building
functions. But long periods of sleep deprivation leads to impairment in analytical
abilities, memory, perpetual and motor skills. This is biological effect. But when,
where and how we sleep is related to social scheduling and management in our
working lives. We might sleep if we are not well and also when boredom comes in.
Insomnia is sleeplessness. It may be due to ill health or stress associated with various
social circumstances. There are drugs to cure insomnia. As for death and dying, there
is link between them. For example, In case of cancer, the disease may be biological
but the social circumstances in a hospice or at home might help a lot in curing the
illness or increase lifespan. And social death occurs before biological death. Social
death is equated with dying. For example, in case of a HIV patient, the social stigma
attached to it might lead to discrimination of him or her by the society which will
result in their dying every day before the death of their biological body.
Then the multiple relations between biology, science and technology, within and
beyond medicine get manifested when one looks at the debates surrounding
(selective) childbirth and human reproduction in India. Similarly, in terms of the
new genetic and disabled people; the biostatisticians and biosocial dilemmas of
hormone replacement therapy (HRT); cosmetic surgery/breast enhancement
transplants and the bio-chemical self in the era of Prozac. How medical and
technological intervention on women’s bodies result in undesirable and fatalistic
social condition for women. Research studies tend to undermine the way in which
women actively participate in biomedical and biologically transforming projects that
alter their own lives. For example;- Amniocentesis is a surgical procedure that
20

involves inserting a needle into the abdomen, withdrawing fluid from the amniotic
sac of pregnant women, and analyzing the chromosomal material and is often used in
screening for sex-linked diseases, such as Sickle-cell or thalassemia. Amniocentesis
does not determine the sex of the foetus; instead, the testing provides data which
trained medical staff can use to predict the sex. This procedure, which is usually
conducted in the second trimester, raises a number of potential health concerns
including infection from the minor surgical procedure, damage to the foetus and
abortion is sought, a physically painful one due to the development of the foetus. In
1988 the state of Maharashtra legislated against sex determination test and
subsequently, in 1994, the prenatal Diagnostics Techniques Act was passed for the
whole of India.
By the late 1980s and early 1990s, feminist and other people’s health movements
demanded strict regulation of the sex selection tests. Within the academic domain,
researchers critiques Sex Determination Test (SDT) and Sex Selective Abortion
(SSA), arguing that they impose patriarchal social values in objectifying the
motherhood. The researchers are critical of practice that reinforce women’s
‘procreative role’ where, by ‘producing a child, the credentials of the man and more
so of the women, are established. Feminist scholars blame both the family and
medicine as oppressive institutions, stating that ‘it is the blatant unconstitutional and
discriminatory attitude against women held by “techodos” disregarding medical
ethics; and using technologies which are principally meant for the detection of
genetic disorders, etc (See Lakshmi Lingam,).
These debates and themes in turn provide a broader agenda in terms of bioethics /
bio-political agendas. However it touches upon the boundaries of bioethics, realist
reflection on the relationship between biology, vulnerability and politics. The red
and green agendas of ecology and health finally lead to the search for an ‘alternative’
metaphysics of relations and translation between the biology and social world. A
mobilization around the (bio) politics and (bio) ethic of health, as this book testifies
is significant in terms of human rights discourse as well. A reaffirmation of our
ecological relations and responsibilities to the world around us, and a commitment to
‘alternative’ vision take us beyond the limits of reductionism and dualism.

2.7

LET US SUM UP

This Unit attempts to bring together the perspectives of social sciences and
biological sciences together. The book suggests a way forward in engaging with the
health issues in a non-dualistic and non-reductionist methods. The book looks at the
ways of overcoming Cartesian dualism of body and mind. Body acts as much as
thinks. There are many different ways of experiencing the body. Culture lies where
people experience bodies. Creation of one’s own body is the ground for culture.
One of the important aspects that are offered in the book is that body is a boundary
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object between medicine and social science.

2.8

GLOSSARY

Culture Gap:

A culture gap is any systematic difference between two
cultures which hinders mutual understanding or relations.
Such differences include the values, behavior, education, and
customs of the respective cultures.

Gender:

It is the range of characteristics pertaining to, and
differentiating between, masculinity and femininity.

Sex:

It refers to the biological differences between males and
females.
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INTRODUCTION

The Birth of the Clinic: An Archeology of Medical Perception’ has been written by
Michel Foucault. He was influenced by Jean Paul Sartre from where he developed
views against the bourgeois society and culture and empathy for groups at the
margins of the bourgeoisie society (artists, homosexuals, prisoners, etc.).This book
places medical discourses in a wider framework of concern i.e. with the health of the
population, movements of medical reforms and training of medical doctors. Along
with the category of disease, Foucault was concerned with the way medicine got
professionalized in 19th Century.

3.2

LEARNING OBJECTIVES

After reading this Unit, you will be able to:
 explain a classical text `birth of the clinic’;
 explain the relation between medical science and knowledge production
within Foucauldian perspective;
 understand the concept of `power’ that exists between doctors and patients.
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3.3

MICHEL FOUCAULT (1926-1984): AN INTRODUCTION

Michel Foucault (15 October 1926 – 25 June 1984), was a French philosopher,
sociologist, and historian and was best known for his critical studies of social
institutions. His interests ranged from psychiatry, medicine, the human sciences, and
the prison system, as well as the history of human sexuality. His work on power and
the relationship among power, knowledge, and discourse has been widely discussed.
In the 1960s Foucault was associated with Structuralism, a movement from which he
distanced himself later. Foucault also rejected the post-structuralist and
postmodernist labels to which he was often later attributed, preferring to classify his
thought as a critical history of modernity rooted in Kant. Foucault is particularly
influenced by the work of Nietzsche; his "genealogy of knowledge" is a direct
allusion to Nietzsche's genealogy of morals.

3.4

THE 18TH AND 19TH CENTURY MEDICINE

It is important to determine how and in what manner the various forms of medical
knowledge pertained to the positive notions of `health’ and `normality’. Generally
speaking, it might be said that up to the end of the 18th century medicine related
much more to health than to normality; it did not begin by analyzing a `regular’
functioning of the organism and go on to seek where it had deviated, what it was
disturbed by, and how it could be brought back into normal working order. It
referred, rather, to qualities of vigour, suppleness, and fluidity, which were lost in
illness and which it was the task of medicine to restore. To this extent, medical
practice could accord an important place to regimen and diet, in short to a whole rule
of life and nutrition that the subject imposed upon himself. This privileged relation
between medicine and health involved the possibility of being one’s own physician.
Nineteenth century medicine, on the other hand, was regulated more in accordance
with normality than with health. 19th C medicine formed its concepts and prescribed
its interventions in relation to a standard of functioning and organic structure, and
physiological knowledge – once marginal and purely theoretical knowledge for the
doctor – was to become established at the centre of all medical reflexion.
According to strong constructionist perspective, biomedicine represents a discourse
of normality and abnormality, a discourse of knowledge and power, used to govern
individuals and their bodies through everyday practices that reflect a culturally
specific view of human subjectivity. In the post-modern period, power is organized
through biosocial discourses.
Physician’s power to diagnose abnormalities, (physical) has been highlighted.
Within a Foucauldian framework, the doctor-patient interaction would be an
example of how “bio power” operates. Several cases illustrates the way physician
uses his biomedical power to change how a patient should see himself in order to
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make him govern himself. The physician, however, sees himself as operating within
a framework in which a principle of benevolence helps him legitimize his
performance. In fact, Susan Sontag (1990) argues that even using metaphors one
attains power.

3.5

SEEING, LISTENING AND TOUCHING TOGETHER
COMPRISE THE MEDICAL GAZE OF AN 18TH
CENTURY DOCTOR

Every medical case that was classificatory in nature was considered to be unique
whereby the patient was never struck by a disease in its ideal form. However, today
in the new era of clinical medicine diseases no longer continue to be a collectivity of
visible symptoms that is the ideal form of the disease became no more than a
statistical regularity in observing the cases.
The historians of medicine according to Foucault rightly pointed out the importance
of dissecting corpses as an essential ingredient of modern medicine. However, like
the clinic, dissecting corpses was never a novelty and moreover like the clinic it
remained marginal to the eighteenth century medicine. They believed that the neglect
of human anatomy was due to a certain kind of a religious taboo on opening dead
bodies and the difficulties which anatomists had in procuring corpses. Foucault
draws attention to certain well known facts on this ground. During the 18th century,
a large number of European hospitals had dissection rooms that were well used. In
France also, dissection was given a legal backing until the revolution.
Given the fundamental discord between the study of symptoms of the living and
investigations of the dissected corpse, Foucault’s argument was there has to be a
mutual realignment between the two for medicine to emerge in the modern form.
Finally along with the conception of disease, death too had undergone a change.
Foucault argues that life, death and diseases formed a technical trinity where death
accounts for a kind of a summit for it was from the vantage point of the corpse that
the phenomena of life and disease were to be examined. Many of these hospitals are
nothing more than `temples of death’, will have one sick man or woman, removed
from the familiar surroundings of his home and family.

3.6

CONVERGENCE BETWEEN POLITICAL IDEOLOGY
AND MEDICAL TECHNOLOGY

There is a spontaneous and deeply rooted convergence between the requirements of
political ideology and those of medical technology. In a concerted effort, doctors
and statesmen demand, in a different vocabulary but for essentially identical reasons,
the suppression of every obstacle to the constitution of this new space called
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hospital.
Hospitals alter the specific laws governing disease which disturb those rigorous laws
that define the relations between property and wealth, poverty and work. The gaze is
not faithful to truth nor subject to it, without asserting, at the same time, a supreme
mastery: the gaze that sees is a gaze that dominates; and it also knows how to subject
itself, it dominates its masters.
The comite de medicitedelassembleenationalein France was under the influence of
both economists and doctors who believed that the only possible locus for recovering
from disease was the natural environment of social life, i.e. the family. There the
cost of sickness to the nation was reduced to a minimum, and the risk of the disease
leading to artificial complications, spreading of its own accord and assuming, as in
hospitals, the aberrant form of a disease of the disease was avoided. In the family,
the disease was in a state of `nature’ that is in accord with its own nature and freely
exposed to the regenerative forces of nature.
No doubt there are sick persons who have no family, and others who are so poor that
they live `cooped up in attics’. For these, `communal houses for the sick’ must be
set up that would function as family substitutes and spread, in the form of
reciprocity, the gaze of compassion; in this way, the poor would find `in companions
of their own kind naturally sympathetic creatures who are at least not entirely
strangers to them’. Thus disease would everywhere find its natural, or almost
natural, locale, where it would be free to follow its own course and to abolish itself
in its truth.
If the family was bound to the unfortunate individual by the natural duty of
compassion, the nation was bound to him by the social, collective duty to provide
assistance. Hospital foundations represented an immobilization of wealth, and, by
their very inertia, created poverty; these must disappear, but they must be replaced
by constantly available fund capable of providing help; the state must therefore
divert to its own use the wealth of the hospitals and then combine it into a common
fund.
The project failed on account of two technical problems: The first that of the
diversion of hospital funds is political and economic in nature. The second is
medical in nature and concerns complex or contagious diseases. The legislative
assembly went back on the principle of the nationalization of hospital capital; it
preferred simply to divert its revenue into an assistance fund.
The abolition of the hospitals was demanded by the Mountain, the extremist party,
who regarded them as an institutionalization of poverty and who believed that one of
the tasks of the Revolution must be to make them unnecessary. With the victory of
the Mountain, the idea of an organization of public assistance by the state and of a
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complementary abolition of the hospitals, over a fairly long period of time, was
accepted. The constitution proclaimed in its declaration of rights that `public
assistance is a sacred debt’. Provision was made for `houses of health’ only for the
`sick who have no home or who cannot receive help there’.
Thus, the great de-hospitalization of disease and poverty began to be brought about:
poverty is an economic fact for which assistance must be given while it exists;
disease is an individual accident that the family must respond to by ensuring that the
victim has the necessary care. The hospital is an anachronistic solution that does not
respond to the real needs of the poor and that stigmatizes the sick in a state of
penury. A man is made neither for a trade, nor for a hospital, not for a poorhouse:
such a prospect is terrible.
By making a kind of medical tour of France, the future of doctors would acquire the
most varied experience, learn to recognize the diseases peculiar to each climate, and
learn what methods were most successful in the treatment of each illness.
In the beginning of 18th century, it was then a matter of struggling against
charlatans, quacks, and `unqualified’ and incapable persons practicing medicine.
Among the `reformists’, one constantly encounters the idea that local interests must
be abolished, together with the smaller, moribund faculties, in which an inadequate
number of professors, all incompetent, distribute or sell degrees and other
qualifications. A small number of faculties would offer chairs throughout the
country that would be filled by the best candidates; they would train doctors whose
quality would be undisputed; the double check of the state and public opinion would
thus favour the development of a body of medical knowledge and a medical
consciousness that would at last be adequate to the nation’s needs.
A practical training was curiously independent of the theoretical teaching was
provided by the university was proposed. Whereas, medicine already possessed
concepts that enabled it to define the unity of clinical teaching, the theoreticians
failed to propose an institutional version of it: practical training was not simply the
application of abstract knowledge; nor could it be the key to this knowledge, because
in fact, this practical teaching still concealed the technological structure of a
medicine of the social group, whereas the university training was inseparable from a
medicine that was so closely related to theory of species.
The liberals like Durand Maillane, Daunou, Fourcroy advocated: `no examinations
and no qualifications other than age, experience, and the respect of the citizens;
whoever wished to teach mathematics, the fine arts, or medicine had only to obtain
from his municipality a certificate of integrity and good citizenship: if need be, and if
he deserved it, he might also get the local authorities to lend him the materials
needed for teaching or experimentation. Fourcroy proposed that after 25 years of
teaching, masters should like so many Socrates recognized at last by a better Athens,
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be housed and fed throughout their long old age.
What one did not know was how to express in words what one knew to be given
only to the gaze. The visible was neither Dicible nor Discible.
It is often thought that the clinic originated in that free garden where, by common
consent, doctor and patient met, where observation took place, innocent of theories,
by the unaided brightness of the gaze, where, from master to disciple, experience
was transmitted beneath the level of words.

3.7

A SHIFT TOWARDS DE-HOSPITALIZATION

Throughout the 18th century, these hospitals were considered as ‘temples of death’
and a source of all kinds of diseases with a special reference to what he calls the
‘prison fever’. The hospitals were a part of modernity that were integrally linked to
the bureaucratic and an oppressive structure because of which Foucault terms these
fevers caused by infections as prison fevers, where he refers to these hospitals as
prisons. Foucault however stated that isolating the patient from his own environment
did not have any medical value excepting in the case of a contagious disease. Thus,
even the doctors of the 18th century did not regard hospitals as an ideal place for
studying and observing diseases. They believed that the hospitals did nothing but
complicate the diseases. Hospitals thereby had to be first medicalized and only then
they could become sites of studying medical disorders.
Medicalization involved a new architecture for hospitals with separation of inmates
dealing with measures of hygiene within the hospitals themselves. Gradually,
hospitals came under a social critique and economic critique from all quarters:
Social scientists singled out the way of financing hospitals. They analyzed that these
hospitals were either financed privately or through government means of land,
capital etc. Gradually, over the years these hospitals accumulated large amounts of
land and capital. But, there wasn’t an efficient distribution of resources in terms of
health services because of the spatial distribution of resources were based on past
benefactions rather than to the current distribution of the population in need.
Consequently, some hospitals had more than the needed while the rest could not
even provide basic assistance.
Indoor relief by the hospitals perpetuated destitution by withdrawing the poor from
the economic activities they were involved with. Their families thus became
dependent upon the state. All this led to the complete abolition of hospitals. Foucault
points out however that this project of de-hospitalization comes up with two
problems-
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What could be done with those patients who suffered infectious and contagious
diseases? How to use the resources efficiently that were given to these hospitals?
At this stage Foucault makes another important observation where he states that
Comite De Mendicite’s recommendation for the abolition of hospitals did not exactly
mean that the maintenance of health should be a private affair. In fact, the need of
the hour was to establish something that would bring about a newer framework of
medical assistance which could be a little more liberal. For instance, treating the
patients in their homes by assisting the families
Assets of the hospital were now nationalized. A kind of a familial relationship was
being modeled for organizing medical care and assistance in the name of hospitalsSecours a Domicile. But what could be seen was that taking France into
consideration in its given context; it was difficult to give medical aid from homes
especially to the wounded soldiers of the revolution.

3.8

MEDICAL PERCEPTION IN THE 19TH CENTURY

Modern medicine has fixed its own date of birth as being in the last years of the 18th
century. It identifies the origin of its positivity with a return – over and above all
theory to the modest but effecting level of the perceived. Nonetheless the
rejuvenation of medical perception, the way colours and things came to life under the
illuminating gaze of the first clinicians is no mere myth. At the beginning of the
19th century, doctors described what for centuries had remained below the threshold
of the visible and the expressible, but this did not mean that, after over-indulging in
speculation, they had begun to perceive once again, or that they listened to reason
rather than to imagination; it meant that the relation between the visible and invisible
– which is necessary to all concrete knowledge – changed its structure, revealing
through gaze and language what had previously been below and beyond their
domain. A new alliance was forged between words and things, enabling one to see
and to say.
Medical rationality plunges into the marvelous density of perception, offering the
grain of things as the first face of truth, with their colours, their spots, their hardness,
their adherence. For Descartes and Malebranche, to see was to perceive (even in the
most concrete kinds of experience, such as Descarte’s practice of anatomy, or
Malebranche’s microscopic observations); but, without stripping perception of its
sensitive body, it was a matter of rendering it transparent for the exercise of the
mind.
Miracles are not so easy to come by: the mutation that made it possible – and which
continues to do so every day – for the patient’s bed to become a field of scientific
investigation and discourse is not the sudden explosive mixture of an old practice
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and an even older logic, or that of a body of knowledge and some strange, sensorial
element of `touch’, `glance’, or `flair’. Medicine made its appearance as a clinical
science in conditions which define, together with its historical possibility, the
domain of its experience and the structure of its rationality.
Medical experience – before the great discoveries of the 19th century, it had changed
its materials more than its systematic form. The clinic is both a new `carving up’ of
things and the principle of their verbalization in a form which we have been
accustomed to recognizing as the language of `positive science’.
To anyone wishing to draw up an inventory of its themes, the idea of the clinic
would undoubtedly seem to be imbued with rather vague values; insipid figures
would probably take shape, such as the strange effect of disease on the patient, the
diversity of individual temperaments, the probability of pathological evolution, the
need for sharp perception. Nonetheless, the clinic appears – in terms of the doctor’s
experience – as a new outline of the perceptible and stable: a new distribution of the
discrete elements of corporal space (for example, the isolation of tissue); a
reorganization of the elements that make up the pathological phenomenon (a
grammar of signs has replaced a botany of symptoms); a welding of the disease onto
the organism (the disappearance of the general morbid entities that grouped
symptoms together in a single logical figure, and their replacement by a local status
that situates the being of the disease with its causes and effects in a threedimensional space). The appearance of the clinic as a historical fact must be
identified with the system of these reorganisations.
This new structure is indicated: `what is the matter with you?’, with which the 18th
century dialogue between doctor and patient began (a dialogue possessing its own
grammar and style), was replaced by that other question: `where does it hurt?’ in
which we recognise the operation of the clinic and the principle of its entire
discourse. From then on, the whole relationship of signifier to signified, at every
level of medical experience, is redistributed: between the symptoms that signify and
the disease that is signified, between the description and what is described, between
the event and what it prognosticates, between the lesion and the pain that it indicates,
etc.
The clinic – constantly praised for its empiricism, owes its real importance to the fact
that it is a reorganisation in depth, not only of medical discourse, but of the very
possibility of a discourse about disease. The restraint of clinical discourse (its
rejection of theory, its abandonment of systems, its lack of philosophy; all so proudly
proclaimed by doctors) reflects the non-verbal conditions on the basis of which it can
speak: the common structure that carves up and articulates what is seen and what is
said.
There was a reorganization of hospitals. A new institution in the name of a clinichad
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to be built. The clinic then was politically observed as a site of learning and teaching.
It was seen that the right to practice medicine was to be restricted to those with
appropriate qualification under pain of fine and imprisonment. The medical
profession itself was to be recast that destroyed the bureaucratic structure that existed
between physicians (trained in faculties) and surgeons (often with no medical
training). They were now replaced with a division between officers of health and
doctors. Foucault notes that the pedagogic reform did not emphasize clinical
experience at the expense of theoretical training rather it balanced its emphasis on
clinical experience with a broad theoretical training.
Although the clinic was adopted as a replacement for the old medical institutions, it
was something as Foucault points out certainly not new by the end of the 18th
century. The famous Leyden clinic was established in 1658. In 1770, a group of
doctors had set up a private clinic as a result of opposing the faculte and the medical
professionals in general. One of the first clinics was established in France in military
hospitals known as the Protoclinics. The central feature of the clinical medicine was
that it began to align the teaching and learning of the teaching of medicine along
with the patient’s treatment. The clinic privileged the doctor’s gaze as the foundation
of any medical knowledge. He believed that the patient’s bedside has always been
the site for medical learning. This process of learning led to:
Change in the postulated relationship between symptoms and diseases along with the
changing temperaments. Closer integration between patient’s symptoms and
anatomy took place and also the shift of anatomy’s focus from organs to tissues. For
Foucault, seeing is a variable because it involves not only a mere variable in the
restricted sense of the term but also in the subject and object of vision (which are not
pre-given but constituted by the very activity of seeing itself). Here, a kind of a
power relation is shared because one who is seeing is a member of a particular
reference and the entry into that domain is restricted; one has to be competent
enough and qualified for it. Modern medicine is thus established on a theoretical
framework of perception. Thus what is to be counted as symptom or a how a disease
should be appropriated is a matter of seeing.
`Birth of the Clinic’ also entails the author’s concern towards a link between disease
and symptoms wherein he discusses three postulates. A disease is nothing but a
collection of symptoms. It is the trained gaze of a doctor which turns symptoms to
signs. The disease finally lends itself to a complete description. Doctors during this
period carried an idea that “every disease contains an essence. The general
assumption was that not only was the essence of the disease distinct from its
symptoms but the disease was quite exhaustive by its manifest symptoms.”
1. To begin with, the first postulate stated that symptoms not merely indicated
the disease to a trained observer but constituted the disease in its entirety. A
disease was to be no more than the name for its symptoms. The symptoms
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were like alphabets and the disease constituted a word. Thus in the initial
stage the new clinical discourse went almost as far as identifying the disease
with the symptoms exhibited by the patient alone. However later in medicine
there was a transformation which was to make the dissected corpse an
extension of the patient’s body.
2. The second postulate deals with the task of clinical analysis, the underlying
fact remains that the symptoms alone do not announce diseases. They are
accounted for as certain intelligible signs through a series of observations by
the trained observer. This would mainly include the charting out of the time
profile of the appearance and disappearance of symptoms and establishing
links between surface symptoms that patient’s exhibit and what is later found
in a dissected body.
3. The third postulate was that the apprehension of disease was no more than
describing in words what a trained observer saw. The new emphasis on
description was linked to the first postulate and is based on two basic themes
of the enlightenment philosophy. First, the reality to be described is always
visible and therefore merely needs to be apprehended; and secondly, the
reality and language are structured alike. Thus, in the new clinical discourse
describing was not bringing to light the invisible but bringing correspondence
between two structures.
From the late 18th century, the doctors thus started relying on the trained gazeas the
source of medical knowledge though the knowledge of medicine was the knowledge
of uncertain. The place of the subject of vision does not admit free entry; it is
restricted to the qualified and the competent. Under the influence of the concept of
analysis in the Enlightenment philosophy, uncertainty, rather than being a measure
of the unknowable, became an area of application that was susceptible to precise
measurement. Therefore, a kind of probabilistic reasoning found its way into modern
medicine which led to the reevaluation of hospitals as sights of observation. By
bringing together a large number of cases, hospitals furnished an inexhaustible
diverse pathological phenomenon that acted as the major source of knowledge.
With the introduction of new empiricism and probabilistic reasoning in medicine,
Foucault points out the difference between natural and unnatural domain that became
irrelevant. For a clinical analysis based on probabilistic reasoning what was needed
was consistency and regularity in the conditions in which patients were observed and
these conditions were more easily available in hospitals and in homes. The general
argument is that the new clinical discourse swept away the epistemological obstacle
in the way of the use of hospitals as sights of learning. The medical regulation of
hospitals now became important and a two way connection between hospitals began
to be forged. Foucault sees the modern clinic as the embodiment of a two-way link
whereby medicines valorized hospitals and hospitals furnished medicines.
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3.9

CLINICAL GAZE

Clinical medicine became simply the examination of an individual. They would
begin by questioning him as to his country of origin, the constitutions that are
common there, his profession, his previous illnesses, the way in which his present
illness began, the remedies already taken; they would investigate his vital functions
(breathing, pulse, temperature), his natural functions (senses, faculties, sleep, pain);
they would also have to `palpate the abdomen in order to ascertain the state of his
viscera’. But what are they looking for, and what hermeneutic principle should
guide them in their examination? What are the relations set up between the
phenomena observed, the antecedences ascertained, the disorders and deficiencies
noted? Nothing more than seeing will enable one to name the disease. Once the
designation has been carried out, it will be an easy matter to deduce the causes, the
prognosis, and the indications, by asking oneself: what is wrong with this patient?
What is to be put right?
In other words, the gaze that traverses a sick body attains the truth that it seeks only
by passing through the dogmatic stage of the name, in which a double truth is
contained: the hidden, but already present truth of the disease and the enclosed truth
that is clearly deducible from the outcome and from the means. So it is not the gaze
itself that has the power of analysis and synthesis, but the synthetic truth of language,
which is added from the outside, as a reward for the vigilant gaze of the student. In
this clinical method, in which the density of the perceived hides only the imperious
and laconic truth that names it is a question not of an examination, but of
deciphering. The professor indicates to his pupils the order in which objects must be
observed in order to be seen and remembered more easily. In no sense was the clinic
to discover by means of the gaze; it merely duplicated the art of demonstrating by
showing.
Foucault makes a very important observation here when he states that medicine of
social spaces isn’t medical in the true sense of the term but it deals with housing
regulations, sale, consumption of food and medicines, prescriptions for child rearing,
that is everything that entails an administrative management of daily life. These are
nothing but a certain modality of exercising power over the individual, which aided
in disciplining the body not under a certain authority but a diffused power position (a
poststructuralist standpoint). Therefore under this model there isn’t a general
contractual relationship between doctors and patient but with the population and
territory where the health of the population becomes a domain of the government
that lay as a mere instrument of medical practice.
Doctors and other health practitioners assume certain administrative roles that give
rise to a new realm of medical knowledge – a completely new discourse, known as
the medico-administrative discourse which according to Foucault made the
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foundations of newer areas of social policy. Thus doctors became an important part
of academicians and there was the appearance of personages in the form of reformers
and hygienists who assumed the role of expert advisers on how to maintain the social
body in a permanent state of health.
In the later chapter, Foucault situates the appearance of “Politics of Health” whereby
the well-being of the population became an essential object of political power. The
concern with the well-being of the citizen also brought in a new concept with this
discourse – population. Thus after that this appeared as the coherent reality as it
emerged as measures of hygiene particularly those concerning the control of plague
etc.
In the model of medicine of species, Foucault terms it as reasonably qualitative
whereby diseases are deciphered from symptoms attributing some kind of an essence
and establish networks of relationships between diseases on grounds of sympathy
and emotions. Later however Foucault states that medicine of Social spaces is more
quantitative and involved the collection of data which tried to establish causal links.
We also find that with the ancient regime there was the foundation of the Societe
Royale De Medicine. This society concerned itself with epidemics and also the
establishment of counter measures. This society became the centre for
documentation, investigation and teaching the different branches of medicine and the
authority and thus became the relay point between medicine, medical practice, the
government and the natural scientists and citizens. Previously established the ‘guild
of doctors’- Faculte & Societe was a clash between two radically different
institutions. Faculte on the one hand was a closed institution that guarded the
autonomy of traditional medicine and Societie was an open organization that was
keen to draw upon newly emerging natural sciences. Foucault thus sees the
foundation of Societe as a crucial event in the process where modern medicine
replaced the traditional ones. Thus this led to the emergence of the introduction of
new regimes for doctors centered on the modern day clinic and reallocation of the
hospitals.
Thus Foucault records a certain kind of a reorganization of the medical discourses at
the end of the 18th century which was linked with the disengagement of therapy
from the Secour. Prior to the revolution, the only concern was with the disease.
Therapy as a public service was meant for the destitute and financed by the
government and other charitable organizations. Therapy constituted tasks like food,
clothing and housing the old and the pauper. Therapy during this age was a major
task because disease was an integral cause behind destitution. According to Foucault,
these hospitals that provided therapy were not for the patients but for a mixed
category that he terms as pauper-patients.
The post-modernist perspective demonstrates the significance of two concepts: one,
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bio-power and the second, governmentality. Bio power designates the ways in
which power relations work in and through the body. Governmentality refers to
techniques or practices of the self, or policing, surveillance and regulatory activities
carried out by agencies of the state or other institutions for strategic purposes.

3.10 LET US SUM UP
To conclude, we find that Foucault has tried to show that the anatomo-medicine was
a configuration where some elements were contemporaneous while others predated
the birth of the modern medicine. This configuration according to the author
emerged out of a disparate processes that contain changes in medical discourses,
attitude towards health and organization of the medical practice itself. Not only did
the non-medical factors such as the revolution play a crucial role in the emergence of
the modern medicine, but the anatomo-medicine had effects well beyond medicine.
He points out that disease for the first time was detached from the metaphysics of
evil but it became an object of scrutiny and research and also a source of instruction
on life and disease. For Michel Foucault the emergence of the modern medical
discourse and the sciences of man were contemporaneous because in both of them
man is the subject and object of knowledge.
We however might think that though this book tends to deal with certain history and
philosophy of the medical world but the author himself tends to consider this book as
a ‘toolbox’ to understand the medical discourse.

3.11

GLOSSARY

De-hospitalization:

de-hospitalization merely means the passage of a few
types of services from the regular hospital setup to a
day surgery unit, regardless of the care setting where
the process takes place.

Clinical gaze:

a clinical interest that extends from the shapes and
structures of the body, to the subjective thoughts and
emotional state of the patient, to elements of the
patient’s social context and their ability to act within it.

Political Ideology:

a certain set of ethical ideals, principles, doctrines,
myths or symbols of a social movement, institution,
class or large group that explains how society should
work and offers some political and cultural blueprint
for a certain social order.
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