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is a historical process by which personal, behavioral, and social issues are
iewed through a biomedical lens and “diagnosed and treated” as individual
d problems by medical authorities.

o Medg’ lization in the United States has led to a conflation of “health” and “health care” and a

confusion between individual social needs versus the social, political, and economic

siof health.

e The and important work of population health science, public health practice, and

"

overemzhasis on personal health services and the health care delivery system as the major

rit large is being thwarted by a medicalized view of health and an

foca
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e Increased recognition of the negative consequences of a medicalized view of health is

essential, with a focus on education and training of clinicians and health care managers,

|

jotrnalists, and policymakers.

Th

[ |
social well{ieing, not merely the absence of disease or infirmity.”* Anchored in this broad view of

Ith Organization defines health as the “state of complete physical, mental and

P

health, po, ti ealth is a long-standing multidisciplinary science that examines the patterns and

C

distributions alth outcomes and their causes in populations, primarily defined by geopolitical

spaces an | dharacteristics such as age, gender, race/ethnicity, and socioeconomic position.’

S

Significant attention in the field of population health is devoted to understanding the upstream

L

(structural and macrolevel), midstream (meso- or community-level), and downstream (micro- or

]

individual-level) social determinants of health, and the limits of medical care in both producing

|

health and reducing socially driven health inequities within populations.>> An important focus of

oQ

r
-C

population health science is understanding the ways in which upstream structural factors—such as

macroeconomi es, cultural factors, social systems and institutions, and policy or law—are the

M

funda of socioeconomic stratification in society, which in turn shape the more

proximate gsychosocial and material conditions for health, including food, shelter, safety, clean

[

environme medical care.

O

Public health, a sister discipline, is also concerned with the causes of health, iliness, and

injury i s, the unequal distributions of outcomes within them, and opportunities for

h

[

preventi er interventions at upstream, midstream, and downstream levels.” As a field of

practice and policyjipublic health is primarily grounded in the role of the government and partnering

t

organizationsj venting disease and injury, prolonging life and health equity, and protecting,

assuring, roving the health of populations in geopolitical units at the local, state, regional,

A

and national levels.’
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Medicine is a distinctly different enterprise from population health science and public health
practice, with a focus on the diagnosis and treatment of iliness and injury in individuals. Advances in

individual on health. However, the ways in which many policymakers, health care

biomedical!c':::ce and medical interventions have, without question, had a positive impact on both
Ieadersgn(ic:mmans, researchers, the media, and the general public view health has become
increasingly :”me:'calized” to the detriment of the actions needed to promote and improve overall

population espond to public health crises, and reduce health inequities.

In m)ective, we argue that medicalization—the process by which personal,
I

behavioral, and social issues are increasingly viewed through a biomedical lens and “diagnosed and
treated” as individual pathologies and problems—has fueled an overemphasis on personal health
care servicL primary avenue for promoting health. We provide key examples and analyze
how medidgliz w and its focus on health at the micro or individual level presents one of the

greates to improving population health in the United States. We describe how the

processes of lization pose serious impediments to the research, resource allocation, and
public policies needed for meaningful improvements in population health outcomes, including the

reduction Qf long-standing social inequities in health. We conclude by offering strategies needed to

[

counter th f medicalization in order to achieve sustained population health improvement

O

and health

Medica inition and History

Th: of “medicalization” has been the focus of scholarship in the humanities and
social scie ore than six decades. Zola defined medicalization as a historical and social

Ives the dramatic “expansion of medicine as an institution and the use of a medical

th

proces

”6

A

lens to view humaft processes and behavior.”” Zola was concerned that “more and more of everyday

life has come under medical dominion, influence and supervision.”® Conrad defined the “engines of
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medicalization” as processes “by which non-medical problems become defined and treated as
medical problems.”’

mm‘ the Clinic, Foucault (1963) offered both a theoretical framework and a
chronolog the rise of medicalization and the “medical gaze” in modern Western history
in the I3te Ehe increasing dominance of an allopathic medical perspective on health shifted

physicians’ f:CUjf the causes of their patients’ suffering from broader social contexts (e.g., poverty,

malnutritio g and working conditions, environmental hazards) to the individual sick body.
Starting in w, trade associations strengthened the social power of medicine by enhancing
the profes tus of physicians and regulating who could provide care.’ The subsequent
emergenc theory in the late 19" century and the increased understanding of
pathophys!logy further fueled a more individualistic focus on health. What difference does a

patient’s s tion make if the more proximate morbid pathology causing illness can be

diagnosed a inated by a learned physician?™

tury was a period of intense social change in the West, including

industrialization, urbanization, and class struggles. In this context, allopathic physicians asserted the
ability to I(!ate the genesis of disease in pathologies that could be clinically associated with a
patient’s sy, and complaints.™ These claims reinforced an understanding of disease and
illness that arily within medical doctors’ domain. In the United States, professionalization
efforts drog out competing therapeutic traditions, enabling physicians to further establish
themseerimary professional source for the understanding and relief of illness and
injury.’® Thﬁe in intellectual authority, elite status, and social power given to physicians over

time is central to historical understanding of medicalization."

reforms in the early 20" century shifted the traditional view of hospitals as

charnel houses or places for dying to facilities for sick people to go for treatment and recovery.’**
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Inside these hospitals, novel technologies (like the X-ray) continued to transform medical practice,

connect ideas of illness and disease to the pathologies these technologies could detect, and promote

t

notions of he and illness primarily grounded in individual bodies.***>

M is not always a negative force. For example, reframing the behavior of
|

tobacco us€as “nicotine dependence” with its own diagnostic criteria and International

Classificatign of ases code brought with it a significant increase in research and development

G

regarding smo cessation treatments along with increased insurance coverage.™ Even so,

multiple sc ve raised concerns about the encroachment of a medicalized view of social

o

processes related @ health.*>'” Such concerns include the ways in which medicalization often serves

Ul

as a metho ial control, particularly in regard to cultural notions of deviance and stigma.*®
Groups wi ioeconomic and political power, including women, children, people of color,

people witll diSabilities, and those living in poverty, are more likely to be the subjects of a

icmatized view of their social standing, disadvantage, and hardships. Furthermore,

710 meshes with

the modern t y to view health as a function of “individual responsibility
medicalized frameworks that narrowly and negatively view health as illness/disease caused by

pathology !lthin individual bodies that is often the result of personal behavioral choices or moral

failures. O

Eion goes against long-standing and firmly rooted understandings of both the
individ ial causes of disease, injury, and death in communities. Early public health efforts
recognizealﬁe importance of living conditions and environments (e.g., air, water, workplaces) for

health, and also t;t the poor were much more likely to suffer from disease, injury, and early

death."*s xamining the 200-year history of population health in the West, documented an
increasing r ition that although the industrial revolution created significant serious social,

environmental, and public health problem:s, it also fueled economic and social welfare reforms that
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could bring improved well-being for the masses, not just the wealthy elites.”’ However, as Fairchild
et al. noted, later advances in both science and medical authority in the 19" and 20" centuries
aIIowendh practice “to ignore social factors—including the racial segregation, poverty,
inequality, using that had been the traditional foci of public health reformers only thirty
years b&oﬂs—anexplain and address disease without any of the disruptive implications of a class

analysis.”*"

At the dation of the fields of population and public health is a deep understanding of

S5C

how the m r@¥imate determinants of individual health (income, food, housing, safe

environments, hedlth care, psychosocial factors, etc.) are influenced and unequally distributed by

b

macro- and el social, economic, and political factors. It is this core understanding that is

N

being over d and threatened by medicalization, representing a dramatic and ongoing shift

from the hi§to @ prigins of these fields.

d

Key Ex of Medicalization

M

on medicalization offers a plethora of examples that illustrate the challenges it

presents fag population health science and policy. For example, Barker analyzed the medicalization

I

of pregnanc ing the 20™ century, through which biomedicine claimed authority over pregnancy,

deemed it lly risky illness state, and asserted the need for oversight in the form of “prenatal

O

care” deliv@fed by clinicians to individual patients.”” Similarly, scholars have analyzed the declaration

£

of obesity as a “disgase” by medical associations as an example in which medical authorities deem a

t

behavioral as a pathology that in turn shifts the focus of interventions from primary

23,24

U

prevention acro and meso levels of society to the clinical treatment of individuals.

example of medicalization is Conrad’s 1975 analysis of childhood “hyperkinesis,”

A

now widely known'as attention deficit and hyperactivity disorder (ADHD).? Conrad argued that

when children’s behavioral attributes became redefined as a medical problem with the “discovery”
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of the hyperactivity diagnosis, the resulting solutions became individualized (e.g., pharmacological
treatment), which thwarted “seriously entertaining the idea that the ‘problem’ could be in the
structure of the social system.” Contemporary research supports the notion that social contexts
contribute ical diagnoses of ADHD: the incidence of ADHD is higher in resource-
constraHeEanschools and also among children born close to enrollment age cutoffs, ostensibly
because youpgerchildren’s behaviors are compared to older peers in the same grade.”® As Conrad
predicted, Ildren’s behavioral problems are medicalized as brain disorders, solutions are
aimed ”dow\” at individual medical treatment and educational plans without examination of
additional jlocated in the upstream and midstream social contexts of families or school
policies.”’

In !historical analysis of psychiatric disorders, Metzl detailed the process by which the

1960s civilmvement and accompanying “cultural anxieties” about social change and racial
efSe

protest int
diagnostic ia for schizophrenia that became disproportionately applied to Black men.” The
result ifestation of social control in the form of structural racism: institutional definitions

(including in the Diagnostic and Statistical Manual) contributed to the perpetuation of racialized

with changing clinical understandings, which in turn contributed to revised

stereotypes of aggression/hostility and the overdiagnosis of schizophrenia among Black men. The

revised crit ditheir intersection with racist stereotypes further perpetuated stigma of mental
illness. An sequence was a medicalized framing of “the problem” of racial anger and social

unrest as mental il[ness, which limited actions promoting social justice reforms and civil rights gains.

The Medicalizatien of Public and Population Health
Sc e also been concerned about the ways in which medicalization impacts the
fields o nd population health. Fairchild et al. documented an “exodus” of public health

efforts from cent@fing on social reform of oppressive structures and institutions at the same time

medicine was gaining status and power in the United States.”* Government-supported public health
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departments advanced in the late 1930s with a newly defined focus on providing six basic public
health services (vital statistics, communicable disease control, environmental sanitation, laboratory
services,chHmd child health services, and the promotion of healthy behaviors)." These core
services ar - nonetheless, this reframing of public health practice prioritized a smaller set

of aims.ovsr 2008l reform and alliances with relatively powerful progressive constituencies such as

labor, charity, sogial welfare organizations, and housing reformers.”*

Muon has also contributed to a conflation of “health” with “health care,” of “health
policy” witw care policy,” and of the “social determinants of health” with individual patients’
“social neel tional, state, and local health policy discourse.?®*° For example, many health care
systems h mented processes and interventions that attempt to identify and sometimes
address im!vidual patient social needs, often labeling these efforts as addressing the “social
determina Ith.”*! Physicians engage in “social prescribing” for nonmedical resources, such

as food pantfie social welfare services.>” However, there is no evidence that such screening and

social-pres fforts have a significant positive impact on individual patients, and they do
nothin r reform the mid- and upstream fundamental drivers of population health and
health ine(1luities.

An rent example is the health care system’s usurping of “population health” with
“population management.” Lantz has raised concerns about this trend, including that

populatioﬁbecome narrowly defined by their current and often temporary relationship with

specific Mproviders, and that the most common interventions offered are downstream at

the individual or patient level and are often ineffective.*® We should not be surprised that individual-
level interventionsgfail to immediately improve health conditions that have arisen from structural
disadva ks, and exposures that have accumulated over a lifetime.**
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The process and power of “medicalization” has relevance for population health science and

policy in two major ways. First, medicalization defines behavioral and physiological responses to

t

P

social phe a as individual pathology and disease (often with elements of stigma and social
control), w rn viewed as individual medical problems to be diagnosed, treated, and

influenc%d y authorities within the field of medicine. Second, medicalization has encroached into

§

both population health science and public health, bringing with it a myopic focus on the role of the

C

medical ca ry system in intervening upon individual acute medical and social needs. This
leaves the foofScause social, economic, and political drivers of population health invisible, ignored,

and undist

Implication icalization for Population Health Science and Policy

NUS

The hi and ongoing medicalization of health within the United States has produced

important [ s for population health improvements, including for identifying priorities for

&

reducin economic and racial/ethnic health inequities. Four major negative implications of

medicali or population health are discussed in this section and outlined in Table 1.

M

First, as discussed earlier, a medicalized view of “health” focuses on illness or injury as

[

expressed wi individual bodies. This obscures the fact that health is also a population-level

O

phenomen socially, economically, and politically driven and must be understood and

addressed e social-ecological levels in which individuals exist.”*> These macrolevel forces

£

include theg‘commercial determinants of health” or the myriad important ways in which the profit

{

motive in r many goods and services (e.g., tobacco, alcohol, firearms, gambling, energy,

U

automobiles; ation technology, pharmaceuticals) strongly influences how laws, regulations,

and ot of public policy are considered, crafted, and thwarted.*

A
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In addition, medicalization privileges health care and medical/clinical professionals as the
dominant authority on all matters related to health. This has led to the dangerous conflation of
”health'Mh care” and other related constructs, including confusing the upstream
socioecon al drivers of population health levels and patterns with individual patient
social cfcursances and needs. This conflation fuels the fallacy that societal problems having to do

with healtw should primarily be solved by professionals within health care delivery systems
3

and institu

Sem the upstream structural determinants of health that drive racial and

socioeconomic stratification in society that, in turn, shape the more proximate factors that influence

health. Medigaliziag a problem or issue involves defining and then addressing it within individuals
without th mplexity and political messiness of addressing the macrolevel structural drivers
of stratific social inequality. A medicalized approach to health ignores a basic principle in
epidemi oted by Rose, which is the need to distinguish between sick people and sick

populations.®® la warned, by “locating the source and the treatment of problems in an

individual, other levels of intervention are effectively closed.”®

Mhion also frames and directs health-related research priorities and funding to

onditions, and organ systems in ways that are as siloed as the subspecialties of
medicine. Thi icalized approach to science and interventions restricts the ability to understand
and ad mon, root causes of unequal distributions of health in populations. For
example,tfelsnow ample research describing racial/ethnic disparities in most individual health

risk behaviors, medical conditions, diseases, and causes of death. This work typically includes the

Ill

treatment ethnicity as an individual “risk factor” for the outcomes under study. However, as

it is racism—not race—that drives and explains racial and ethnic differences in
|

Jones explal

7

almost every social and health outcome in the United States.*® Accordingly, it is structural racism
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that needs to be addressed with public policy and institutional reforms to reduce racial health

inequities in the United States.*

gy

cus on individuals and the value placed on health care interventions and

physician a rongly reinforced in media and public opinion. While there have been some
H I

shifts in ma&gia attention to the social determinants of health in the past two decades, the dominant

narrative c to emphasize individual behaviors and individual responsibility as the main

1,42

drivers of healt Public opinion surveys also consistently reveal a limited understanding of

socioeconowmi@agél racial health inequities including relatively low recognition of the social factors

that shape health @nd strong beliefs that personal behavioral factors and health care are the main

43,44

causal factt

Beca ividual and medicalized narratives have attained cultural prominence for
decades, t -standing ideas of personal responsibility in public discourse become accessible
reservo ounterarguments when alternative narratives are presented.”” As a consequence, the
public rpret information about health risks and disparities through a lens of individual

blame, and/or they may respond with resistance to messages about the structural factors that shape

health.* Ghong—standing correlation between partisanship and underlying values related to

personal re @ ity, public understanding of the social determinants of health and health equity
has becom itically patterned.47 Further, as described earlier, individual-level interventions to
addres i@l needs have demonstrated little measurable impact on health outcomes or well-

being. W these types of downstream interventions and services do not “work,” this reinforces
cultural attitudes Sat socioeconomic and racial/ethnic health inequities are intractable and

therefore ing of more public resources and investments.*

Fourth, a medicalized view of health in which individuals are deemed as in control of their

own health gives further credence to politicizing health as an individual right, which the state in turn
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has a duty to protect (versus a duty to ensure the public’s health). This leads to increased political

pushback against public health policies and laws that infringe on individual behaviors, even those

t

D

that have ah impact on the health and welfare of others. Similarly, individualizing health makes it
more diffic population health problems as being collective societal problems that

| . . . .
deserve puplic attention, resources, and community (policy) responses that may include some

]

restrictions gn personal freedom. When public health is devalued and its role in the promotion and

C

protection ation health is hidden and misunderstood, another result is disinvestment that

weakens plibligheflth system design, infrastructure, workforce, and policy.*

S

The US Medicalized Response to the Covid-19 Pandemic

Ui

Therettects of the medicalization of population and public health have been especially

N

apparent in local, state, and federal policy responses to the COVID-19 pandemic in the United States,

a

which ran the worst nations in incidence, mortality, and social inequities. At the federal
level, b rump and Biden administrations advanced strategies heavily focused on vaccines

and tre while also deprioritizing and insufficiently resourcing important nonpharmaceutical

M

interventions, including contact tracing, rapid testing, indoor ventilation, masking, protection for

[

frontline s rkers, and paid leave for sick workers.

Ch the Centers for Disease Control and Prevention (CDC) to its COVID Community

O

Guidelinesfin early 2022 reinforce this point, as they explicitly departed from using incidence as a

£

primary metric forgiriggering recommended interventions. Instead, the Community Indicators focus

{

on “new h missions with confirmed COVID-19/100,000 people” and “percent of inpatient

beds occu COVID-19.”*° These revised guidelines position hospital capacity and health

system as the paramount pandemic metrics, and in so doing permit counties to stay in the

lowest threat level'even at transmission rates previously labeled as “high” (>100 cases/100,000).
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While prioritizing health care system capacity is important, elevating this to the top metric for

surveillance reflects a medicalized approach. These guidelines permit high and even exponential

t

P

growth in unity transmission before triggering “enhanced prevention measures.” Individuals
are charge ing their own risk and making their own behavioral choices in response.

| . .
Mask mandates are no longer recommended as community-level prevention measures regardless of

1

the COVID-19 Cogamunity Level and indeed are conceptualized as a means of controlling individual

risk only.

oG

The CDC'’s te@guidance in August 2022 further extended this medicalized approach, stating that

“public health effolits should promote health equity by purposefully reaching out to all populations

Gl

at high risk e illness to broaden access to pre-exposure prophylaxis, testing, and oral

N

antivirals.” guage not only places the onus on the most marginalized people and

communitigs t tect themselves, but also emphasizes medical- and health care—oriented

cl

interve individual level.

ized framings of exposure and risk sit comfortably within politicized constructs of

M

AaH

“freedom,” “individualism,” and “personal responsibility for health,” which in turn both pressures

[

and permi ment actors to offload responsibility for collective public health responses onto
individualsore, the notion that health risk taking is an individual choice has been apparent
in the ange d at state and local public health professionals as they attempted to implement

n

commu vention, and mitigation plans in a novel pandemic.>* Medicalization is

|

responsi or additional deficiencies in pandemic management, response, and control, including

the ceding of lead@Fship, authority, and communication in the media almost exclusively to

t

physicians.*? , there has been a deep failure to explicitly recognize and actively address the

A

unequal to demic will continue to take by race/ethnicity, socioeconomic position, age,

health/disability status, and type of employment.>
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Summary and Recommendations

In *is Per,)ective, we argue that population health has become increasingly “medicalized”

in health-r earch, practice, policy discourse/action, and the media to the detriment of the
actions ne ove population health, respond to public health crises, and reduce health
H I

inequities. @he juggernaut of medicalization is a complex and powerful social and historical process
that canno@ed with a pithy set of recommendations for cultural shifts, systemic and
institutional es, and policy reform. Medical authority over all things related to “health” is not
only ingrai n@lr culture but is also reinforced by the large commercial interests in medical care
in the Unit@ including the pharmaceutical and insurance industries and large for-profit

health care . Even so, we believe that the best response to the ongoing perils of

medicaliza des the following general strategies.

Firmzlization and its negative aspects need to be better recognized and resisted.
There a udiences in need of a deeper understanding and appreciation of the dangers of the
current edicalized view of population and public health and the conflation of health with

health care. This includes physicians and other types of clinicians, along with health care

administragutives, and analysts. Alberti and Pierce argue that medicine, in efforts to

improve p health and achieve health equity, “must become the best partner it can be in
the multise borations necessary to shift underlying structures and systems towards health
opportﬁommunities."54 They also conceptualize a Population Health Impact Pyramid for
Medicinmstrate how medicine and health care systems can maximize their actions and

contributions to ;;ulation health through specific actions, collaborations, and policy reform.

because of the strong focus on individuals and personal responsibility in United
States culture, it is tritical to expand the capacity for the media to tell different types of stories.

Journalists frequently draw from individual anecdotes and thus may require training or resources to
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effectively tell structural stories in compelling ways. A number of important efforts in this regard are
underway.” The Berkeley Media Studies Group has produced excellent media analyses and trainings
to help jou ts and advocates expand their perspectives and promote and defend an upstream

lens in pub rategic efforts by organizations like Kaiser Health News that emphasize health

pi

equity are %8 promising.”® At the same time, population health researchers and social scientists

£

could benefit from additional training to expand their voice in news media and the public discourse

generally, s eir expertise can counter the dominance of biomedical perspectives.

Th

oC

health-related research funding is needed across a variety of domains to move

beyond medicalize@l perspectives in research and policy recommendations. A host of behavioral and

b

social scien rch at the micro, meso, and macro levels needs to be elevated in order to better

1

understan ress the core issues that cut across health status outcomes. One important

example isfifes on effective communication about racial health inequalities—and specifically,

d

how to e about the systematic and institutionalized racism that produces inequitable

health outco n ways that avoid potential for backlash.”’

VA

Fourth, public policy narratives and priorities for health need to be changed. The conflation

[

of health p health care policy must be halted, along with a de-emphasis on health care

policy as the pute to improved population health. The problems of health insurance coverage

and afford ng with health care access and quality in the United States are indeed dire and

h

merit t ntion they receive. However, while addressing these problems is necessary, it is

|

insufficientor addressing the fundamental drivers of social and racial stratification that are the root

causes of health in@quity.

\

Public policy plays a deep and fundamental role in shaping the myriad upstream macro and

/

structural forces that cascade downstream to create both social and health inequities in the

individuals who comprise populations. And this means that addressing the root causes of population
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health problems and inequities must involve significant redirection and reform of the public policies

that shape our social structures, systems, and institutions. Ray, Lantz, and Williams argue that

[

although the list of policies and systems that are in need of significant reform to improve population

)

health is long and complex, the priority agenda should include public policy related to (a)

safeguaﬁiing the well-being of children (e.g., reducing poverty, establishing income security, and

[

creating high-quality pre-K); (b) correcting the legacies of racial residential segregation; and (c)

C

reducing ra igérimination (both structural and interpersonal) related to education, employment,

criminal justicg@andipolicing, and health care.”® Similarly, Brown and Hohman argue that population

S

health res action should focus on the upstream structural drivers of the social conditions

U

that drive d health inequality, with a deep focus on structural racism, structural sexism, and

other form$of structural oppression.*

A

Conclusio

d

ngines of medicalization” continue to drive a narrow and restrictive view of health

and he cy in the United States under the authority and expertise of physicians who diagnose

M

and treat illness and injury within individuals. A medicalized view of health ignores the limited role
that perso care services and health insurance play in producing levels and distributions of

health wit unities and populations. Medicalization also has far-reaching negative effects on

or

cultural an epresentations of health and illness; on the allocations of funding for research,

h

interve ublic health infrastructure; and on agenda setting for the social policy reforms

|

needed to ress the fundamental drivers of social and health inequity. Furthermore,

medicalization andiindividualism go hand in hand, thus giving more power and political ammunition

i

to the view alth is individual and autonomous and thus outside the purview of governmental

A

authority an
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The essential and important work of population health science, public health practice, and
health policy writ large is being thwarted by a medicalized view of health and an overemphasis on
the heanery system as the major focal point for addressing societal health drivers.
Without a ion of this medicalized view of health, the United States will continue to spend
an exorHtagmrtion of its gross domestic product on health care while experiencing lower life
expectancy, higher rates of premature mortality and morbidity, and greater levels of health inequity

)
-
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=
-
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Table 1. Medicalization of Population Health: Key Concerns and Their Implications for Policy,

Research, Practice, and Health Equity

Mms Regarding the

Major Implications

jzation of Health
Defin imarily as an

that is;ghi d and treated by

clinici

Cl

individu@akaAaibiologic phenomenon

Frames health in context of individual disease,
disability, and injury

Obscures the fact that both “health” and “illness”
are socially, economically, and politically produced
Gives physicians and others trained in clinical care
assumed expertise and authority

Creates conflation of “health” with “health care,”
“health disparities” with “health care disparities,”
“health policy” with “health care policy,” and
“social determinants of health” with

“patient/individual social needs”

anus

Direc of public policy,

in nd resources for

M

Author!

improvin ulation health to the

ivery system and the

Gives health care delivery system primary
responsibility for addressing population health and
health inequity

Directs primary focus of research and interventions
to individual-level risk factors while ignoring their
social determinants

Denominator shrinkage: Diverts attention and
resources from a global population/community
focus to the “population health management” of
patients within insurance plans or health care
delivery systems

Ignores basic principles in population health science
regarding shifting risk distributions, structured
nature of opportunities/ resources/benefits, and
importance of life course exposures

Leaves macro-/structural- and meso-/community-
level drivers of health and health inequity

unchecked, including structural/systemic racism and
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the macroeconomic/commercial and political

determinants of health

Focus gagimglividuals and the
wort @ ealth interventions
anghinM@skmeRts gets reinforced in

mediagculture, and public opinion

F

Reinforces narratives regarding health as the
primary result of individual behavior or choices and
individual responsibility

Places health care delivery system as primary
institution for addressing or fixing societal health
issues

When downstream interventions and services do not
“work,” reinforces notion that socioeconomic and
racial/ethnic health inequities are intractable,
unavoidable, and/or deserved

Fuels growth in attitudes regarding personal
responsibility and deservedness in public opinion,

policy design and discourse, and clinical care

to political notions of

Contributes to increased pushback against the
purpose and authority of public health laws and
regulations

Results in changes that weaken public health system
design and infrastructure, workforce, and policy
Contributes to serious challenges in the US response
to public health crises including the rising rates of
diabetes, the opioid epidemic, and the COVID-19

pandemic
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