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PREFACE AND ACKNOWLEDGMENTS

“Toward a Biopsychosocial Welfare State?” summarizes five years of
research that we conducted within the research group “Medicalization
and psychologization of social problems—Challenges and chances for
social policy” (MEPYSO). In 2017, I (Nadine) applied for a research grant
for cutting-edge research in social policy offered by the German Federal
Ministry of Labour and Social Affairs. To me, this call for proposals as part
of the newly established FIS Network (Fordernetzwerk Interdisziplinire
Sozialpolitikforschung) was the chance to do something that I had wanted
to do for years: namely, to study the link between medicalization and
social policy. This link lies at the heart of my two core research interests:
welfare state research and medical sociology. As a graduate student, I met
Sigrun Olafsdottir, my later PhD supervisor, whose dissertation research
on medicalization is among the most inspiring pieces of sociological
research that I have ever known. My fascination with medicalization was
in good company within the MEPYSO project, where my colleagues and
I were able to examine medicalization in the context of three fields of
social policy: unemployment, poverty, and childhood (problems). We
were interested in finding out how the medicalization of social problems
impacts existing ideas, institutions, and actors in the welfare state.
Moreover, we argued that aside from medicalization, psychology has
become increasingly relevant to these issues. The development of these
processes—as well as their integration with existing social accounts in
order to deal with social problems—led us to argue that over the last
decades, we have borne witness to the development of a biopsychosocial
welfare state in which medical and psychological ideas and interventions
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for social problems have been an important addition to (traditional) social
policy in various fields.

This book summarizes the collaborative research effort of the MEPYSO
project team. The team behind the book is composed of Nadine Reibling,
who is the leader of the project, Mareike Ariaans, who has served as co-
leader of the group and the book project since 2021, and research associ-
ates Stephan Krayter, Philipp Linden, Lisa Bleckmann, and Lucas Hamel.

Many people have supported our team over the years, and we would
like to thank them for helping us to make our research and this book pos-
sible. First, we would like to thank our interdisciplinary academic advisory
group, which accompanied us over the years and helped us to reflect on
our work: Harald Giindel (medicine), Sabine Walper (psychology),
Thomas Gerlinger (political science), Pia Schober (sociology), Traugott
Jahnichen (social ethics), Stefan Huster (law), and Bernhard Boockmann
(economics). Next, we would like to thank the Department of Social
Sciences at the University of Siegen, where our project was based and
where we received support for our research in multiple ways. Specifically,
we would like to thank Claus Wendt, our department chair and the super-
visor of the PhD theses that developed within this project. Furthermore,
this work would not have been possible without the help of our secretary,
Susanne Miiller, who supported us with all the administrative tasks that go
hand in hand with such a large research project. Furthermore, we would
like to thank Torsten Schneider, who helped us with various research and
organizational tasks for finalizing the book. Next, we would like to thank
Ryan DeLaney, who proofread the book as well as many other manu-
scripts from the project. Any errors that remain are our own. A big “thank
you” also goes to our student assistants, Julia Brase, Tamara Bernhardt,
Elisabeth Funk, Theresa Nink, and Maria Rudenko, whose continuous
effort and support over the years made this book possible.

We also received important inspirations and feedback on multiple con-
ferences at (1) the RC 19 Poverty, Social Welfare and Social Policy as part
of the International Sociological Association, (2) the European Social
Policy Network (ESPAnet), and (3) FIS Network Meetings. Moreover, we
had the opportunity to discuss our ideas and results in two focus groups
with various professionals (e.g., pediatricians, teachers, unemployment
agency officers). We thank these professionals for sharing their views and
for engaging with our ideas. Their in-depth insights were invaluable to
this book.
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Bartley, and Simone Leiber, who were vital discussion partners and pro-
vided valuable comments on the ideas of the project and the book. We
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Inscoe-Jones for their continuous and friendly support, which convinced
us that Palgrave Macmillan was the best possible publisher for our book.
Last but not least, we would like to thank the German Federal Ministry of
Labour and Social Affairs, which made all of this work possible by funding
our project through the FIS Network (Fordernetzwerk Interdisziplinire
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CHAPTER 1

Introduction

Nadine Reibling

“Maybe you should see a doctor or talk to a therapist about that.” Many
of us have likely given this advice to someone who has approached us with
a personal problem—maybe a colleague with recurring headaches, a friend
who feels overburdened at work, or a teenager in our own family who has
had continued difficulties at school. Some of us may even have received
this advice ourselves. Consulting medical doctors or psychologists has
become a primary course of action for dealing with various problems that
individuals experience in modern societies. Even in the absence of con-
crete problems, we draw on knowledge from medicine and psychology
and on techniques for guidance regarding how to stay happy, healthy, and
productive.

But it is not only individuals who turn to medicine and psychology with
their personal problems. Indeed, the welfare state has also resorted to
these disciplines. While both medicine and psychology have always played
an important role in healthcare, their influence is not limited to this one
field of the welfare state alone; rather, they are also relevant for social

N. Reibling (24)
University of Applied Science Fulda, Fulda, Germany
e-mail: nadine.reibling@pg.hs-fulda.de
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2 N.REIBLING

policy more generally. Welfare states enact social policies as measures to
meet human needs and to respond to social problems. These social prob-
lems are not necessarily social in their causes or solutions, but the social
responsibility that the welfare state takes on for an issue makes the prob-
lem a socinl one (Gusfield, 1989).

As scientific studies from medicine and psychology have accumulated
evidence suggesting that many social problems (e.g., aging, poverty,
unemployment, disability, low educational achievement, homelessness,
and problems in childhood or adolescence) have both biological and psy-
chological causes and consequences, the zdeas from these disciplines influ-
ence how such problems are constructed in welfare discourses. For
instance, scientific studies and governmental reports have revealed that
unemployed, poor, and homeless people across Western countries are
much more likely to suffer from physical or mental illness (BMAS, 2021;
e.g., Dufford et al., 2020; Fazel et al., 2014; Paul & Moser, 2009; UCL
Institute of Health Equity, 2013). These health inequalities are usually the
result of disadvantaged material and social situations (UCL Institute of
Health Equity, 2013). Nevertheless, in welfare discourses, targeting health
through preventive, curative, and rehabilitative measures has repeatedly
been presented as a solution to unemployment and poverty:

The health status of individuals strongly influences their labour market
participation. For example, early labour market exit is often the result of
health-related problems. (European Commission, 2013, p. 11; bold
in original)

It is therefore possible to boost economic growth by improving the
health status of the population and enabling people to remain active
and in better health for longer. Access to quality health care is a constitu-
ent part of the maintenance of a productive workforce and an integral part
of the flexicurity setup. (European Commission, 2013, p. 12; bold
in original)

This example from the European Commission’s communication about
the Social Investment Package promotes “access to quality healthcare” as
a strategy for solving social problems and achieving social and economic
goals. While the example references health as a rather general notion, con-
crete medical and psychological concepts and theories are taken up in the
discourse on social problems. Personality traits, resilience, and self-efficacy
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have become popular concepts for understanding inequalities and social
disadvantage from a psychological perspective (Friedli, 2015; Haushoter
& Fehr, 2014). Economic Nobel laureate James J. Heckman, for instance,
has advocated for early childhood programs as the most effective solution
to poverty. Heckman bases his argument on the concept of character skills,
which “personality psychologists have studied [...] for the past century”
(Heckman & Kautz, 2013, p. 10):

The foundations for adult success are laid down early in life. Many children
raised in disadvantaged environments start behind and stay behind. Poverty
has lasting effects on brain development, health, cognition, and character.
Gaps in skills emerge early, before formal school begins. Waiting until kin-
dergarten to address these gaps is too late. It creates achievement gaps for
disadvantaged children that are costly to close. (Heckman & Kautz,
2013,p.7)

Over the last five decades, a large body of social science research has inves-
tigated how medicine and psychology have become more important in
societies (Foster, 2016; Nye, 2003). These processes—which can be
described as medicalization and psychologization—have been identified
through the growing role of medical and psychological concepts in the
discourses outlined above. However, the processes do not unfold in dis-
courses alone. Indeed, it is also through actors as well as their promotion
of and increasing use of medical and psychological practices that we can
determine medicalization and psychologization. For instance, in Western
countries, physicians and psychologists are often easily accessible, and it is
thus in their offices that social problems frequently show up or end up. In
a survey of general practitioners in one region of Germany, respondents
reported that in over half of all consultations, social problems represented
at least part of the reason why individuals had come into the doctor’s
office. However, most medical doctors in this survey had felt forced to
give their patients a medical diagnosis and had been willing to give them a
sick leave certificate, even if they could not identify a medical problem
(Wilfer et al., 2018). This practice has even been acknowledged in the
recent version of the International Classification of Disease (ICD), in
which Chapter 24 now includes “problems associated with employment
or unemployment,” “problems associated with education,” and “prob-
lems associated with social insurance or welfare” for “occasions when cir-
cumstances other than a disease, injury or external cause classifiable
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elsewhere are recorded as ‘diagnoses’ or ‘problems’ (World Health
Organization, 2022).

Psychology has developed its own diagnostic tools and techniques—
such as personality tests—and instruments for assessing motivation, resil-
ience, and so on, which are regularly applied when profiling unemployed
people or when assessing children with social or education problems. Not
only are these concepts applied by psychologists themselves, but they have
become widely diffused into various social professions, such as education
and social work (Ecclestone & Brunila, 2015). Moreover, caseworkers in
the welfare administration rely on these tools and techniques, as outlined
in a report on youth unemployment by the International Labour
Organization:

Although screening techniques vary from country to country, the degree of
risk is usually assessed using psychological models (based predominantly on
unobservable characteristics, such as motivation, self-efficiency, personal
behaviour and attitudes). [...] Attitudinal diagnostic tools aim to identify
jobseekers whose attitudes represent a barrier to finding a job, and design
activities to change individuals” behaviour. Examples of attitudinal screening
tools can be found in Denmark (Job Barometer), France (Copilote Insertion),
Germany (Placement Characteristics) and Portugal (Forecast Guide to the
Difficulties of Insertion). (International Labour Organization/European
Commission, 2017, p. 15)

The influence of medicine and psychology in the welfare state is also tied
to institutions. The institutional setup of welfare states puts physicians and
psychologists in a powerful position that has received little attention in the
literature on the welfare state. Indeed, medical doctors’ and psychologists’
opinions are central to making decisions not only about who should
receive medical treatment, but also about who is eligible for long-term
care, sick leave, and incapacity benefits (Aurich-Beerheide & Brussig,
2017). Medical doctors and psychologists are involved in assessing who is
able to work, when, and for how long. They are consulted when deciding
which children are ready for school, require special education, or should
be exempted from certain school subjects or from receiving grades in these
subjects (Ecclestone & Hayes, 2009; Harwood & Allan, 2016). In par-
ticular, the welfare state seeks the expertise of medical doctors and psy-
chologists if claims are controversial or if other efforts fail. Thus, members
of these professions are regularly involved in decision-making on social
rights and obligations in the welfare state. Their role is so significant
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because they are called upon to settle conflicts and controversies created
by existing institutional structures:

Since social security between citizens (as in labor law) and the social benefits of
the community (such as social insurance, social assistance etc.) are all too
often and to a large extent indispensably linked to treatment processes or
illnesses for which the physician is the only competent assessor, the physician
becomes the arbitrator in the welfare state. In contrast, employers’ human
resource departments—as well as social administrations, labor courts, and
social courts, to name the most important examples—often perform only an
executive function. (Zacher, 1985, p. 223; translated from German, empha-
sis in original)

1.1 MOoVING TOWARD A BIOPSYCHOSOCIAL
WELFARE STATE?

Why have we chosen to study the influence of the two disciplines of medi-
cine and psychology in the welfare state? It could be argued that science
and professions in general have become more important in the organiza-
tion of the welfare state. While there is convincing evidence for this
hypothesis, others have in fact investigated this extensively (e.g., Blom
et al., 2017; Briickweh, 2012). We focus in this book on medicalization
and psychologization in the welfare state not as an example of a general
scientization or professionalization of social policies; rather through our
focus we aim to uncover the qualitative changes that stem from including
medicine and psychology in our understanding of social problems and
social policies as compared with a situation in which socia/ ideas and mea-
sures guide welfare states.

The cultural narrative in which the welfare state is embedded is one
in which the state deals with problems that originate in social relations
and solves these problems by providing social rights and services. Our
understanding of the medicalization and psychologization of the welfare
state does not mean that either of these disciplines (or both together)
have taken over the welfare state. However, both disciplines have indeed
changed the narrative by adding ideas, techniques, and the voices of the
professionals who work within them to what had formerly been consid-
ered “social problems,” thereby also rendering these problems medical and
psychological. Medicine and psychology, however, do not merely make
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the picture more colorful; rather, their disciplinary backgrounds provide
a qualitative change to our understanding of the above-mentioned prob-
lems. Since medicine and psychology focus primarily on the individual
(the body, genetic makeup, thoughts, emotions, personality, etc.) rather
than on the social relations between individuals (which can be economic,
political, social, cultural, etc.), the medicalization and psychologization of
social issues shifts the perspective to a more individualized notion of the
problem.

To highlight the fact that our understanding of the medicalization and
psychologization of the welfare state represents a process of growing inter-
disciplinarity and complexity rather than a takeover of the welfare state by
these disciplines, we draw on the concept of the biopsychosocial model as
a metaphor for the development we have identified. The biopsychosocial
model was developed by George L. Engel in 1977 to illustrate the com-
plex interplay of biological, psychological, and social factors in the genesis
of health or illness (Engel, 1977). The model is a widely known frame-
work that illustrates how these three factors are linked and interrelated.
We can imagine the changing role of medicine and psychology in the wel-
fare state in a similar way since the influence of these disciplines has been
linked to and integrated with existing social ideas, actors, and practices.

This book was written for scholars and students of social policy who are
interested in the welfare state. By including the role of medicine and psy-
chology in our concepts and analyses, we can gain a new perspective on
the institutional configurations and historical dynamics of the welfare
state. This book was also written for students and researchers who are
interested in medicalization and psychologization. If our goal is to under-
stand these processes better, we must not merely consider the welfare state
an abstract phenomenon, but instead deconstruct it to see how it can be
an agent of for (de-)medicalization and (de-)psychologization and the
concrete institutional context in which these processes unfold. Therefore,
we examine three social problems in this book to see how the welfare state
works through specific institutions, ideas, and actors in concrete fields of
social policy.

1.2 AN Acapemic DIALOGUE

As outlined above, examining the role of medicine and psychology in the
welfare state should prove interesting to readers from two fields of aca-
demic inquiry: medicalization and psychologization research on the one
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hand and welfare state research on the other hand. The purpose of this
book is to bring these two fields together and to foster a lacking academic
dialogue. Such an exchange of ideas can provide both fields with new per-
spectives on their research objects and their theoretical frameworks and
can also uncover novel empirical puzzles and research strategies.

Medicalization and psychologization research is an interdisciplinary
research area that is strongly influenced by writers from philosophy, medi-
cal sociology, cultural sociology, and critical psychology. The research we
review here as medicalization and psychologization research is a large
body of work that uses a variety of theoretical concepts, including “medi-
calization,” “biomedicalization,” “psychologization,” “therapeutization,”
“therapy culture,” and Foucault’s concepts of “biopower” and “biopoli-
tics” (e.g., Conrad, 1992, 2007; Nolan, 1998). What all this research
includes as either a single element or a focal point is an analysis of how
medicine and /or psychology—that is, the ideas, practices, and professions
of medicine and psychology—have become central to how modern societ-
ies deal with problems and govern life. Some contributions to medicaliza-
tion and psychologization have been critical of this development and have
been concerned, for instance, with the depoliticization of social issues or
the transfer of social control to medical and psy-professions. Other schol-
ars have used the abovementioned processes as analytical concepts and aim
first and foremost to describe and explain these processes.

From the beginning, the sociopolitical consequences of medicalization
and psychologization have formed an integral part of this research area
(e.g., Foucault, 1976 [1973]; Szasz, 1960; Zola, 1975). In works that
specifically deal with the state, it is clear that medical and psychological
ideas, practices, and professions have been considered to legitimize the
modern state (Nolan, 1998) or to provide a form governmentality that
resonates with the ideational basis of liberal democracies (Rose, 1998).
However, in these contributions, the state is treated as an abstract, com-
plex phenomenon, and little interest is paid to its specifics. In contrast, we
consider the state to be an actor in medicalization and psychologization
processes as well as to provide a context that impacts these processes
depending on its specific institutional configuration (Bourgeault, 2017).
Adding such an institutional perspective of the state provides a tool for
better understanding how and why medicalization and psychologization
vary across countries and over time (Olafsdottir & Beckfield, 2011). A
specific analysis of the welfare state as the cornerstone of the modern state
(Kaufmann, 2012; Rothgang et al., 2006) also highlights how



8  N.REIBLING

medicalization and psychologization are associated with the social stratifi-
cation of societies. Moreover, examining medicalization and psychologi-
zation in the context of the social welfare state allows us to expand the
ideas of simultaneity and layering. Our image of the biopsychosocial welfare
state builds on the idea that medicalization and psychologization do not
need to be conceptualized as having successfully dominated a given prob-
lem by assuming a single professional perspective; rather, they can also be
conceived concurrently with other approaches in a “layering of institu-
tional control and [an] increasing multi-institutional management of
social problems” (Medina & McCraine, 2011, p. 139).

Welfare state research is also an interdisciplinary field that receives
contributions from political science, sociology, history, and economics but
that constitutes a much more coherent research discourse in comparison.
The field of welfare state research theorizes, describes, and analyzes the
development both of different social policy programs and of the welfare
state as a coherent macro-phenomenon. This field is interested in explain-
ing the dynamics of welfare discourses and policies and aims to establish
causal relations between the welfare state and various outcomes on both
the macro-level (e.g., growth) and the micro-level (e.g., educational
attainment). The welfare state is not merely one function of the state;
rather, it is what makes a state a modern state—that is, what distinguishes
amodern state from earlier forms of statehood (Kaufmann, 2012). Integral
to welfare state research is the segmentation of research into various fields,
such as pensions, healthcare, unemployment protection, and family policy.
As a result, the influence of medicine and psychology has been subsumed
into welfare state research under the field of healthcare, where the strong
influence of the medical profession has long been acknowledged (Tuohy
& O’Reilly, 1992).

For welfare state research, engagement with medicalization and psy-
chologization offers a new perspective on the wide influence of medicine
and psychology on the welfare state because the concepts and involvement
of medicalization and psychologization cut across various welfare fields
(see Table 1.1). The social-constructivist background of medicalization
and psychologization research also provides analytical concepts that
respond to the cultural turn of welfare state research (Pfau-Effinger, 2005;
Sachweh, 2011). Specifically, this background adds an important dimen-
sion to the analysis of changing welfare discourses and reforms within
both the neoliberal era and the most recent years, which have built on the
social investment paradigm.
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Table 1.1  Examples of how health and illness matter across various fields in
welfare states (unemployment and poverty based on Eggs et al. (2014); work based
on DAK-Gesundheit (2019); homelessness based on Schreiter et al. (2017); famailies
based on AFET Bundesverband fiir Erzichungshilfe (2020) and Ravens-Sieberer
et al. (2021); education based on Rommel et al. (2018) and KMK (2021); social
care based on GBE Bund (2020))

Box 1: Examples of how health and illness matter across various fields in welfare states

— Unemployment and poverty: 40% of minimum-income recipients in Germany report
having serious health limitations.

— Work: Sick days for mental illness have tripled over the last twenty years in Germany,
with 2.2 million people taking sick leave days in 2019.

— Homelessness: 77% of homeless people in Germany sufter from mental illness.

— Families: About 3 million children (i.e., 1 in 4 children in Germany) grow up with at
least one parent with mental illness (including addiction). One in five children (17.5%)
is classified as having signs of psychological strain. This rate has increased to one in
every three children (30.4%) since the onset of the COVID-19 pandemic.

— Education: In 2020, out of 8.83 million school children, 571,671 received special-
needs education, 15% of 3- to 6-year-olds received logotherapy, and 16.7% of 14- to
17-year-olds received physical therapy.

— Social care: In 2019, 4.1 million people in Germany received social care. The need for
such care is assessed by medical staff and based on medical and psychological criteria.

1.3 A GeErMAN CASE STUDY

This book developed within a research group entitled the “Medicalization
and Psychologization of Social Problems: Challenges and Chances for
Social Policy (MEPYSO),” which was funded by the German Ministry of
Labour and Social Affairs. Our research focuses on medicalization and
psychologization within the German welfare state. We consider an investi-
gation into the move toward a biopsychosocial welfare state within the
German context to be both innovative and theoretically fruitful. Such an
investigation is zznovative because most existing work on medicalization
and psychologization has focused on ecither liberal or social-democratic
welfare states, particularly if this work has linked these processes to social
policy and to the welfare state (Scotland: Allan & Harwood, 2014;
England/Finland: Ecclestone & Brunila, 2015; England/Scotland.
Friedli, 2015; England: Garthwaite, 2014; USA: Hansen et al., 2014;
Sweden: Holmqvist, 2009; England: Macvarish et al., 2015; Norway:
Madsen, 2014; USA: Nolan, 1998; Canada: Pulkingham & Fuller, 2012;
England: Rose, 1985, 1998; USA: Schram, 2000; England/USA: Wastell
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& White, 2012; USA: Wong, 2016). There are good reasons for this
focus: in social-democratic welfare states, medicalization and psychologi-
zation are considered to be forms of well-intentioned “generosity” and
serve as an explanation for why standard social services have not yet solved
existing social problems (Holmqvist, 2009). In liberal welfare states, med-
icalization and psychologization are instead portrayed as institutionally
created necessities or last resorts, with losing a disability status, for instance,
potentially meaning no longer having access to any type of benefits at all
(e.g., Hansen et al., 2014; Wong, 2016). These results suggest that medi-
calization and psychologization can be institutionally linked both to strong
conditionality (liberal welfare states) and to the universalist orientation
(social-democratic welfare states) of welfare states. Therefore, a study
from another world of welfare states is important to understanding
whether and how medicalization and psychologization unfold in a system
with a welfare orientation that includes a mixture of both elements.

As a conservative welfare state, Germany is a theoretically intevesting
case, because it has specific institutional features that could shed light on
other mechanisms that pertain to how the state is involved in processes of
medicalization and psychologization. Moreover, the German welfare state
has experienced a strong reform dynamic over the last three decades,
which allows us to investigate how medicalization and psychologization
are incorporated into paradigmatic changes that are associated with ideas
of neoliberalism and social investment.

In comparative welfare state research, Germany constitutes the arche-
type of the conservative welfare state regime (Esping-Andersen, 1990). In
Germany, social policy is strongly based on social insurance systems with
earnings-related contributions and benefits and with family policies ori-
ented toward a male-breadwinner model. An important aspect of this
institutional configuration is a strong demarcation between different wel-
fare programs, which creates problems when different social problems
intersect. Social policies are also strongly codified in the 12 books of the
German Social Code. Benefits and services are thus institutionalized as
social rights. Citizens perceive these benefits and services as individual
social rights because contributions for pension, healthcare, unemploy-
ment, and social care insurance are taken directly from citizens’ monthly
employment income, as is visible on each individual paycheck. Another
important feature of the German welfare system is corporatism. The self-
governance of corporate actors grants physician organizations in Germany
direct decision-making power in the public health insurance system.
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Over the last few decades, Germany has borne witness to a strong
reform dynamic in different sectors of the welfare state. This dynamic was
influenced in the 1990s and 2000s by neoliberal thinking, and since the
2000s, it has also been influenced by the social investment paradigm.
Neoliberal reforms to unemployment and social assistance programs have
strongly increased the conditionality of welfare benefits and imposed work
obligations on all non-employed people unless their health status pre-
cludes them from working. Social investment ideas have influenced the
shift in German family policy. While Germany has long supported a male-
breadwinner family model, the introduction of an earnings-related mater-
nity leave and the substantial expansion to childcare facilities have created
strong support for mothers’ employment participation. Some scholars
have argued that the passing of these fundamental reforms “no longer
warrants labeling Germany a conservative welfare state” (Seeleib-Kaiser,
2016, p. 235), while others consider “[t|he German social insurance state
[to be] alive and kicking” (Blank, 2019, p. 522). In any case, this dynamic
provides an empirically interesting case for studying how medical and psy-
chological ideas, practices, and actors have been, respectively, the fuel,
catalyst, and outcome of these welfare state reforms.

The focus used in past reforms guided the selection of the social prob-
lems or social policy areas that we analyzed in our research. First, because
one of the most significant transformations in the German welfare state
was the reform of the German unemployment and social assistance system
in the early 2000s, we studied the medicalization and psychologization of
unemployment and poverty, thereby adding to an evolving body of interna-
tional literature on these issues (Buffel et al., 2017; Friedli, 2015; Hansen
et al., 2014; Shepherd & Wilson, 2018; Wong, 2016). We extend this
work by linking medicine and psychology as two distinct yet strongly
interactive disciplines and professions that have changed their role in deal-
ing with poverty and unemployment. Second, family policy reforms—and
particularly the reforms that expanded and transformed childcare in
Germany—reflect the new level of attention that is paid to early childhood
in German social policy. Children in families with difficult circumstances
and issues of child protection constitute another area in which new poli-
cies have been enacted. Such policies include the National Initiative for
Early Childhood Intervention, which was launched in 2006. Viewing dif-
ficulties in childhood as a social problem also resonates with the medical-
ization and psychologization literature, which has long considered the
changing role of medicine and psychology in childhood to be an impor-
tant rescarch topic (e.g., Conrad, 1975; Ramey, 2015; Timimi, 2002).
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1.4  MEDICINE AND PSYCHOLOGY IN (GERMANY

Medicine and psychology are both popular academic disciplines in
Germany. For years, access to the two fields of study has been restricted
because demand has exceeded the number of available places at universi-
ties (Fehling, 2018). Medicine is clearly the more powerful profession in
Germany as it holds a strong position in the self-governing body of the
German healthcare system in the form of the Federal Joint Committee.
With 4.3 medical doctors per 1000 population, Germany has a high physi-
cian density, ranking 6th in a 2018 comparison of 28 OECD nations
(OECD average: 3.6) (OECD, 2021). As in many Western countries, the
number of physicians in Germany has increased immensely from a histori-
cal perspective. There was one medical doctor per roughly 3000 inhabit-
ants in 1885, one per 700 inhabitants in 1952, one per 329 inhabitants in
1991 (Busse & Bliimel, 2014), and finally one medical doctor per 233
inhabitants in 2019 (OECD, 2021).

However, psychology has also grown substantially in importance.
Table 1.1 illustrates this development quantitatively. Until 2007, there
were about twice as many students studying medicine compared with psy-
chology. Between 2007 and 2020, the number of students enrolled in
psychology increased by 223%, and the figure fully caught up to medicine
despite the simultaneous increase in the number of medical students
between 2010 and 2020 (Fig. 1.1).

Psychology also consolidated its professional status in 1999 with its
acknowledgment as an independent profession (psychological psychother-
apist) and the right for these professionals to establish their own practices
(PsychThG, 1998). In 2020, psychological psychotherapists also gained
the right to see patients without a physician’s referral, thereby increasing
their independence from physicians in the outpatient healthcare sector
(PsychThG, 2019). In light of these changes, the number of psychological
psychotherapists rose from about 30,000 in 2006 to around 50,000 in
2020 (GBE Bund, 2021).

Most physicians and psychologists work in private practices, hospitals,
and clinics. In their clinical practice, their diagnoses are often relevant
when it comes to sick leave, social security benefits, welfare services, or
exemptions from certain social obligations. Thus, many medical doctors
and psychologists act as arbitrators for social problems both through their
regular practice and as independent reviewers for courts and welfare
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Fig. 1.1 Number of students of medicine and psychology in Germany,
1998-2020 (Statistisches Bundesamt [ Destatis], 2022, own calculations)

administrations. Moreover, German statutory health insurance, statutory
pensions insurance, and the Federal Employment Agency have individual
medical review boards, and the Federal Employment Agency also has a
psychological review board. In these boards, employed physicians and psy-
chologists provide socio-medical expertise, which in many cases directly
translates to a legal status that either grants or does not grant benefits
(e.g., disability pensions), services (e.g., rehabilitative services), and obli-
gations (e.g., active job search). Psychologists and medical doctors are also
employed in communities and work in different social settings, such as
schools. However, it is not the number of physicians and psychologists
who work in a field that determines their influence on the welfare state.
Indeed, it may be that the rather small number of physicians and psycholo-
gists who work in the welfare administration and in the political system
(compared with in clinical practice) are the most influential in the medical-
ization and psychologization of social problems because their work is
influenced by their professional socialization and professional networks.
For instance, medical doctors who work in a ministry might be more
inclined to support medical explanations or to call upon medical expertise
for a given problem than would someone with a different professional
background.
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1.5 Tue Book

With this book, we aim to integrate research agendas from welfare state
studies with existing work from the field of medicalization as well as with
psychologization research. We thereby investigate the following ques-
tions: (1) What roles do medicine and psychology play in the welfare state?
(2) How have these roles developed? (3) What implications does a move
toward a biopsychosocial welfare state have? These broad questions serve
as a guideline throughout the chapters of this book.

We begin our investigation into these questions in the first part of this
book by bringing the diverse lines of research together on a theoretical
level: Chap. 2 lays out the primary concepts and theoretical assumptions
of medicalization research on the one hand and psychologization research
on the other hand and offers a systematic comparison and currently lack-
ing synthesis of the ideas found in these bodies of research. Chapter 3 then
integrates this debate using theories from the welfare state and social pol-
icy research. Using the analytical dimensions of ideas, actors, and institu-
tions, we develop a multifaceted theoretical framework that provides
guidance on how to trace and understand medicalization and psychologi-
zation in the welfare state.

The second part of the book applies this framework to three social
problems that are integral to welfare state activity: unemployment, pov-
erty, and childhood problems. The chapters in this part illustrate medical-
ization and psychologization in the respective welfare fields by combining
a multitude of data sources, including analyses of legal categories, qualita-
tive and quantitative discourse analyses, analyses of bibliographic data, and
analyses of data from an experimental vignette survey that we fielded in
Germany in 2019. Chapter 4 illustrates how medicalization and psycholo-
gization have unfolded in the welfare state’s response to unemployment.
In this highly dynamic field of activating reforms, the boundaries between
unemployment and disability and the importance of illness in precluding
work obligations are illustrated and discussed in terms of the relevance of
these issues to individuals’ social rights and obligations, the social legiti-
macy associated with the status of sickness, and the continuous attempts
of the government to “deal with long-term unemployment.” Chapter 5
illustrates the medicalization and psychologization of poverty by showing
how the two disciplines have gained ground both quantitatively—in the
scientific discourse on poverty—and qualitatively—through the elabora-
tion of poverty as a multidimensional concept in which notions of health
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and psychological concepts are integral. The role of scientists in the medi-
calization and psychologization of poverty can also be traced in the peri-
odical governmental reports on poverty and wealth, but medical and
psychological ideas are of little relevance in parliamentary debates on pov-
erty. In Chap. 6, we turn to a field of welfare state activity that has become
increasingly important over the past three decades: policies that address
children and children’s problems. We investigate the role of interest
groups in the medicalization and psychologization of children and study
institutional implications in terms of the relevance of diagnostic categories
for social rights in the field of education. Finally, we describe the results
from our survey, which shows the legitimacy of social rights and the obli-
gations that the general public considers to be adequate for children with
emotional and behavioral problems.

Finally, in the third part of the book, Chap. 7 discusses how the move
toward the biopsychosocial welfare state can be interpreted partially as a
result of how medical and psychological explanations and interventions
have resonated with the two dominant social policy paradigms that have
guided the transformation of the welfare state over the past decades: neo-
liberalism and social investment. The concern that the medicalization and
psychologization of social problems is accompanied by individualization
and depoliticization is visible in parts of our empirical results, particularly
during the period of the neoliberal restructuring of welfare policies.
However, we can also see how medical and psychological arguments have
been used to argue for greater societal responsibility and social solutions,
particularly in more recent years. This shift reflects a greater focus on social
investment ideas as well as on learning from difficulties that stem from
neoliberal policy changes. Finally, in Chap. 8, we summarize the key les-
sons learned from our research as presented throughout the chapters and
look to the future of the biopsychosocial welfare stateWelfare state.

REFERENCES

AFET Bundesverband fiir Erzichungshilfe. (2020). Abschlussbericht: Arbeitsgruppe.
Kinder psychisch- und suchtkranker Eltern. Hannover.

Allan, J., & Harwood, V. (2014). Medicus interruptus in the behaviour of chil-
dren in disadvantaged contexts in Scotland. British Journal of Sociology of
Education, 35(3), 413-443. https://doi.org/10.1080,/01425692.2013.
776933


https://doi.org/10.1080/01425692.2013.776933
https://doi.org/10.1080/01425692.2013.776933

16 N.REIBLING

Aurich-Beerheide, P., & Brussig, M. (2017). Assessment of work ability in com-
peting strands of social insurance: the German case. Journal of Poverty and
Social  Justice, 25(2), 163-176. https://doi.org/10.1332,/175982717X1
4937395831424

Blank, F. (2019). The state of the German social insurance state: Reform and resil-
ience. Social Policy and Administration, 543), 505-524. https://doi.
org/10.1111 /spol.12542

Blom, B., Evertsson, L., Perlinski, M., & (Eds.). (2017). Social and caring profes-
sions in European welfave states: Policies, services and professional practices.
Policy Press.

BMAS. (2021). Lebenslagen in Deutschland: Der 6. Armuts- und Reichtumsbericht
der Bundesregierunyg. Berlin.

Bourgeault, I. L. (2017). Conceptualizing the Social and Political Context of the
Health workforce: Health Professions, the State, and its Gender Dimensions.
Frontiers in Sociology, 2(16). https://doi.org,/10.3389 /ts0c.2017.00016.

Briickweh, K. (Ed.). (2012). Engineering society: The role of the human and social
sciences in modern societies, 1880-1980. Palgrave Macmillan. https://doi.
org,/10.1057 /9781137284501

Butftel, V., Beckfield, J., & Bracke, P. F. (2017). The institutional foundations of
medicalization: A cross-national analysis of mental health and unemployment.
Journal of Health and Social Behavior, 58(3), 272-290. https://doi.
org/10.1177/0022146517716232

Busse, R., & Bliimel, M. (2014). Germany: Health system review. Health Systems
in Transition, 16(2), 1-296.

Conrad, P. (1975). The discovery of hyperkinesis: Notes on the medicalization of
deviant behavior. Social Problems, 23(1), 12-21.

Conrad, P. (1992). Medicalization and social control. Annual Review of Sociology,
18(1), 209-232. https://doi.org,/10.1146 /annurev.s0.18.080192.001233
Conrad, P. (2007). The medicalization of society: On the transformation of human

conditions into treatable disorders. Johns Hopkins University Press.

DAK-Gesundheit. (2019). Psychoreport 2019: Entwicklung der psychischen
Erkrankungen im Job. Langzeitanalyse; 1997-2018. IGES Insitut GmbH.

Dutfford, A. J., Kim, P., & Evans, G. W. (2020). The impact of childhood poverty
on brain health: Emerging evidence from neuroimaging across the lifespan.
International Review of Neurobiology, 150,77-105. https: //doi.org,/10.1016/
bs.irn.2019.12.001

Ecclestone, K., & Brunila, K. (2015). Governing emotionally vulnerable subjects
and ‘therapisation’ of social justice. Pedagogy, Culture & Society, 23(4),
485-506. https://doi.org,/10.1080,/14681366.2015.1015152

Ecclestone, K., & Hayes, D. (2009). The dangerous vise of therapeutic education.
Routledge.


https://doi.org/10.1332/175982717X14937395831424
https://doi.org/10.1332/175982717X14937395831424
https://doi.org/10.1111/spol.12542
https://doi.org/10.1111/spol.12542
https://doi.org/10.1057/9781137284501
https://doi.org/10.1057/9781137284501
https://doi.org/10.1177/0022146517716232
https://doi.org/10.1177/0022146517716232
https://doi.org/10.1146/annurev.so.18.080192.001233
https://doi.org/10.1016/bs.irn.2019.12.001
https://doi.org/10.1016/bs.irn.2019.12.001
https://doi.org/10.1080/14681366.2015.1015152

1 INTRODUCTION 17

Eggs, J., Trappmann, M., & Unger, S. (2014). Grundsicherungsempfiinger und
Erwerbstitige im Vergleich: ALG — I1 — Bezieher schitzen ithre Gesundheit schlech-
ter ein. IAB Kurzbericht 23 /2014.

Engel, G. L. (1977). The need for a new medical model: A challenge for bio-
medicine. Science, 196(4286), 129-136. https://doi.org/10.1126/science.
847460

Esping-Andersen, G. (1990). The three worlds of welfare capitalism. Wiley. https: //
books.google.de /books?id=KHdnAgAAQBA]J

European Commission. (2013, February 20). Communication from the Commission
to the European Parliament, the Council, the European Economic and Socinl
Committee and the Committee of the Regions: Towards Social Investment for
Growth and Cohesion — including implementing the European Social Fund
2014-2020. Brussels. European Commission.

Fazel, S., Geddes, J. R., & Kushel, M. (2014). The health of homeless people in
high-income countries: Descriptive epidemiology, health consequences, and
clinical and policy recommendations. The Lancet, 384(9953), 1529-1540.
https://doi.org,/10.1016,/S0140-6736(14)61132-6

Fehling, M. (2018). Die Verteilung des Mangels — Zum neuen Numerus Clausus-
Urteil des Bundesverfassungsgerichts. Recht der Jugend und des Bildungswesens,
66(1), 100-111. https://doi.org,/10.5771 /0034-1312-2018-1-100

Foster, R. (2016). Therapeutic culture, authenticity and neo-liberalism.
History of the Human Sciences, 29(1), 99-116. https://doi.org/10.1177 /0
952695115617384

Foucault, M. (1976 [1973]). The birth of the clinic: An archaeology of medical per-
ception. Tavistock.

Friedli, L. (2015). The politics of tackling inequalities: The rise of psychological
fundamentalism in public health and welfare reform. In K. E. Smith, C. Bambra,
& S. E. Hill (Eds.), Health inequalities: Critical perspectives (pp. 206-221).
Oxford University Press.

Garthwaite, K. (2014). Fear of the brown envelope: Exploring welfare reform with
long-term sickness benefits recipients. Social Policy & Administration, 48(7),
782-798. https://doi.org,/10.1111 /spol.12049

GBE Bund. (2020). Pflegestatistik. https:/ /www.gbe-bund.de/gbe/pkg_isgbe5.
prc_menu_olap?p_uid=gast&p_aid=76748832&p_sprache=D&p_help=0&p_
indnr=510&p_indsp=138&p_ityp=H&p_fid=

GBE Bund. (2021). Psychologische Psychotherapentinnen und -therapenten und
Kinder- und Jugendlichenpsychotherapeutinnen und -therapeuten. https://
www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_
2id=42524296&p_sprache=D&p_help=3&p_indnr=697&p_indsp=&p_
ityp=H&p_fid=

Gesetz iiber den Beruf der Psychotherapeurin und des Psychotherapeuten,
November 15, 2019.


https://doi.org/10.1126/science.847460
https://doi.org/10.1126/science.847460
https://books.google.de/books?id=KHdnAgAAQBAJ
https://books.google.de/books?id=KHdnAgAAQBAJ
https://doi.org/10.1016/S0140-6736(14)61132-6
https://doi.org/10.5771/0034-1312-2018-1-100
https://doi.org/10.1177/0952695115617384
https://doi.org/10.1177/0952695115617384
https://doi.org/10.1111/spol.12049
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=76748832&p_sprache=D&p_help=0&p_indnr=510&p_indsp=138&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=76748832&p_sprache=D&p_help=0&p_indnr=510&p_indsp=138&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=76748832&p_sprache=D&p_help=0&p_indnr=510&p_indsp=138&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=42524296&p_sprache=D&p_help=3&p_indnr=697&p_indsp=&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=42524296&p_sprache=D&p_help=3&p_indnr=697&p_indsp=&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=42524296&p_sprache=D&p_help=3&p_indnr=697&p_indsp=&p_ityp=H&p_fid=
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=42524296&p_sprache=D&p_help=3&p_indnr=697&p_indsp=&p_ityp=H&p_fid=

18 N.REIBLING

Gesetz tiber die Berufe des Psychologischen Psychotherapeuten und des Kinder-
und Jugendpsychotherapeuten, June 16, 1998.

Gusfield, J. R. (1989). Constructing the ownership of social problems: Fun and
profit in the welfare state. Social Problems, 36(5), 431-441. https://doi.
org,/10.2307 /3096810 .

Hansen, H., Bourgois, P., & Drucker, E. (2014). Pathologizing poverty: New
forms of diagnosis, disability, and structural stigma under welfare reform.
Social  Science & Medicine, 103, 76-83. https://doi.org/10.1016/j.
socscimed.2013.06.033

Harwood, V., & Allan, J. (2016). Psychopathology at school: Theorizing mental dis-
orders in education. Theorizing education series. Routledge.

Haushofer, J., & Fehr, E. (2014). On the psychology of poverty. Science,
344(6186), 862-867. https://doi.org,/10.1126/science.1232491

Heckman, J. J., & Kautz, T. (2013). Fostering and measuring skills: Interventions
that improve charvacter and cognition. National Bureau of Economic Research.

Holmqvist, M. (2009). Medicalization of unemployment: Individualizing social
issues as personal problems in the Swedish welfare state. Work, Employment and
Society, 23(3), 405-421. https: //doi.org,/10.1177 /0950017009337063

International Labour Organization/European Commission. (2017). Profiling
youth labour market disndvantage: A review of appronchesin Enrope. International
Labour Organization.

Kautmann, F.-X. (2012). European foundations of the welfare stare. Berghahn
Books. http://site.ebrary.com/lib/uniregensburg,/Doc?id=10583759

Macvarish, J., Lee, E., & Lowe, P. (2015). Neuroscience and family policy: What
becomes of the parent? Critical Social Policy, 352), 248-269. https://doi.
org/10.1177,/0261018315574019

Madsen, O. J. (2014). Psychologisation and critique in modern-day western cul-
ture. Social and Personality Psychology Compass, 8(5), 193-200. https://doi.
org/10.1111 /spc3.12103.

Medina, T. R., & McCraine, A. (2011). Layering control: Medicalization, psy-
chopathy, and the increasing multi-institutional management of social prob-
lems. In B. A. Pescosolido, J. K. Martin, J. D. Mclead, & A. Rogers (Eds.),
Handbook of the sociology of health, illness, and healing: A Blueprint for the 21st
century (pp. 139-158). Springer.

Nolan, J. L. (1998). The therapeutic state: Justifying government at century’s end.
New York University Press. http://www.loc.gov/catdir/enhancements/
fy0808,/97021234-b.html

Nye, R. A. (2003). The evolution of the concept of medicalization in the late
twentieth century. Journal of History of the Behavioral Sciences, 39(2), 115-129.

OECD. (2021). OECD Health Statistics 2021. https:/ /stats.oecd.org/Index.
aspx: ThemeTreeld=9


https://doi.org/10.1016/j.socscimed.2013.06.033
https://doi.org/10.1016/j.socscimed.2013.06.033
https://doi.org/10.1126/science.1232491
https://doi.org/10.1177/0950017009337063
http://site.ebrary.com/lib/uniregensburg/Doc?id=10583759
https://doi.org/10.1177/0261018315574019
https://doi.org/10.1177/0261018315574019
http://www.loc.gov/catdir/enhancements/fy0808/97021234-b.html
http://www.loc.gov/catdir/enhancements/fy0808/97021234-b.html
https://stats.oecd.org/Index.aspx?ThemeTreeId=9
https://stats.oecd.org/Index.aspx?ThemeTreeId=9

1 INTRODUCTION 19

Olafsdottir, S., & Beckfield, J. (2011). Health and the social rights of citizenship:
Integrating welfare-state theory and medical sociology. In B. A. Pescosolido,
J. K. Martin, J. D. Mclead, & A. Rogers (Eds. ), Handbook of the sociology of health,
iliness, and healing: A Blueprint for the 21st century (pp. 101-115). Springer.

Paul, K. I., & Moser, K. (2009). Unemployment impairs mental health: Meta-
analyses. Journal of Vocational Behavior, 743), 264-282. https://doi.
org,/10.1016/j.jvb.2009.01.001

Pfau-Effinger, B. (2005). Culture and welfare state policies: Reflections on a com-
plex interrelation. Journal of Social Policy, 341), 3-20.

Pulkingham, J., & Fuller, S. (2012). From parent to patient: The medicalization
of lone motherhood through welfare reform. Social Politics: International
Studies in  Gender, State & Society, 19(2), 243-268. https://doi.
org,/10.1093 /sp/jxs007

Ramey, D. M. (2015). The social structure of criminalized and medicalized school
discipline.  Sociology of Education, 88(3), 181-201. https://doi.
org/10.1177/0038040715587114

Ravens-Sieberer, U., Kaman, A., Erhart, M., Devine, J., Schlack, R., & Otto,
C. (2021). Impact of the COVID-19 pandemic on quality of life and mental
health in children and adolescents in Germany. European Child & Adolescent
Psychintry 31(6): 879-889. https://doi.org,/10.1007 /s00787-021-01726-5

Rommel, A., Hintzpeter, B., & Urbanski, D. (2018). Inanspruchnahme von
Physiotherapie, Logopidie und Ergotherapie bei Kindern und Jugendlichen in
Deutschland — Querschnittergebnisse aus KiGGS Welle 2 und Trends. Journal
of Health  Monitoring, 3(4), 22-37. https://doi.org/10.17886/
RKI-GBE-2018-090

Rose, N. S. (1985). The psychological complex: Psychology, politics and society in
England; 1869-1939. Routledge & Paul.

Rose, N. S. (1998). Inventing ourselves: Psychology, power, and personhood.
Cambridge University Press.

Rothgang, H., Obinger, H., & Leibfried, S. (2006). The state and its welfare state:
How do welfare state changes affect the make-up of the nation state? Social
Policy and Administration, 40(3), 250-266. https://doi.org/10.1111/
j-1467-9515.2006.00488 x

Sachweh, P. (2011). Ideen, Werte und Kultur als Erklirungsfaktoren in der
Wohlfahrtsstaatsforschung. Zeitschrift  Fiir  Sozialveform, 57(4), 371-382.
https://doi.org,/10.1515 /zsr-2011-0402

Schram, S. E. (2000). After welfare: The culture of postindustrial social policy.
New York University Press. http://www.loc.gov/catdir/enhancements/
fy0807 /99006916-b.html

Schreiter, S., Bermpohl, F., Krausz, M., Leucht, S., Rossler, W., Schouler-Ocak,
M., & Gutwinski, S. (2017). The prevalence of mental illness in homeless peo-


https://doi.org/10.1016/j.jvb.2009.01.001
https://doi.org/10.1016/j.jvb.2009.01.001
https://doi.org/10.1093/sp/jxs007
https://doi.org/10.1093/sp/jxs007
https://doi.org/10.1177/0038040715587114
https://doi.org/10.1177/0038040715587114
https://doi.org/10.1007/s00787-021-01726-5
https://doi.org/10.17886/RKI-GBE-2018-090
https://doi.org/10.17886/RKI-GBE-2018-090
https://doi.org/10.1111/j.1467-9515.2006.00488.x
https://doi.org/10.1111/j.1467-9515.2006.00488.x
https://doi.org/10.1515/zsr-2011-0402
http://www.loc.gov/catdir/enhancements/fy0807/99006916-b.html
http://www.loc.gov/catdir/enhancements/fy0807/99006916-b.html

20 N.REIBLING

ple in Germany — A systematic review and meta-analysis. Deutsches Arzteblatt
International, 114, 665-672. https//doi.org,/10.3238 /arztebl.2017.0665 .

Seeleib-Kaiser, M. (2016). The end of the conservative german welfare state
model. Social Policy & Administration, 50(2), 219-240. https://doi.
org/10.1111 /spol.12212

Sekretariat der Stindigen Konferenz der Kultusminister der Linder in der
Bundesrepublik  Deutschland IVC/Statistik. (2021).  Sonderpidagogische
Forderuny in allgemeinen Schulen (ohne Forderschulen): 2019/2020. https://
www.kmk.org/fileadmin/Dateien/pdf/Statistik/Dokumentationen /Aus_
SoPae_Int_2019.pdf

Shepherd, L., & Wilson, R. F. (2018). Introduction: The medicalization of pov-
erty. The Journal of Law, Medicine and Ethics, 46, 563-566. https://doi.
org/10.1177/1073110518804197

Statistisches Bundesamt. (2022). Hochschulstatistik. www.genesis-destatis.de

Szasz, T. S. (1960). The myth of mental illness. American Psychologist, 152),
113-118. https://doi.org,/10.1037 /h0046535

Timimi, S. (2002). Pathological child psychintry and the medicalization of child-
hood. Routledge.

Tuohy, C., & O’Reilly, P. (1992). Professionalism in the welfare state. Journal of
Canadian Studies, 27(1), 73-92. https://doi.org,/10.3138 /jcs.27.1.73

UCL Institute of Health Equity. (2013). Health Inequalities in the EU — Final
Report of the Consortinm. Consortium Lead: Sir Michael Marmot. https: //doi.
org/10.2772 /34426

Wastell, D., & White, S. (2012). Blinded by neuroscience: Social policy, the family
and the infant brain. Families, Relationships and Societies, 1(3), 397—414.
https://doi.org,/10.1332 /204674312X656301

Wilfer, T., Braungardt, T., & Schneider, W. (2018). Soziale Probleme in der haus-
drztlichen Praxis. Zestschrift fiir Psychosomatische Medizin und Psychotherapie,
043), 250-261. https://doi.org,/10.13109 /zptm.2018.64.3.250

Wong, S. (2016). Geographies of medicalized welfare: Spatial analysis of supple-
mental security income in the U.S.; 2000-2010. Social Science & Medicine,
160, 9-19. https://doi.org,/10.1016/j.socscimed.2016.05.018

World Health Organization. (2022). ICD-11 for Mortality and Morbidity Statistics
(2nd Version). https://icd.who.int/

Zacher, H. F. (1985). Arzt und Sozialstaat. Sozialer Fortschritt, 34(10), 217-224.

Zola, I. K. (1975). In the name of health and illness: On some socio-political con-
sequences of medical influence. Social Science & Medicine (1967), 9(2), 83-87.
https://doi.org,/10.1016,/0037-7856(75)90098-0


https://doi.org/10.1111/spol.12212
https://doi.org/10.1111/spol.12212
https://www.kmk.org/fileadmin/Dateien/pdf/Statistik/Dokumentationen/Aus_SoPae_Int_2019.pdf
https://www.kmk.org/fileadmin/Dateien/pdf/Statistik/Dokumentationen/Aus_SoPae_Int_2019.pdf
https://www.kmk.org/fileadmin/Dateien/pdf/Statistik/Dokumentationen/Aus_SoPae_Int_2019.pdf
https://doi.org/10.1177/1073110518804197
https://doi.org/10.1177/1073110518804197
http://www.genesis-destatis.de
https://doi.org/10.1037/h0046535
https://doi.org/10.3138/jcs.27.1.73
https://doi.org/10.2772/34426
https://doi.org/10.2772/34426
https://doi.org/10.1332/204674312X656301
https://doi.org/10.13109/zptm.2018.64.3.250
https://doi.org/10.1016/j.socscimed.2016.05.018
https://icd.who.int/
https://doi.org/10.1016/0037-7856(75)90098-0

1 INTRODUCTION 21

Open Access  This chapter is licensed under the terms of the Creative Commons

Attribution 4.0 International License (http://creativecommons.org/licenses/
by/4.0/), which permits use, sharing, adaptation, distribution and reproduction
in any medium or format, as long as you give appropriate credit to the original
author(s) and the source, provide a link to the Creative Commons licence and
indicate if changes were made.

The images or other third party material in this chapter are included in the
chapter’s Creative Commons licence, unless indicated otherwise in a credit line to
the material. If material is not included in the chapter’s Creative Commons licence
and your intended use is not permitted by statutory regulation or exceeds the
permitted use, you will need to obtain permission directly from the copy-
right holder.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

®

Check for
updates

CHAPTER 2

The Biopsychosocial Welfare State:
A Theoretical Framework

Nadine Reibling and Lisa Bleckmann

In this chapter, we discuss concepts and theories that allow us to better
understand and explain the prominent role of medicine and psychology in
the German welfare state. Although most medical doctors and psycholo-
gists are paid by public health insurance and some also work as employees
in public organizations, welfare state research has considered both profes-
sions—if at all—only in terms of their relevance to healthcare. However,
over the last 10-15 years, several scholars have proposed that processes of
medicalization and psychologization are linked in a more fundamental
way to the welfare state and its institutions (Buffel et al., 2017; Holmqpvist,
2012; Olafsdottir, 2011; Pulkingham & Fuller, 2012; Sage & Laurin,
2018; Schram, 2000; Wastell & White, 2012; Wong, 2016).

In fact, medicine and psychology have been relevant to the welfare state
since its beginnings in the nineteenth century. Nikolas Rose (1996), for
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instance, claims that psychology and the welfare state developed not only
around the same time (at the end of the nineteenth century), but also as
part of an interdependent relationship: “As the human soul became the
object of a positive science, human subjectivity and intersubjectivity
became possible targets of government intervention” (Rose, 1996, p. 68).
Nevertheless, recent contributions suggest that medicalization and psy-
chologization in the welfare state have taken on new significance in paral-
lel to changes to Western welfare states over the last three decades.
“Concern with the psychological dimension has always been present in
welfare practices but has typically played a subordinate role in political
constructions of policy. We raise the idea that we have entered an epoch in
which the ‘psycho’ resonates as surely as the ‘social’ alongside ‘welfare’”
(Stenner & Taylor, 2008, p. 415).

Our conceptual framework is based on the concepts of medicalization
and psychologization. This framework contrasts with many recent contribu-
tions in the field, which are based on the notions of therapeutization,
therapy culture, and/or biopolitics (e.g., Ecclestone & Hayes, 2009;
Tllouz, 2008; Lupton, 1995; Nolan, 1998; Rose, 2006). While these con-
cepts were developed in order to better grasp a broader phenomenon
independent of disciplinary and professional boundaries (Anhorn &
Balzereit, 2016), we are explicitly interested in these boundaries as well as
in relationships between these disciplines and professions. The processes
of medicalization and psychologization certainly share many commonali-
ties, and the boundaries between the two fields can quite often seem
blurred, as, for example, with psychiatry. However, important differences
also exist between medicalization and psychologization. These differences
are evident not only in the professions themselves and in their roles and
foundations in the (welfare) state, but also in terms of their consequences
for individual subjects and for the welfare state.

In both this and the following chapter, we outline how we can identify,
understand, and explain processes of medicalization and psychologization
in the welfare state. To that end, in Chap 3, we first discuss medicalization
theory, followed by accounts of psychologization, and we conclude with a
systematic comparison of both processes. In Chap. 4, we integrate these
theoretical approaches to welfare state theory in an analytical framework
that specifies how we can (a) understand the role of medicine /psychology
on different dimensions (actors, institutions, ideas) and levels (micro,
meso, macro) of the welfare state and (b) explain cross-national differ-
ences and (c) changes over time.
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2.1  MAKING THINGS MEDICAL...

is how Peter Conrad (2007 )—one of the most prominent American schol-
ars in this field—synthesizes the concept of medicalization. At its core, the
concept centers around understanding how and why social problems or
conditions move into (and out of) the medical realm.

The significance of medicalization stems from its potential to describe
and explain why the number of life problems and social conditions that
have become medical has grown substantially in recent past decades. What
used to be considered madness is now understood to be mental illness.
Drunkenness is now acknowledged as alcohol dependence, chronic stress at
work has been re-defined as burnout syndrome, and maladjusted child
behavior has been classified as various forms of childhood and adolescent
behavioral and emotional disorders, including ADHD. Most notably, this
medicalization of society is visible in the rising number of medical diagno-
ses, for instance, in the International Standard Classification of Disease
(ICD), which grew from 14,000 codes in Version 9 (1978) to 375,000
codes in Version 10 (1990) (Winters-Miner et al., 2014).

“Deviant behaviors” were among the first problems to become medi-
calized. With their seminal contribution, “From Badness to Sickness,”
Conrad and Schneider (1992) revealed that many phenomena that were
once treated by religion or the justice system are now understood to be
medical problems. This transfer of the social control of deviance to the
field of medicine has accompanied the modernization of societies. While
deviant behavior was among the first examples that sparked interest in
processes of medicalization, later research has shown that the reach of
medicalization goes much further. Two other frequently medicalized phe-
nomena are “natural life processes,” such as childbirth, involuntary child-
lessness, menopause, and impotence, and “everyday problems of living,”
such as sadness, loneliness, shyness, and fear (Davis, 2016, p. 221).

It was this empirical observation—namely, that more and more things
were becoming medically defined and controlled by the medical
profession—that sparked the development of medicalization theory from
the 1950s to the 1970s. Early work took a predominantly critical perspec-
tive on the rising medicalization of society (Freidson, 1995; Illich, 1974;
Szasz, 1960). On the one hand, researchers highlighted the risks and
problems associated with labeling individuals as ill. Ironically, these risks
and problems included both the concern that individuals would no longer
take responsibility for their own problems (i.e., what individuals
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themselves can do) (Szasz, 1960) and the fear that responsibility would
become individualized and that social causes would be ignored (i.e., what
society can do for individuals) (Zola, 1972). On the other hand, concern
was voiced over the fact that social control for many social problems was
being transferred to the medical profession. This transfer was considered
problematic because medical doctors’ actions are generally perceived by
the public as objective and scientific despite the fact that medical doctors
are also guided by their own values and political objectives (Zola, 1975).
As Robert Nye (2003, p. 116) put it, the “medical discourse reinforced a
conception of reason as the enlightened self-interest of the rich and pow-
erful and located the domain of unreason among women, the mad, the
poor, and the criminal classes.”

This early critical perspective of medicalization was attenuated in the
further course of medicalization research. Peter Conrad, in particular,
maintained that medicalization should first be seen as a descriptive and
analytical concept that allows us to measure how the role of medicine has
changed both for specific empirical phenomena and for society at large,
independent of the consequences of this development. A vibrant body of
research by Conrad and many others called a number of the early assump-
tions of medicalization theory into question.

First, medicalization is not a binary category (i.e., problems are not
simply medicalized or not medicalized); instead, medicalization can be
assessed “on at least three distinct levels: the conceptual, the institutional,
and the interactional levels” (Conrad, 1992, p. 211). Thus, medicalization
can mean that a problem is described in medical terms on the conceptunl
level, that it is treated with a medical approach on the institutional level, or
that it involves the medical profession directly on the interactional level.
Problems can be medicalized on these levels to varying degrees, such as
minimally, partially, or fully.

Using such a differentiated perspective reveals that the hypothesis that
medicalization has been continuously expanding—that is, that all aspects
of society are becoming more and more medicalized—does not hold.
Instead, the definition and treatment of problems is much more dynamic
and regularly involves both medicalization and de-medicalization, some-
times simultaneously (Halfmann, 2012).
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2.1.1 The “Medical” in “Medicalization”

While this differentiated perspective on medicalization is generally agreed
upon, controversy exists around the core of the concept: In other words,
what exactly should count as medical? How can we distinguish medical
from non-medical? What are the necessary conditions for medicalization?
Three positions are outlined here:

(1) Narrow the concept 1: No medicalization without the medical pro-

(2

)

~—

fession: At one end of the spectrum, Davis (2006) argues that the
definition of medicalization has become blurred because the
social control of the medical profession is no longer a necessary
part of (conceptual) medicalization. Instead, the “medical” fram-
ing of a problem suffices in order to consider the problem medi-
calized. Davis warns against relying solely on language when
diagnosing processes of medicalization since there is no clear
guideline as to what constitutes a medical word, and indeed,
many words (e.g., “symptom,” “diagnosis”) have both a medical
and a non-medical meaning: How can a problem be fully medi-
calized, Davis asks, if no responsibility is transferred to the medi-
cal profession? Based on this analysis, Davis suggests that the
concept of medicalization be sharpened and refocused on medi-
cine as an institution.

Narrow the concept 2: No medicalization without o medical Inbel:
Similar to Davis, Williams et al. (2017) argue for a narrower or
stricter application of the concept of medicalization, but from a
different angle. The authors claim that if medical treatments and
technologies are used without defining the underlying problem as
a medical problem (i.e., pathology), these medical treatments and
technologies should not be considered a form of medicalization.
The example the authors provide that they do not consider medi-
calization is the use of pharmaceuticals for purposes of enhance-
ment (e.g., to sleep or concentrate better, even if no diagnosis has
been made that indicates a problem). Thus, from their perspec-
tive, conceptunl medicalization is the essential component of
the concept.

Extend the concept: Medicalization outside of Western biomedicine:
At the other end of the spectrum, Correia (2017) asserts that the
concept of medicalization remains overly narrow and overly con-
flated with both the biomedical model and the Western medical
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profession. Correia therefore suggests that anything that has the
ontological features of medicine from a philosophical perspec-
tive—regardless as to whether it is currently accepted in a medical
context—should be included in the concept. According to
Correia, “medicine can be defined as the use of discretionary-
based skills that are taught to turn abstract principles into con-
crete situations according to specific truths aimed at health
recovery” (Correia, 2017, p. 6). Correia thereby takes the oppo-
site position from Davis and aims to undo the coupling of medi-
calization with the (Western) medical profession.!

This discussion is important because it illustrates how challenging it is
to pinpoint the definition of medicalization. It is therefore critical to be
clear with what we mean with our use of the term and how we aim to
measure it empirically. In this book, we follow Halfmann (2012) in con-
sidering three dimensions of medicalization: For our purposes, medical-
ization includes (1) a rising use of medical zdeas and concepts, (2) a
stronger involvement of medical doctors as actors, and (3) an increasing
institutionalization of medicine, for example, through the requirement
that a medical opinion be given. All three dimensions capture one aspect
of medicalization and highlight the different mechanisms through which
medicalization happens in discourses, in practices, and in institutions (see
Chap. 3).

2.1.2  What Causes Medicalization?

An obvious first attempt at explaining medicalization involves investigat-
ing who benefits from the process. Thus, the power and activities of the
medical profession are considered a source of medicalization. This notion
has led many to believe that the concept of medicalization implies that it
is driven by medical doctors who actively extend their jurisdiction and
thereby increase their power. Pawluch (2017), for instance, argues that
with the improved health of children after World War II and the declining
number of children during the 1970s, “the specialty began to suggest that
primary care pediatrics could be revitalized if pediatricians addressed
themselves to children’s unmet needs, particularly those that were not
strictly medical” (Pawluch, 2017, p. 222). Thus, strategic actions by the

'n this sense, Correia argues for transforming the concept of medicalization into thera-
peutization since the definition of medicalization is focused on actions aimed at health recov-
ery, which closely resembles the common understanding of the concept of “therapy.”
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medical profession are considered in this case to be a cause of medicaliza-
tion. While these actions have certainly played a role in some cases, extreme
versions of this argument that consider medicalization to be a form of
“medical colonization” or “medical imperialism” are now rejected by
most scholars in the field as they are not in line with empirical data
(Busfield, 2017). Medical doctors are surely the central gatekeepers of the
healthcare system and are therefore generally involved in processes of
medicalization (Conrad, 2005), but they are quite often not the initiators.
In fact, comparative-historical analyses indicate that whether, how, and
when medical doctors engage in medicalization varies substantially across
time and contexts, which suggests that the reasons for medicalization are
more complex (Halfmann, 2019; Nye, 2003).

A second, important driver of medicalization includes activities by zzdi-
viduals and social movements that fight for the recognition of their prob-
lems as medical conditions. One example is alcoholism, which was
advocated for by a social movement (Alcoholics Anonymous) and was
only later accepted by the medical profession (Conrad & Schneider, 1992).

While medical doctors and social movements were seen as the primary
drivers of medicalization in the twenticth century, Conrad (2005, p. 10,
emphasis added) argues that “the engines of medicalization have prolifer-
ated and are now driven more by commercial and market interests than by
professional claims-makers.” This increasing importance of pharmaceuti-
cal, biomedical, and biotech companies in expanding the definitions of
discases has been a prominent feature of medicalization research? in US
sociology due to the system’s market orientation. This idea has also been
taken up by Adele Clarke et al. (2003) in their concept of biomedicaliza-
tion, in which they highlight “technoscientific innovations” and the “com-
modification of health” as fundamental aspects of biomedicalization.

However, not only the market but also the state is another important
force behind medicalization. Early medicalization theorists highlighted
this aspect and warned about the growing link between state power and
medical power (Zola, 1972). This early perspective of the state’s strategic
use of medicalization to oppress groups has lost influence. To some extent,
this is the result of the fact that much of the research on medicalization is
based in the US, where market forces are comparatively strong and the
welfare state’s influence is considered to be modest. More importantly,
the understanding of the role that the state plays in processes of

20r, more specifically, of biomedicalization and pharmaceuticalization.
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medicalization was transformed by the work of Michel Foucault (1991,
1976 [1973]). Both his late work and the research it has inspired consider
medicalization to be a form of governance in modern liberal states. These
governmentality studies have “abandoned the notion of an essentialized
and willful state” (Nye, 2003, p. 118). In other words, medicalization is
still linked to processes of knowledge, power, and governance within
states. However, the state as an actor in its own right—as well as its specific
institutions and their direct legal, material, and coercive power—has
received little emphasis in this line of research.

Newer medicalization research, however, has posited that the state in
general and the nstitutions of the welfare state in particular need to be
reconsidered and seen as having a powerful influence on processes of med-
icalization (Buffel et al., 2017; Halfmann, 2019; Holmqvist, 2012;
Olafsdottir, 2007). This claim is often the result of a comparative perspec-
tive that has shown that medicalization works quite differently across
nations due to the way the welfare state is organized. The role of the state
(i.e., its institutions and bureaucracies) can vary from that of an engine
that powers processes of medicalization to that of a break that halts these
processes (Reibling, 2019). More importantly, the existing institutions of
the welfare state provide the context that shapes sow medicine and psy-
chology are included in both the discourse and practices around social
problems. These institutions can be political and deal with topics ranging
from constitutionalism (Halfmann, 2019) to the general welfare state
regime (Olafsdottir, 2007), or they can belong to specific fields of govern-
ment activity, such as unemployment insurance (Buffel et al., 2017).

2.2  MAKING THINGS PSYCHOLOGICAL?

The growing importance of psychology in modern societies has paralleled
trends of growing medicalization (Castel, 1979; Gross, 1978; Havemann,
1957; Lasch, 1979; Rieft, 1987). However, while medicalization research
has been strongly centered in medical sociology, the debate on psycholo-
gization is centered in other (sub-)disciplines, especially cultural sociology
(Furedi, 2013; Illouz, 2008; Rieft, 1987), philosophy (Rose, 1996; de
Vos, 2013), and critical psychology (Madsen, 2018; Madsen & Brinkmann,
2016). Even though medicine and psychology are used to address similar
social problems, have similar consequences, and interact as professions in
many social systems, debates on medicalization and psychologization have
evolved separately and are only rarely compared or discussed (to some
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extent; see Madsen & Brinkmann, 2016). One reason for this is that the
concept of psychologization has gained less ground than that of medical-
ization since psychologization has often been theoretically absorbed by
the concepts of therapeutization or therapy culture. In these concepts, the
focus has traditionally been on the therapeutic approach rather than on
the psychological profession or on psychology as a discipline.

Nevertheless, existing definitions of psychologization generally center
around the concept of a process that is similar to that of medicalization.
For instance, Madsen (2014, p. 171) suggests that psychologization
denotes a process in which “increasingly more non-psychological phe-
nomena are understood as something that arises from and thereby has its
natural solution in the psyche of the individual, or, even better, in the
brain.” This definition highlights the conceptual dimension of psychologi-
zation. This dimension—which describes the idea that psychologization
works by forming knowledge and shaping discourses on social phenom-
ena—has had a very strong focus in the literature. Rose (1985, 1996),
however, advocates for another orientation and argues that we should also
examine the technologies of psychology, such as diagnostic manuals,
assessment tests, and therapeutic techniques. Rose argues that psychology
has developed historically not through the scientific growth of psychologi-
cal knowledge—as is commonly argued in histories of psychology—but
rather as due to psychologists” work on solving practical problems in vari-
ous organizations, such as “the school, the reformatory, the court, the
army and the factory” (Rose, 1985, p. 5). Finally, some work has also
examined the growing influence of the academic discipline and practical
profession of psychology as an indication of psychologization. However,
since the visibility and power of the profession is considered comparable to
that of other academic professions (and lower than that of older profes-
sions, such as medicine), it is unclear whether the growing number of
psychologists and psychotherapists represents psychologization or whether
it is merely an expression of a general professionalization trend in modern
democratic societies.

Numerous social issues reveal trends in psychologization. Such issues
include romantic relationships (Illouz, 2008), education (Ecclestone &
Hayes, 2009), social work, childhood development, religion, sports
(Madsen, 2014), work, poverty (Thomas et al., 2018), and various devi-
ant behaviors. Psychologization has also been studied in terms of the
importance of specific psychological concepts and discourses, such as the
idea of mental hygiene in the 1920s and 1930s (Rose, 1996), the
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self-esteem movement in the 1980s and 1990s (Cruikshank, 1993), the
stress discourse (Becker, 2013), and the currently popular concept of resil-
ience (Gill & Orgad, 2018). Psychologization has also been attributed to
the rising popularity of psychological techniques, such as intelligence tests,
assessments of personality traits, psychological experiments, and various
therapeutic techniques (e.g., cognitive behavior therapy, transactional
analysis). However, psychologization is usually conceived as more than the
process of growing popularity of certain psychological concepts or tech-
niques. Indeed, psychologization is considered a fundamental element of
modern societies that undergirds the notion of (a good) life: “Psychology
not only provides us with a conception of what we are but also offers us an
image of what we could be and a toolbox for achieving this image” (Neill,
2013, p. vii). It is this vastness of psychologization that scholars have criti-
cized because it has evolved into a system of meaning without alternatives
(Madsen & Brinkmann, 2016). It is therefore no longer possible for mod-
ern societies to think outside of the box created by psychological catego-
ries and meanings.

Various critical perspectives on the psychologization of modern societ-
ies exist. For instance, early “communitarian critique” (Illouz, 2008, p. 2)
posited that psychology encourages self-involvement and narcissism,
thereby undermining social relations and culture. Social problems become
depoliticized, and social solutions based on values such as solidarity are
rendered difficult—if not impossible—to achieve (Lasch, 1979; Rieft,
1987). A second line of critique has highlighted the social control aspects
of the process of psychologization and argued that people become overly
dependent on experts for dealing with their own lives instead of taking
responsibility and action themselves (Furedi, 2013). The involvement of
therapeutic professions can go hand in hand with paternalistic monitoring
and control and the devaluation of individuals’ personal values, particu-
larly for marginalized groups of society (Polsky, 2008). More recent work
has stepped back from the influence of professions and the notion of social
control. Inspired by Foucault’s (1991) ideas of systems of knowledge and
governmentality, psychology has also been considered a paradigmatic dis-
cipline that provides “technologies of the self”—that is, techniques
through which individuals govern themselves and transform their subjec-
tivity (Rose, 1996). Psychology provides both the knowledge and the
ethical resources for government through self-governance in which soci-
etal needs and personal objectives become aligned. For instance, individu-
als take responsibility for their own health or parenting, but the
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internalization of these goals and the used techniques are based on the
psychological knowledge and psychologized discourses in our society.

The wide concern about the negative consequences of psychologiza-
tion, however, has itself been reflected upon by various authors. For
instance, von Kardorff (1984) argued that to deem psychology to have
complete social control would be to overvalue the discipline and to under-
value individuals’ critical resources. In a similar vein, Illouz (2008) sug-
gests that we should ask why citizens so happily endorse psychological
concepts and techniques and posits that they do so because these concepts
and techniques provide meaning and resources for individuals’ lives that
enable them to understand and lead their lives in our current society.
Finally, as Madsen and Brinkmann (2016, p. 197) state, “[c]ertainly, there
should be a space for critique and utopian thinking; but rather than being
safe from psychologization, shouldn’t we be worrying about being saved
from global warming, flooding, and hunger?” Thus, psychologization is
generally viewed from a critical perspective, but concern exists around the
notion that in certain respects, its negative consequences might be
exaggerated.

2.2.1  What Is Psychology, Anyway?

In order to assess how extensive the phenomenon of psychologization is,
it is also necessary to understand its core: In other words, what is psychol-
ogy, anyway? This question is even more difficult to answer for psychology
than for medicine. The simple notion that psychology is what psychologists do
has been rejected by most of the literature. Indeed, the discipline has
gained professional prestige, rights, and resources over the course of the
twentieth century, and the number of psychologists has increased tremen-
dously. Nevertheless, the prestige of psychologists is lower than that of the
medical profession (Ebner & Rohrbach-Schmidt, 2019), and the political
power that psychologists wield is weaker. This power difference is particu-
larly evident in corporatist healthcare systems such as Germany, where
medical associations have an institutionalized role and are highly visible in
public debates (Klenk, 2018). But why has psychology come to have such
a dominant role in modern societies? The argument put forth in the litera-
ture is that it is precisely the fact that psychological knowledge and tech-
niques have been shared with other professions as well as with patients and
clients (Madsen, 2014; Rose, 1996) that has made psychology so power-
ful. Thus, unlike medicine, which strongly protects its knowledge and
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rights, psychology has been rather open with its ideas and inventions. This
diffusion of psychology should not be seen as an intentional strategy of the
psychological profession, although the profession has clearly advocated for
and actively extended its jurisdiction. Instead, this transparency is the
result of the history of psychology, which has developed by solving practi-
cal problems in various inter-professional organizations (Rose, 1996).
Moreover, therapeutic techniques require therapy patients to understand
and apply the methods themselves. As a result, psychological concepts
have not only been adopted by many other professions, but they have also
gained a strong foothold in everyday life and popular culture (e.g., in self-
help books) (Illouz, 2008).

Psychology contains a wide variety of subfields, research areas, theories,
and methods. Nevertheless, certain aspects are generally put forth as the
core of what psychology does: Psychology develops an objective, scientific
understanding of what it means to be a person (de Vos, 2013). The psy-
chological concept of a person includes many elements (e.g., perceptions,
cognitions, behavior); however, emotions have been highlighted as a spe-
cifically important contribution of psychology because they have histori-
cally received little attention in society (Furedi, 2013; Nolan, 1998).
Finally, psychology provides techniques for differentiating between indi-
viduals (e.g., their intelligence, personality, motivation, and capabilities)
(Rose, 1996). While psychology does engage with individuals and sets
norms and thresholds for when they and their behavior are considered
pathological or non-normal, the discipline’s focus is broader and includes
not only mentally ill individuals. Especially, The turn toward positive psy-
chology in the late 1990s has meant that psychological insights are rele-
vant for everyone because these insights provide knowledge and techniques
that can be used to lead a productive, happy, and healthy life.

2.2.2  What Causes Psychologization?

The literature on psychologization has put less emphasis on explaining
why psychologization has evolved in comparison with describing it and
evaluating its consequences. However, various ideas have been posited as
to why psychology has become so important in modern societies. Actors
have mostly been considered less relevant to psychologization, at least in
the sense of strategic actions made by social movements, psychological
professions, and so on. Nevertheless, actors are indeed mentioned in
works on psychologization. For instance, Rose (1996) argues that
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psychologists who work in social organizations (e.g., factories, the army)
and who aim to solve the practical problems that these organizations face
were critical in leading to the development of psychology as a profession.
Tllouz (2008, p. 20) points to individuals as agents in the process of psy-
chologization and argues that psychology provides “a cultural resource”
for individuals and that its techniques would not be adopted if these tech-
niques did not accomplish something for the individuals. Thus, by adopt-
ing psychological techniques and embracing their ideas, individuals
contribute to psychologization. Finally, Polsky (2008) argues that philan-
thropists and personnel in welfare services and agencies have been influen-
tial to psychologization because they have continuously advocated for a
therapeutic approach to dealing with marginal groups. As public employ-
ees, social personnel have a vested interest in demonstrating that the con-
tinued need for their techniques and services is present. In addition, their
jobs allow them to use bureaucratic and street-level strategies to maintain
this approach, even if their social organization and political power as a
group is limited (Polsky, 2008).

A second, more influential hypothesis for the rising influence of psy-
chology involves the role of zdeas. Many scholars depict psychologization
as a functional solution to the problems and needs of modern societies.
Indeed, as Nolan states in The Therapentic State, “[t]he therapeutic ethos
is a system of meaning that is right for the time” (1998, p. 18).
Bureaucratized modern institutions, flexible and individualized work and
private life, and the lack of other forms of authority and legitimization—
such as tradition and religion—create a need that is filled by what psychol-
ogy has to offer. Thus, psychological ideas resonate with the conditions
and requirements of modern life. As a transcendent orientation to life is no
longer pursued by most citizens, health, happiness, and self-realization
have evolved to become life’s ultimate goals, and it is psychology that
provides the scientific knowledge, techniques, and professional services
that can help individuals to reach these goals. The underlying cultural nar-
rative of psychologization depicts the process as a form of liberation—that
is, a beneficial force that is good. In other words, the more psychology, the
better (Madsen, 2014)—a view not only endorsed by most psychologists,
but also held in public. However, critical psychologists such as Madsen
have argued that psychologization can no longer be conceived as an alter-
native to social norms and traditions. Because psychology has become so
popular, psychological interpretations of our world have become the
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norm, and the techniques used in psychology have become the standard
for dealing with life’s problems.

Finally, snstitutions are also considered a relevant force behind psychol-
ogization. Psychology and the welfare state developed around the same
time, and there seems to be an interdependency between the two.
According to Rose (1996, p. 68), “[a]s the human soul became the object
of a positive science, human subjectivity and intersubjectivity became pos-
sible targets of government intervention.” Psychological knowledge has
allowed for a new form of governance that provides a natural fit with the
idea of liberal democracies and their citizens as responsible and rational
individuals (Madsen, 2014). Individual behavior is aligned with govern-
mental goals through experts and technologies of the self, which have
become institutionalized in the welfare state. Thus, throughout the expan-
sion of the welfare state, psychology and its practices have become institu-
tionalized in schools, clinics, companies, and so on (Furedi, 2013). In
return, the “therapeutic ethos” has legitimized the broad activities of the
state, as shown in Nolan’s (1998) historic analyses of fields of state activi-
ties in the US. This symbiosis between the welfare state and psychologiza-
tion should not be interpreted as an intentionally built system of power
relations. Indeed, “‘[t]he state’ is neither the origin nor puppet master of
all these programs of government. Innovations in government have usu-
ally been made, not in response to grand threats to the state, but in the
attempt to manage local, petty, and even marginal problems” (Rose, 1996,
p. 76). However, the result is nevertheless that psychology has become an
important part of the way that social control is organized in advanced,
industrialized democracies. This form of guided self-management is gen-
erally less coercive and repressive than other forms of control, but it still
represents a form of governance. However, the state has not given up
coercive measures altogether. This notion is important in the therapeutic
approach to marginal groups, where psychological solutions are often
coupled with (the threat of) coercive measures (Polsky, 2008). For
instance, in the welfare state, a lack of cooperation or conformity (e.g.,
school absence) has been tied with a reduction in or cancelation of welfare
benefits (e.g., Cantillon & van Lancker, 2012; Friedli, 2016).
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2.3 SIMILARITIES, DIFFERENCES, AND SUGGESTIONS
FOR AN INTEGRATED ANALYSIS

Psychology may be defined as the study of experience and behaviour.
Medicine concerns itself with those areas of experience and behavior known
as sickness and health (however one wishes to define these words). It might
be expected that the two subjects would be inextricably linked through their
common interest in human functioning. History has, however, erected bar-
riers between them, leading to a lack of understanding on both sides. (Hunt,
1974, p. 105)

Thus far, we have discussed the fact that one interdisciplinary body of lit-
erature has studied how medicine has become more important in societies
while another interdisciplinary body of literature has conducted similar
research for psychology. As both disciplines share many interests, subject
areas, and scientific methods and also often work together professionally,
the general lack of debate on how medicalization and psychologization are
interlinked is quite striking. We therefore next aim to compare and inte-
grate these two processes. In so doing, we do not mean to suggest that
medicalization and psychologization generally co-occur or are interdepen-
dent, nor do we view the two processes as mere dimensions of a more
abstract societal process, such as scientization (Ziemann et al., 2012) or
modernization.

Instead, we argue that analytically combining the two processes allows
us to sharpen and reflect on existing concepts and categories in both
research areas, including what is considered to be (or ignored as) as their
driving forces. This analytical combination also draws attention to the
boundaries of the disciplinary and professional ideas, practices, and identi-
ties and thereby creates new puzzles and theoretically engaging research
questions. Finally, a combined framework wields new analytical leverage in
the empirical analysis of issues in which both disciplines are involved. The
welfare state is the subject on which we focus in this book because it is in
the welfare state that much of the activity around psychology and medi-
cine occurs.

Table 2.1 compares medicalization and psychologization and displays
their commonalities and differences. The descriptions of medicalization
and psychologization may appear oversimplified, but the idea is to accen-
tuate the differences concisely and illustratively. We thereby highlight the
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Table 2.1 Comparison of medicalization and psychologization (attribution of
responsibility based on Brickman et al. (1982))

Medicalization

Medicalization and
Psychologization

Psychologization

e The medical
profession is strong
and autonomous and
possesses
monopolized medical
knowledge and
exclusive jargon.
Tllness and pathology
are the central focus.
The field is practice-
oriented and has a
clear job profile.

Discipline /
Profession

Medical care and
pharmaceuticals

Techniques

® Medical doctors have
their own
organizations (i.c.,
hospitals) and sit at
the top of the
hierarchy of all other
health professionals.
Medical doctors
usually work jobs with
a traditional, medical
profile.

Medical doctors have
established roles in the
institutions of the
welfare state (medical
chambers, company
physicians, etc.).

Institutions

e Both disciplines share
many interests,
subject areas, and
scientific methods and
often work together
professionally.

Their members are
considered specialized
experts who possess
scientific knowledge
that is grounded in
the natural-science
paradigm.

Their authority is
based on the fact that
access to the
profession is only
possible through an
academic education
with high barriers
(restricted access,
long training periods).
Diagnostics and therapy

* Many medical doctors
and psychologists are
self-employed health
professionals in
private practices.
Both disciplines share
the role of experts in
the welfare state and
its institutions. These
experts are
responsible for
making decisions in
defined situations.

e Psychologists have a
less eftective
political
organization.

e Psychologists’
knowledge and
techniques are more
accessible and are
therefore widely
diffused in society.

e Psychology works
on a general
understanding of
the human psyche
and thus on
defining what is
both “normal” and
“pathological.”

Coaching, self-help
groups, self-help
literature, and
psychological tests
e Psychologists work
in various sectors
(companies,
schools, etc.) and
often in positions
that are also open
to members of
other disciplines.

(continued)
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Table 2.1 (continued)

Medicalization Medicalization and Psychologization
Psychologization
Attribution  Medical model: The Both disciplines Compensatory model:
of individual is responsible  concentrate on the The individual is
responsibility neither for the problem  individual. responsible not for
nor for the solution. Medicalization is the problem, but for
moving toward the the solution.
compensatory model.
Driving e All driving forces e All driving forces
forces apply, but strong focus apply, but strong
(Actors, is placed on actors as a focus is placed on
Ideas, driving force behind cultural ideas as a
Institutions) medicalization. driving force behind
psychologization.

ideal-typical differences between both processes, but the empirical reality
is more complex than the model suggests.

2.3.1 Diffevences Between the Disciplines and Their
Institutional Anchoving

Medicine is a large academic discipline that has a long history as a field of
study since the foundation of the first medieval universities. Moreover, the
medical profession continues to be among the most prestigious and politi-
cally influential professions and occupations in advanced, industrialized
countries (Ebner & Rohrbach-Schmidt, 2019; Klenk, 2018). However,
with the development of psychology in the middle of the nineteenth cen-
tury, “the boundaries among medicine, psychiatry, and psychology had to
be negotiated” (Pickren & Rutherford, 2010, p. 109). Since then, psy-
chology has grown substantially and has become a well-established disci-
pline and profession in its own right. Nevertheless, medicine has remained
the more powerful discipline in academia, with entire schools and faculties
dedicated to the field, whereas psychology is usually subsumed into the
humanities, the social sciences, or the life sciences. In the healthcare sys-
tem in general and in hospitals in particular, psychologists usually work
under the formal supervision of medical doctors, but not vice versa. While
both disciplines have become more diverse and interdisciplinary, it is
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critical to consider their different histories when aiming to understand
their different disciplinary and professional identities.

Medicine remains oriented toward the physical, the material, and the
objective, whereas psychology—with its focus on cognition, emotion, and
motivation—is centered around the mind and the subjective (Hunt, 1974).
Although most topics in medicine are difficult for laypeople to grasp (due
in large part to medical jargon), concepts and evidence from psychology
are “by and large still at the stage where [they are] comprehensible to
most people” (Hunt, 1974, p. 106). Medical knowledge is therefore
strongly monopolized by the medical profession, which means that medi-
cal doctors have special and exclusive rights over many processes. For
instance, only medical doctors (can) practice medicine. In contrast, psy-
chological knowledge is widely diffused in other fields (including social
work, pedagogy, educational science, and economics) (Rose, 1996) and is
also deeply ingrained in everyday life. For example, many psychological
concepts (e.g., self-esteem) have become widespread in everyday lan-
guage. Eva Illouz therefore talks about the “dual status of psychology” as
both a profession and an aspect of popular culture (2008, p. 7). While
general knowledge about psychology may be very influential in society at
large, it weakens the professional power that psychology wields.

Another significant difference between medicine and psychology is that
medicine remains much more strongly oriented toward the pathological.
Indeed, “[t]he business of medicine is the diagnosis and treatment of ill-
ness” (Zola, 1975, p. 83). Therefore, medicine has a clear purpose to its
research—namely to identify pathologies and to find solutions to them.
While the prevention of illness and the improvement of public health have
certainly been strengthened throughout the history of medicine, pathol-
ogy has remained the major focus of the curriculum and of the process of
the professionalization of medicine.

Moreover, research and practice are strongly coupled. Medical doctors
are professionalized to be able to make life-and-death decisions when fac-
ing uncertainty. Their professional training and motivation are therefore
strongly practical and are less concerned with expressing uncertainty or
with the scientific process per se (Hunt, 1974). Even though many psy-
chologists later also work with patients, their academic discipline is focused
on understanding human behavior, cognitions, and emotions more
broadly: Like most natural and social sciences, psychology is oriented at
the development of general scientific laws (basic science), while medical
research has a strong applied focus and aims to develop evidence and
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techniques that can be used in medical practice (Hunt, 1974). Thus, psy-
chological research contributes at least as much to what makes people
smart, productive, happy, and healthy as it does to understanding and
helping people with (mental) illness. Psychology has become important in
gaining newer understandings of health, which is now no longer defined
as the absence of disease, but as the ability to assume social roles (Anhorn
& Balzereit, 2016). This concept of health—famously introduced by the
World Health Organization’s Ottawa Charter—sets the course for nearly
infinite possibilities for individuals to work on themselves. As a result, self-
optimization via psychological methods and selt-enhancement via phar-
maceuticals are considered important aspects of psychologization and
medicalization, respectively. Moreover, both disciplines also engage in the
general discourse on public health and health promotion, which focuses
on health rather than on illness (Lupton, 1995). While this example reveals
that the two disciplines have been coalescing over the past decades in
many ways, it is important to bear in mind that the historic differences
between them remain potent in terms of the disciplines’ identities, prac-
tices, and interactions with cach other.

2.3.2  Driving Forces Behind Medicalization
and Psychologization

Despite the notable differences between medicine and psychology, the
influence of both disciplines on society has expanded substantially since
the nineteenth century (Nye, 2003; Rose, 1985). Thus, one of the most
important questions involves finding an explanation for the rising role of
medicine and psychology in modern societies.

Medicalization theory is rooted in a social constructionist perspective
and is strongly interested in the role of actors as driving forces behind
medicalization. The notion that “some active agents are necessary for
most problems to become medicalized” (Conrad, 2007, p. 6) has been a
primary assumption in the literature. The explicit aim is to identify the
causal factors and processes that underlie medicalization (Brown, 1995)
using a perspective of social causation that assumes that social action is the
basis of change. Thus, it is actors who discover, diagnose, claim, fight, and
decide what is considered a disease and what is dealt with by medicine. In
its initial work, the medical profession was considered the primary agent.
In the 1980s and 1990s, however, social movements were acknowledged
as important actors in campaigning for the medicalization of social
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problems (Ballard & Elston, 2005; Davis, 2016). More recently, Peter
Conrad outlined the myriad “engines of medicalization” (Conrad, 2005,
p. 5) and argued that their relative importance has changed over time.
While actors have been considered the major driving force behind medi-
calization, cultural context—such as the role of rationality and moder-

nity—hasalso been suggested to have played arole in shaping medicalization
(Ballard & Elston, 2005):

It is likely that the very idea of a consciously driven process needs to be
rethought. Institutions like the medical profession in the past or the phar-
maceutical industry in the present may reap some of the benefits of medicali-
sation but the process itself is an outcome of a cultural dynamic rather than
the intentional behaviour of individuals. (Furedi, 2008, p. 101)

More recent accounts have pointed toward the role that institutions play
in shaping processes of medicalization (Halfmann, 2019; Olafsdottir,
2011), such as characteristics of the political system or of welfare state
institutions. These accounts have thereby broadened the scope of the driv-
ing forces that are considered in current research.

In contrast to the social constructionist medicalization research,
research on psychologization has a different theoretical and epistemologi-
cal stance. For many scholars, Foucault’s work serves as a central reference
point and with this a methodology that aims to deconstruct discourses and
practices rejecting the concept of social causation (e.g., Rose, 1996).

Psychologization either is presented as the result of cultural transforma-
tions (e.g., modernization) or points to the role of psychological knowl-
edge and practice in the current political-historic regime of (neo-)
liberalism. Actors are less prominent, though they are also important in
the literature. However, rather than collective actors, it is individuals who
are discussed as being able to create their own subjectivity through tech-
nologies of the self that are based on psychological knowledge and
practices. In this sense, psychologization—much more than medicaliza-
tion—could be argued to be the result of individuals’ search (even in the
absence of manifest problems) for health, happiness, and self-realization,
for which modern psychology provides concrete techniques and strategies
(Illouz, 2008).
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2.3.3  Concept of the Individual

While both disciplines can be distinguished by many elements, they also
share the key feature of placing focus on the individual (Bunge, 1990).
Whether through dealing with genes, biology, behavior, emotions, or cog-
nitions, both psychological and medical theories and practices work with
the individual. While the two disciplines are well aware of the influence of
the social context, this influence is allocated to specific subfields (e.g.,
social psychology or social medicine) and does not constitute the core of
medicine or psychology.

However, the concept of the individual differs between medicine and
psychology, and the processes of medicalization and psychologization
therefore have different implications both for individuals and for society at
large. The typical difference can be illustrated using Brickman et al.’s
(1982) four models of helping and coping (i.e., a moral model, a enlighten-
ment model, a compensatory model, and a medical model), which are based
on two dimensions: (1) attributing responsibility for problems to the self
and (2) attributing responsibility for solutions to the self. In the medical
model, the individual bears responsibility neither for the problem nor for
the solution. For the individual, the model has the benefit of relieving
them from blame and justifying their acceptance of help, their state of
being weak, and their decision to not participate in social obligations. The
downside is the dependency associated with the medical model, which can
make the individual passive and transfers power and social control to med-
ical doctors. Psychology, on the other hand, builds on the compensatory
model, in which the individual is also not considered responsible for the
problem, but for its solution. The compensatory model is considered
empowering since it considers the individual to be both good and compe-
tent. However, the compensatory model also has downsides. As Brinkmann
and colleagues put it, “[t]he potential deficiency of the compensatory
model lies in the fact that those who see themselves as continually having
to solve problems that they did not create are likely to feel a great deal of
pressure in their lives and to wind up with a rather negative or even para-
noid view of the world” (Brickman et al., 1982, p. 372).

These different attributions of responsibility are relevant for the welfare
state, in which the perceived legitimacy of benefits and services is crucial
and continuously debated (van Oorschot et al., 2017). Medicalization and
psychologization are therefore intertwined with changing welfare policies
that also adjust their institutions based on cultural concepts of
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responsibility that are based inter alia on ideas and expertise from medi-
cine and psychology.

While even today, medicine is more strongly associated with the medi-
cal model and psychology with the compensatory model, compensatory
logic has gained importance in medicine over the last decades (Furedi,
2008). Indeed, with increasing knowledge about lifestyle risks as causes of
diseases, the (perceived) responsibility that individuals have for becoming
ill has grown. At the same time, patients have additionally become more
responsible for dealing with their illnesses, for example, through chronic-
disease-management programs.

2.3.4  The Consequences of Medicalization and Psychologization

What are the consequences of medicalization and psychologization? While
many authors warn against viewing the contribution of these processes as
representative of a case for or against medicine /psychology, the implica-
tions of the processes nevertheless motivate a significant proportion of the
research. The consequences that we can theoretically consider are numer-
ous: What are the implications for how individuals view themselves and
conduct their lives? How do medicalization and psychologization affect
social relationships? What are the consequences of medicalization and psy-
chologization for social problems? How do medicalization and psycholo-
gization relate to the development of society more broadly and to the state
more specifically?

A first approach to these questions stems from the observation that
medicalization and psychologization would not be successful if they did
not “work” in some way. For individuals, medicine and psychology offer
concepts that provide meaning to their experiences as well as guidelines
for their actions (Illouz, 2008). Thus, medical and psychological profes-
sions can be approached with problems of daily life (Conrad, 2007). The
same is true for organizations and for the state. Medicine and psychology
offer strategies and tools that help individuals in governing their behavior
and in aligning it with their own goals (Rose, 1996). Due to their
objective-scientific grounding and to the professional ethics of working in
the interest of their clients, medical and psychological professionals legiti-
mize the actions of organizations and of the state (Rose, 1985). This “pos-
itive” perspective on the consequences of medicalization and
psychologization becomes particularly clear when considering the histori-
cal alternatives to these fields, such as the religious moral judgment of
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deviant behavior or legal punitive measures. In comparison, medical and
psychological approaches are generally considered more humane (Conrad
& Schneider, 1992). The medical model provides benefits for individuals
with diagnosed diseases by offering accepted explanations that de-
stigmatize personal problems and enable access to treatment (Broom &
Woodward, 1996). As Parsons suggests, medical doctors continue to
maintain an important role in assigning individuals to the sick role, thereby
relieving these individuals of their social obligations—particularly the obli-
gation to work. Psychology’s influence is simultaneously more subtle and
more extensive. As it provides explanations as to how an individual is,
thinks, feels, and acts, the effects of psychology are visible in everyday life.
Statements such as “that was a traumatic experience” and “I am so stressed
right now” represent interpretations of everyday experiences. While medi-
cal expertise guides political decisions on health and illness (as has been
borne out during the COVID-19 pandemic), the influence of psychology
is nevertheless more encompassing because psychology provides expertise
on so many issues, including child development, relationships, and work
and productivity. The influence of psychology in these various social prob-
lems has many benefits for the affected groups (e.g., children, families,
employees) because members of these groups receive access to benefits
and services. Moreover, psychology and other social professions often
advocate for these groups, thereby bringing the groups’ needs both public
and political attention. For instance, using the example of inquiries into
institutional child abuse, Wright (2018, p. 189) revealed that a therapeutic
framing can promote “processes of democratization in which people who
have traditionally not had a public voice now have new avenues to assert
claims for justice.”

Despite the myriad positive consequences of the increasing influence of
medicine and psychology in modern societies, the early literature on medi-
calization and psychologization between the 1950s and 1970s began from
a critical perspective. Since then, much of what has been written on medi-
calization and psychologization has been a critique of the idealistic view of
medicine and psychology in society and of the low level self-reflection in
both disciplines (e.g., Madsen, 2018; Szasz, 1960; Zola, 1975). Similar
critiques have been levied against medicalization and psychologization.
First, even if medicine and psychology can be considered to provide more
“humane” ways of dealing with social problems, the processes still consti-
tute forms of social control. For medicalization, in particular, the major
concern has been the power that is given to the medical profession when
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diagnosing and making decisions about the pathological nature of human
life. Processes of de-medicalization—as has been the case for homosexual-
ity—have revealed that such diagnoses are strongly interwoven with social
and ethical ideas. Even evidence-based medicine must be perceived as
being socially constructed when the selection of research questions and
research designs is guided by ideas such as specific concepts of gender.
Moreover, because the role of medical doctors remains institutionally
strongly tied to sickness (or to the lack thereof), medicalization is often
associated with the pathologization of social phenomena. Thus, medicine
usually includes a diagnosis and thus gives individuals the message that
they are sick, which commonly results in the development of a (chronic)
illness identity (Schneider, 2013). This implication of medicalization is
related to the institutional configuration of the medical practice: Physicians
in hospitals and private practices have a limited set of medical practices,
which include diagnosing, deciding on a medical treatment, referring to a
healthcare professional, and granting an individual sick leave. Thus, even
if the source of a problem originates in a social context (e.g., work, an
abusive relationship), medical doctors may use options such as pharma-
ceuticals or sick-leave certificates because they have no jurisdiction to
intervene further.

The concept of social control is also important in relation to the rising
influence of psychology. Psychologists are considered to represent a “new
elite” who have a wide-ranging influence in society (Madsen, 2018). Their
social control mechanism is based on technologies that rely on self-
governance; thus, individuals control themselves through certain forms of
thinking, techniques of emotional control, and so on. These technologies
of the self—which are part of why psychology is perceived as helpful—can
also have oppressive implications. While both medicine and psychology
have been criticized for their tendency to individualize social problems,
the assumption of psychology—namely, that individuals are responsible
for finding solutions to their own problems by changing their own cogni-
tions, emotions, and behavior—means that not only is the problem associ-
ated with the individual, but the responsibility for the problem is also
attributed to them. Since the focus of psychology lies in competences,
resources, and capabilities, such as resilience and self-efficacy, the field of
psychology suggests that strengthening individuals’ resources and devel-
oping adequate coping mechanisms are key to solving problems. The con-
cept of taking charge of one’s own problems, however, is more than a
mere suggestion by psychologists. Instead, the concept has evolved into a
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moral imperative that is reproduced in popular culture and that has
become institutionalized in organizations. For example, educational insti-
tutions are considered a suitable setting for psychological interventions,
regardless as to whether a problem has already occurred (Ecclestone &
Brunila, 2015; Ecclestone & Hayes, 2009). For instance, while children
were expected to be God-fearing and well-behaved in nineteenth and early
twentieth centuries (Nolan, 1998), they are now evaluated in terms of
their emotional intelligence and character skills (Heckman & Kautz,
2013). Thus, not only is psychological therapy a targeted strategy for deal-
ing with children who are considered to fall outside of the norm, but
psychological assessments and techniques have also become part of the
general curriculum. While these techniques are frequently considered
meaningful or helpful, problems occur when they do not do the trick and
particularly when individuals are unwilling or incapable of engaging with
this way of thinking. Not living up to the expectation of taking charge of
one’s own life or to the imperative of self-optimization leads to new prob-
lems for the self, such as feelings of guilt and social stigma. Moreover, in
the context of social institutions and welfare programs, not accepting or
complying with psychological strategies is often coupled with material
consequences or coercive measures (Polsky, 2008). Since socially disad-
vantaged groups often find it more difficult to adopt this psychologized
way of life, psychologization often reproduces existing inequalities
(Friedli, 2016).

What unites both processes is that their general approach is focused on
the individual, be it on the individual’s body, psyche, or both. The grow-
ing role played by medicine and psychology over time is therefore associ-
ated with attributing more and more problems and solutions to the
individual. Thus, medicalization and psychologization have also been
criticized for undermining the impetus for finding social and political solu-
tions to problems (e.g., Zola, 1972; Conrad, 1975; Conrad & Schneider,
1992, for medicalization; Madsen & Brinkmann, 2016; de Vos, 2012, for
psychologization).

[D]efining a condition as an illness and adopting a medical approach can
have major social consequences and close oft alternatives. While it is clear
that in some instances medicalisation can lead to important gains for indi-
viduals, in others the issue becomes one of the individual and the task to
treat what is judged as their pathology, depoliticising the problem and
largely ignoring the wider social and institutional context of individuals’
physical and mental states and behaviour and the deficiencies of the society
in which we live. (Busfield, 2017, p. 771)
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As medicine and psychology become increasingly institutionalized, their
practice contributes to a consolidation of existing power structures and
social systems. The classical medical model remains primarily oriented
around the old idea of the welfare state and acts as a gatekeeper to the
benefits and services that are solitarily financed. However, reformed medi-
cal practice and psychologization align strongly with neoliberalism and
with the social investment paradigm, both of which advocate for equality
of opportunity and individual accountability. In the long run, this narra-
tive can undermine support for both the political system and the welfare
state. Indeed, according to Foster, “[t]he new form of managed freedom
poses a threat to democratic self-organization through its evisceration of
the notions of public welfare, collective responsibility and social solidarity”
(Foster, 2016, p. 109).

In this chapter, we described medicalization and psychologization as
two processes that have exerted growing influence in modern societies.
These processes share many features, but they are also distinct and some-
times have subtle yet important differences. Their concepts, techniques,
and expertise have been readily adopted and integrated by the welfare
state in advanced, industrialized countries. In the following chapter, we
describe in greater detail the important connection between the two pro-
cesses and explain how they can be linked to theoretical ideas on the wel-
fare state from the social policy literature.

REFERENCES

Anhorn, R., & Balzereit, M. (Eds.). (2016). Handbuch Therapeutisierung und
Sozinle Arbeit. Springer Fachmedien Wiesbaden.

Ballard, K., & Elston, M. A. (2005). Medicalisation: A multi-dimensional concept.
Social Theory & Health, 3(3), 228-241. https://doi.org/10.1057 /palgrave.
sth.8700053

Becker, D. (2013). One nation under stvess: The trouble with stress as an idea. Oxford
University Press.

Brickman, P., Rabinowitz, V. C., Karuza, J., Coates, D., Cohn, E., & Kidder,
L. (1982). Models of helping and coping. American Psychologist, 37(4),
368-384. https://doi.org,/10.1037,/0003-066x.37.4.368

Broom, D. H., & Woodward, R. V. (1996). Medicalisation reconsidered: Toward
a collaborative approach to care. Sociology of Health and Illness, 18(3), 357-378.
https://doi.org,/10.1111/1467-9566.¢p10934730


https://doi.org/10.1057/palgrave.sth.8700053
https://doi.org/10.1057/palgrave.sth.8700053
https://doi.org/10.1037/0003-066x.37.4.368
https://doi.org/10.1111/1467-9566.ep10934730

2 THE BIOPSYCHOSOCIAL WELFARE STATE: A THEORETICAL FRAMEWORK 49

Brown, P. (1995). Naming and framing: The social construction of diagnosis and
illness. Journal of Health and Social Behavior, Extra Issue, 34-52. https://doi.
org/10.2307 /2626956

Buffel, V., Beckfield, J., & Bracke, P. (2017). The institutional foundations of
medicalization: A cross-national analysis of mental health and unemployment.
Journal of Health and Social Behavior, 58(3), 272-290. https://doi.
org/10.1177,/0022146517716232

Bunge, M. (1990). What kind of discipline is psychology: Autonomous or depen-
dent, humanistic or scientific, biological or sociological? New Ideas in Psycholoyy,
8(2),121-137. https: //doi.org,/10.1016,/0732-118X(90)90002-]

Busfield, J. (2017). The concept of medicalisation reassessed. Soczology of Health &
Liiness, 39(5), 759-774. https: //doi.org/10.1111 /1467-9566.12538

Cantillon, B., & van Lancker, W. (2012). Solidarity and reciprocity in the social
investment state: What can be learned from the case of Flemish school allow-
ances and truancy? Journal of Social Policy, 41(4), 657-675. https://doi.
org/10.1017,/50047279412000359

Castel, R. (1979). Die psychintrische Ordnung: Das goldene Zeitalter des
Irrenwesens. Suhrkamp.

Clarke, A. E., Mamo, L., Fishman, J. R., Shim, J. K., & Fosket, J. R. (2003).
Biomedicalization: Technoscientific transformations of health, illness, and
U.S. biomedicine. American Sociological Review, 68(2), 161. https://doi.
org/10.2307 /1519765

Conrad, P. (1975). The discovery of hyperkinesis: Notes on the medicalization of
deviant behavior. Social Problems, 23(1), 12-21. https://doi.org/10.2307 /
799624

Conrad, P. (1992). Medicalization and social control. Annual Review of Sociology,
18(1), 209-232. https://doi.org,/10.1146 /annurev.s0.18.080192.001233

Conrad, P. (2005). The shifting engines of medicalization. Journal of Health and
SocinlBehavior,46(1),3-14. https: / /doi.org,/10.1177 /002214650504600102

Conrad, P. (2007). The medicalization of society: On the transformation of human
conditions into treatable disorders. Johns Hopkins University Press.

Conrad, P., & Schneider, J. W. (1992). Deviance and medicalization. Temple
University Press.

Correia, T. (2017). Revisiting medicalization: A critique of the assumptions of
what counts as medical knowledge. Frontiers in Sociology, 2, Article 14, 603.
https://doi.org,/10.3389 /fs0c.2017.00014

Cruikshank, B. (1993). Revolutions within: Self-government and self-
esteem. Ecomomy and Society, 22(3), 327-344. https://doi.org,/10.1080/
03085149300000022

Davis, J. E. (2006). How medicalization lost its way. Society, 43(6), 51-56.
https://doi.org,/10.1007 /BF02698486


https://doi.org/10.2307/2626956
https://doi.org/10.2307/2626956
https://doi