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INTRODUCTION
In our ongoing attempt to create a new model and healing space for the 
future of healthcare, we need to revisit the prior systems that failed the 
poor and the responsibility of the state to care for its citizens with afford-
able care.

In this essay I review the literature including proposals that revisit Marxist 
theory in an effort to suggest an alternative model for affordable health-
care.

Summary
Capitalism has had significant impacts on medical care and healthcare sys-
tems in several ways:

Profit-Driven Healthcare
Capitalism has led to a profit-driven model of healthcare in many coun-
tries:

•	 Healthcare services and products are often treated as commodities to 
be bought and sold.

•	 Pharmaceutical companies and healthcare providers prioritize profit-
able treatments and procedures.

•	 There is pressure to increase productivity and reduce costs, some-
times at the expense of quality care.

Inequality in Access
The capitalist system has exacerbated inequalities in healthcare access:
•	 Those with more financial resources can afford better quality care and 

insurance.
•	 Low-income populations often have limited access to healthcare ser-

vices.
•	 Profit motives can lead to neglect of less profitable areas of medicine 

that may serve vulnerable populations.

Technological Innovation
Capitalism has driven significant medical and technological innovations:
•	 Profit incentives spur research and development of new drugs and 

medical devices.
•	 Competition between companies can accelerate innovation.
•	 However, research is often directed towards profitable areas rather 

than greatest medical need.

Marketization of Healthcare
There has been an increasing marketization of healthcare services:
•	 Growth of private insurance markets and for-profit hospital chains.
•	 Emphasis on consumer choice and market competition.
•	 Shift towards viewing patients as customers.

Financialization
The financialization of healthcare has impacted how services are delivered:
•	 Increasing role of financial markets and institutions in healthcare.
•	 Focus on shareholder value and financial metrics in healthcare or-

ganizations.
•	 Complex financial instruments used to fund and profit from health-

care services.

Challenges to Universal Healthcare
Capitalist interests often oppose universal public healthcare systems:
•	 Resistance from private insurers and healthcare companies that profit 

from the current system.
•	 Ideological opposition to government-run healthcare programs.
•	 Lobbying efforts to maintain market-based approaches.

While capitalism has driven innovation and efficiency in some areas of 
healthcare, it has also led to inequalities in access and a prioritization of 
profit over public health in many cases. Balancing the profit motive with 
equitable access to quality healthcare remains an ongoing challenge in 



capitalist systems.

The Unfolding Crisis
Economics has revealed a system that is managed not for the benefit of the 
people but rather for the corporations and the small elite who lead them, 
and which is clearly unsustainable in its present form [1].

Yet, there is a hidden consequence of this system: an unfolding crisis in 
health care, driven by the greed of corporations whose profit-seeking 
model is also failing. 

Proponents of commodifying healthcare simultaneously argue that the 
cost of providing care for ageing populations is unaffordable while work-
ing to create demand for their health care products among those who are 
essentially healthy. 

Will healthcare be the next profit-fuelled investor bubble?

We look for inspiration to the Prussian physician Rudolph Virchow who, 
while fully aware of the key role played by lice, drew attention to the social 
and economic circumstances in Silesia in the nineteenth century that al-
lowed typhus epidemics to occur [2].

Yet, in recent years, too many public health professionals have left the big 
decisions to politicians and economists, assuming they must know what 
they are doing. But now we know that they do not. 

A different solution is needed that prioritizes health and social wellbeing. 
Public health professionals are as well-equipped as anyone to propose it.

Today, in the world’s economic centres such as Wall Street and the City of 
London, regulations that had once held the financial markets in check are 
viewed as obsolete. Advances in computing now allow billions of dollars 
of shares to be traded in milliseconds. In the 1980s, new types of traders 
were recruited, with degrees in maths, physics and engineering, all trained 
in the more obscure areas of mathematical theory.

The financial markets changed profoundly. The original rationale for a 
stock market was to raise money to enable companies to grow. Investors 
looked for people with clever ideas who they could turn into a sustained 
profit stream. They invested for the long term. The same was true of banks. 
Local bank managers knew the businesspeople who lived in their town or 
city. They were willing to take risks and, in doing so, provided the capital 
that allowed large numbers of small and medium companies to start up 
and grow, providing local employment and benefitting everyone. But this 
was to be swept away. Long-term investments were discarded as those in 
the financial sector realised that they could make billions of dollars in an 
afternoon using ever more complex derivatives; in reality just a form of 
gambling, albeit for very high stakes and with other people’s money [3].

Bank chief executives asked themselves: “Why waste money on local 
branches when we could improve efficiency by centralizing banking and 
making decisions on which companies to support based on computerized 
algorithms rather than detailed local knowledge?” 

Slowly, the financial system stopped being something that was there to 
support ordinary people, as investors, manufacturers, pensioners and sav-
ers, but rather a means by which a tiny percentage of the population could 
become fabulously rich at other’s expense, using their money [4]. 

Once, the companies they ran would return most of their profits to share-
holders. No more. Now most of it would go on bonuses to senior staff. And 
in many cases these profits were greatly inflated by outsourcing as much of 
their workforce as possible, ideally to developing countries such as India. 
The heads of these companies had lobbied hard to ensure the free global 
movement of goods, services and capital, but were determined not to ex-
tend that to people. After all, if the highly trained workers in developing 
countries could come to Europe or America, then they would demand 
higher wages, something they considered totally unacceptable.

The lessons for health care
The corporate greed that underpinned the financial crisis has implications 
for health policy that are too easy to overlook. Some years ago, major cor-
porations realised that they needed to move beyond the traditional means 
of making money, the production of goods that people would buy, to the 
provision of services. The problem was that many of the key services that 
people depended on, such as health, education, and social care, were being 
provided by the state, at least in Western Europe. The challenge they faced 
was to transform these services, which for 50 years had been funded by 
taxes, based on the ability of citizens to pay, and received on the basis of 
need. They were owned collectively by the people through the interme-
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diary of the state, and people remained safe in the knowledge that they 
would be there when needed. They were not seen as an opportunity for 
private profit.

To change this, market elites first had to rewrite the rules in their favor, 
getting their client governments in North America and Europe to shape 
the General Agreement on Trade in Services to their advantage [5].

Within the European Union, similar measures were adopted in relation to 
the provision of services [6].  To get their hands on health and education 
services, seen as the main growth areas, the corporations needed to prise 
them away from government control. The anticipated rewards of privat-
ization were enormous, as they had realised in the United States where 
returns on investment in the health sector had been huge (now accounting 
for one-fifth of GDP, the highest worldwide). And health had another ben-
efit. The demand was potentially unlimited, not least because those who 
supplied it could themselves stimulate demand.

Second, the market elites had to overcome resistance from a universal pub-
lic system that had enduring popularity and public support. This involved 
creating popular discontent, drawing attention to any failings in the public 
system, and promoting choice as a value in itself, alongside effectiveness, 
efficiency, humanity and equity. 

However, in seeking to unleash a market in health care they faced some 
fundamental problems. Some fifty years ago, the Nobel Laureate Kenneth 
Arrow described why the market in health care fails [7].

The reasons include the presence of externalities, whereby one person 
benefits from another receiving health care, especially if they have a con-
tagious disease or a psychosis that may cause them to be violent. There is 
also information asymmetry, where the health professional offering care 
knows more about what the patient needs than they do themselves. But 
above all there is the problem that those who are in most need of care are 
the least able to afford it. In contrast, those who need care least have plenty 
of money. 

This was recognised in the 1920s in the United States when the insurers 
Blue Cross and Blue Shield were created by associations of doctors and 
hospitals, not because they were concerned about the ability of people to 
obtain care, but rather to ensure that they themselves would be paid for 
providing it. Given these well-known market failures, how can the private 
sector make the profits it sought from health care? The answer is to rede-
fine health care.

A British general practitioner, Margaret McCartney has recently described 

what she terms the Patient Paradox.  She describes her difficulties, even 
in the National Health Service in the United Kingdom, in getting appro-
priate care for her patients who really do have illnesses, and especially the 
most difficult group, those with mental illness, while at the same time be-
ing cajoled, encouraged, and incentivized to deliver services, such as ever 
increasing varieties of unevaluated screening, to those who are well. Put 
simply, those with real illnesses offer little scope for profit by those who 
have been contracted, in the British internal health care market, to provide 
care [8].

Big Pharma
The pharmaceutical industry now realizes that it is running out of ideas 
that will make it the massive profits it was once used to. These profits 
were based on a model that found a common disease, ideally with its on-
set about middle age, which would require regular treatment for years. It 
found them. They included, among others, high blood pressure, chron-
ic airways disease, diabetes, Parkinson’s Disease, and depression. But the 
problem now is that there are no more of these diseases to be found. There 
are perfectly good treatments for them and any new treatments can make, 
at most, a marginal contribution, and even that is frequently exaggerated 
by selective reporting and manipulation of clinical trial data [9]. 

These firms could develop antibiotics, but the problem there is that resis-
tance emerges before expiry of patent protection, so there is no money to 
be made.21 Then there is cancer, but it is not a single disease. The more 
scientists learn about it, the more they divide the market into smaller and 
smaller parts.22 Any new drug will be effective against tumours in a rela-
tively small number of people. They will only take it for a short while. The 
cost per dose will be astronomical. Publicly funded health systems will be 
reluctant to pay, knowing that they will have to reduce existing care for 
others as a result.

And the individual patient will, with rare exceptions, be able to pay. The 
same is true of drugs for children. Who will pay for the necessary testing 
knowing that the market will be tiny? Instead, the industry has focused on 
so-called lifestyle drugs. Anyone watching American television could be 
forgiven for thinking that the entire male population must have erectile 
dysfunction. The system of drug production, based on the free market, is 
as broken as the financial system and, just like it, it is far from clear how 
to fix it.

Corporate Practice of Medicine
Those corporations moving into the delivery of health care have equal 
blame. Their problems are illustrated by the ageing of populations. Older 
people can be very difficult to treat. They do not fit into convenient boxes 
with a single disease. They have multiple disorders, necessitating a com-
plex combination of drugs, many of which may interact with each other 
[10]. 
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They may have varying degrees of organ failure, with their liver or kid-
ney function influencing how those drugs are metabolized. They may 
have cognitive decline, so that they forget to take their tablets when they 
should, leading to unanticipated and potentially unnecessary admissions 
to hospital. 

Fundamentally, they are unpredictable and, as we are constantly told, mar-
kets hate uncertainty. Anyone running a health system for profit will see 
them as the last people they want to deal with. Instead, they want to design 
simple, protocol-driven packages for young people with single diseases, 
such as uncomplicated diabetes or asthma, that can be delivered by health 
workers with minimum training, or even better, by computerized systems 
that take the human touch out of care delivery altogether.

To respond, just as the financial sector did when it realised that its tra-
ditional sources of profit were no longer sufficiently lucrative, they must 
redefine the rules of the game.

The medical-industrial complex
Back in the 1950s, Eisenhower warned about what he called the military 
industrial complex, whereby a powerful coalition of generals and chief ex-
ecutives conspired to talk up the threat from the Soviet Union, exaggerat-
ing the so-called ‘missile gap’ and seeing threats where none existed [11]. 
The goal was not to protect the United States, but instead to transfer vast 
sums of money from the federal budget to the coffers of the corporations, 
and ultimately to those generals who would move seamlessly into their 
employment on retirement. 

This has resulted in countless people having their cosmetics, nail files and 
the like confiscated while the few people who actually had bombs sailed 
straight through, even when they have done everything possible to draw 
attention to themselves [12]. 

But it is now the medical industrial complex that is setting the rules of the 
game, by redefining the goals of health care away from those in most need, 
such as those with tropical diseases or ageing populations with chronic 
disorders and towards those who are essentially well. If the general prac-
titioner is unwilling to respond to these pressures and incentives, many 
others will. 

In particular, those who do respond are the many private providers who 
offer so-called screening services using ever more complex imaging tech-
nology to visualize every part of one’s body to find entirely harmless anom-
alies for which they can extract money for giving what they call ‘treatment’. 
McCartney catalogues many examples, such as the treatment of surrogate 
markers, such as cholesterol, even at levels far below where it might do 
any harm, the creation of new so-called diseases, such as pre-diabetes, and 
treatment of raised levels of prostate-specific antigen, even at the cost of 

often appalling side effects while giving no overall benefit [13].

Yet at the same time as people are being encouraged to spend ever greater 
sums of money on interventions that are useless, corporations are telling 
everyone that the rise in health care expenditure is unaffordable and must 
be rationed. Moreover, those same corporations are funding lobby groups, 
often in a manner that is far from transparent, to persuade governments 
and the public that the European welfare state is unsustainable, using 
highly selective and frequently misleading evidence. In some cases, where 
governments view the economic crisis as a once in a lifetime opportunity 
to roll back the welfare state, they are pushing at an open door [14].

Twenty-first-century capitalism: What’s new?
Susan K. Sell has asked the question posed 10 years earlier by McKee and 
Stuckler [15].

US economic and political power vis-à-vis other states in the international 
system has propelled the spread of financialization, trade liberalization, 
and global supply chains (GSCs) throughout the global economy [16].

At the macro-level, three features of twenty-first-century financialized 
capitalism and trade stand out. First, financialized capitalism has intro-
duced a system of economic volatility, with repeated banking crises that 
threaten the real economy and households alike. Second, economic pow-
er has shifted from the mainstays of the real economy (commodity pro-
ducers and traders) to the controllers of global value chains (GVCs) who 
own intangibles such as intellectual property and financial instruments. 
According to de Medeiros and Trebat [17], “the ‘core business’ of every 
TNC [transnational corporation], irrespective of its particular branch, is 
to control and capitalize on these intangible assets” in order to maximize 
shareholder value and generate large rents. Third, economic concentration 
among TNCs fosters their oligopoly and oligopsony power vis-à-vis con-
sumers and suppliers .

As a macro-regime of capital accumulation it combines “flexible labor 
markets with the expansion of credit … to sustain consumption in the 
face of stagnating real wages” This results in low wages for the many and 
increased economic inequality. I will discuss each in turn [18].

What we talk about in discussing “trade” these days is really the control 
of intangibles such as financial services and intellectual property. Trade 
agreements now have little to do with trade, and everything to do with 
deep economic integration and domestic regulation. 
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According to Durand and Milberg [19], “lead firms engaged in GVC trade 
are interested in stricter IPRs in trade agreements to contain the risk of IP 
appropriation resulting from the international fragmentation of produc-
tion.” Today, “profitability is a function of a firm’s ability to extract monop-
oly rents from complex value chains using their control over IPRs” 

Big Pharma routinely blocks pro-health initiatives aimed at promoting the 
use of TRIPs flexibilities to make essential medicines affordable, because 
these would threaten their profits and reduce shareholder value [20].

Commercial returns mean “a mismatch between health research priorities 
and the burden of disease outside the industrialized world” [21].
Patent protection increases the prices of drugs and reduces access to med-
icines and vaccines. Strategic behavior aimed at blocking generic compe-
tition contributes to rising drug prices: “companies create serial barriers 
to hold off competition”  “When more than 70% of best-selling drugs had 
their protection extended, it is clearly the go-to approach for profitability” 

Trade agreement provisions that extend patent life and impose clinical 
test data exclusivity all serve to suppress price competition for drugs and 
medical devices, thereby reducing access to them, and support high rents 
for Pharma. According to Feldman, “our incentive structure is badly mis-
aligned with societal goals” 

The economic and political power of IP-rich global firms has enabled 
them to shape trade and investment agreements to further entrench their 
power and increase their profits. According to Missoni, “trade and invest-
ment treaties limit the policy space for public regulatory interventions to 
protect public health”.

Trade and investment agreements routinely contain intellectual proper-
ty provisions that extend protection beyond the TRIPs obligations of the 
World Trade Organization. Intellectual property has come to be treated as 
an “investment asset” in Investor-State Dispute Settlement (ISDS) agree-
ments under which private firms can sue states for regulations that they 
claim reduce the “expected value” of their initial investment. 

The Philip Morris tobacco cases against Uruguay and Australia over plain 
packaging (thus reduced value of the trademark) and the Eli Lilly case 
against Canada over its pro-health patent policies are three recent exam-
ples of intellectual property-based challenges to public health regulations. 
Even though Philip Morris and Eli Lilly lost these ISDS challenges, we can 
expect to see more IP-based ISDS challenges in the future [22].

Reform Opportunities
Twenty-First-century capitalism seems to be driving us further away from 
the goal of Universal Health Coverage, shifting obligations from the public 
provision of basic services to private households and individuals to bor-
row money to “invest” in their health and wellbeing [23].

Nolke et al. hold: “for financialization to be sustained, it invariably needs 
to incorporate new areas in terms of other economic sectors, the public 
sector, social security systems, the housing markets or other spheres of 
social reproduction—and reorganize them according to the rationality of 
financial markets” [24].

As this brief review has highlighted, twenty-first-century trade and finan-
cialized capitalism have not served the masses particularly well. A very 
small percentage of people have benefited enormously, while sharpening 
income inequality has left the vast majority behind. This is not to detract 
from the notable and spectacular gains in incomes in China and India, 
which have lifted many millions of people out of grinding poverty. 

However, even in those countries, the gaps between those at the top and 
those at the bottom are widening sharply and rapidly. Twenty-First-cen-
tury trade and financialized capitalism have played a prominent role in 
exacerbating income inequality. Given the recent spread of right-wing 
populism and the increasing incidence of “deaths of despair,” we need to 
ask whether “the inequality of contemporary capitalism is reaching levels 
that may threaten the social conditions required for the existence of dem-
ocratic societies” [25].
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In Howard Waitzkin’ s  collaborative book, Health Care Under the Knife: 
Moving Beyond Capitalism for Our Health, he argues that the struggle to-
ward viable national health programs now must become part of a struggle 
to move beyond capitalism [26]. 

Table 1 presents the book’s table of contents and provides an overview of 
the key themes and the working group of scholars and activists who cre-
ated the book.
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In addition to these financial changes related to neoliberalism, those 
struggling for just and accessible health systems now need to confront the 
shifting social class position of health professionals. As described in our 
book, the social-class position of physicians and other health profession-
als has changed drastically in the United States and most other capitalist 
countries.

Neoliberal policies have led to privatization, cutbacks in public-sector ser-
vices and institutions, and public subsidization of private profit-making 
through transfer of tax revenues into private insurance corporations. The 
growing financialization of capitalist economies includes the increasing-
ly oligopolistic and financialized character of the health insurance, both 
public and private. The financial flows of both public and private health 
insurance programs increasingly merge with those of the broader finance 
capital and real estate industries (the so-called FIRE sector: finance, insur-
ance, and real estate).

In addition to these financial changes related to neo-liberalism, those 
struggling for just and accessible health systems now need to confront the 
shifting social class position of health professionals. As described in his 
book, the social-class position of physicians and other health profession-
als has changed drastically in the United States and most other capitalist 
countries.

Previously, the majority of physicians worked in individual or group prac-
tices. Although some were employees receiving relatively high salaries and 

benefits, most were  small entrepreneurs. In the “fee-for-service” system, 
they seldom accumulated capital on the scale of industrialists or finan-
ciers, but they still saw themselves – and others saw them – as members of 
an “upper class.” Some Marxist-oriented theorists of class viewed them as 
members of a “professional managerial class” [27].

Physicians increasingly have become employees of hospitals or practices at 
least partially owned by large health systems. In a large 2015 survey, 63% 
of all U.S. physicians reported being employed, including 72% of women 
physicians [28]. 

These changes primarily reflected the increased costs of owning a private 
practice due to billing and other administrative requirements. A study 
in2019 showed that administrative costs of interacting with public and 
private payers in the United States averaged about $169,300 (all dollar 
amounts in U.S. dollars)annually for physicians’ practices, or 21.8% of 
gross receipts, versus $36,825 and 10.8%, respectively, in Canada. 

As a result, most U.S. doctors have become employees of hospital and 
health system corporations, where relatively high salaries tend to mask the 
reality of employee status.

With loss of control over the work process and a reduced ability to gen-
erate high incomes compared toother professional workers, the medical 
profession has become proletarianized.



physicians usually do not realize that their malaise reflects their chang-
ing social-class position. In a way, they have joined that highest stratum 
of workers to which V.I. Lenin and others referred as the “aristocracy of 
labor” [29]. 

From Samir Amin’s perspective of political economy, the current wave of 
“generalized proletarianization” has engulfed the medical profession [30].

Beyond the changing class position of health professionals, the coming 
transformation will need to address the oligopolistic character of the in-
surance industry, the consolidation of large health systems, and the finan-
cialization of health services within global capitalism. In the United States, 
Obamacare has increased the flow of capitated public and private funds 
into the insurance industry. Through this process, Obamacare has extend-
ed the overall financialization of the global capitalist economy.

This process has occurred in the context of financialization in the national 
health programs of other countries, especially in Europe, that previously 
served as models in proposals for change in the United States. In this sense,
the financial flows of health insurance cohere with John Bellamy Foster’s 
comment [31].

Waitzkin clarified 4 main priorities for action in the United States and in 
other countries affected by the neoliberal, corporatized, and commodified 
model of health care.

(1) a sustained, broad-based movement for a single-payer national health 
program that ensures universal access to care but drastically reduces the 
role of corporations and private profit, as a step toward moving beyond 

capitalism and beyond the inevitable contradictions that capitalism gener-
ates for national health programs; 

(2) an activated labor movement that this time includes a well-organized 
sub-movement of health professionals such as physicians, whose deterio-
rated social class position and proletarianized conditions of medical prac-
tice have made them ripe for activism and change;

(3) more emphasis on local and regional organizing at the level of commu-
nal organizations as envisioned by Istvan Metszaros [ ], and attempted in 
multiple countries as a central component in the revolutionary process of 
moving “beyond capital;”  

(4) carefully confront-ing the role of political parties while recognizing the
importance of labor or otherwise leftist parties in every country that has 
constructed a national health program, and understanding that the im-
portance of party building goes far beyond electoral campaigns to more 
fundamental social transformation. All these priorities emphasize the ur-
gency of creating bridges that link health activism with social movements 
that focus on social-class oppression, including poverty and inequality, 
racism, sexism, environmental degradation, militarism and imperialism, 
and the dominant ideologies that lead women and men to accept patho-
logical social conditions as normal.

Our reluctance to look at capitalism when we investigate global patterns of 
health and disease has a cost, writes Nicholas Freudenberg [33].

A cascade of health crises—from the covid-19 pandemic, to our climate 
emergency, and a rise in “deaths of despair”—are contributing to grow-
ing global health burdens, making this the time for health professionals 
to seek the common causes of these catastrophes. Mounting evidence sug-
gests that key features of 21st century capitalism add to the global burden 
of disease and to health inequities within and among nations. Corporate 
managed globalization spreads viruses, unhealthy products, and pollu-
tion across borders. Financialization leads to privatization of healthcare, 
reductions in worker compensation, and less attention to product safety 
and pollution controls. Corporate appropriation of science and technolo-
gy leads to the use of discoveries in pharmaceuticals, food, and transpor-
tation not to improve wellbeing, but to increase profits.  

Despite these links between dominant political and economic structures 
and health, health professionals are often reluctant to use the word cap-
italism when analyzing the world’s current health problems and propos-
ing solutions. Some fear that use of the word will brand them as relics 
caught up in the conflicts of another century or immature rebels, or make 
them targets for career damaging reprisals. Leading scientific para-
digms, from the reductionist biomedical model to the behavioral focus 
of public health practice, can further discourage use of complex terms 
like capitalism.  
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But this reluctance to look through the prism of capitalism to investigate 
global patterns of health and disease and identify more effective ap-
proaches for preventing global health crises has a cost. First, it ignores 
growing evidence that, for example, the global food and agriculture sys-
tem contributes to a suboptimal diet, now the leading risk factor for pre-
mature death and preventable illness. The fossil fuel industry is a driving 
force for the world’s climate emergency and the pollution that now sick-
ens so many. 

The marketing practices of the food, alcohol, tobacco, pharmaceutical, 
and firearms industries play key roles in exacerbating the rise of deaths 
of despair and from non-communicable diseases. The growing concentra-
tion of wealth in the world’s largest corporations and richest individuals 
worsens the living conditions, health, and family lives of an increasing 
proportion of the world’s workers. Ignoring the system that has led to 
these declines would be like physicians seeking to treat illnesses without 
considering the human body.  

Second, reluctance to make capitalism itself a subject of investigation re-
inforces the siloization of health problems and our responses to it. Do 
researchers have to study separately for decades the business and political 
practices of the food, tobacco, financial, and Big Tech sectors before they 
can identify common causes of health problems and recommend changes 
to ameliorate these harmful influences? Do health professionals have to 
examine separately the disease process in each organ system when these 
conditions share common pathways and solutions? Do health organiza-
tions need to confront each disinformation campaign designed to dis-
credit relevant science by the fossil fuel, tobacco, alcohol,  food, and other 
industries, or can they devise new governance mechanisms that de-nor-
malize corporate practices that undermine public health?

In previous centuries, the efforts of health professionals, reformers, and 
social movements led to advances that improved human and planetary 
health. By focusing on reducing the costs of 21st century capitalism, we 
can contribute to the next chapter of improving human and planetary 
health.

Medical Ideology
Howard Waitzkin writes [34].

Ideology is an interlocking set of ideas and doctrines that form the distinctive 
perspective of a social group. Along with other institutions like the education-
al system, family, mass media, and organized religion, medicine promulgates 
an ideology that helps maintain and reproduce class structure and patterns 
of domination. Medicine’s ideologic features in no way diminish the efforts 
of individuals who use currently accepted methods in their clinical work and 
research. Nevertheless, medical ideology, when analyzed as part of the broad 
social superstructure, has major social ramifications beyond medicine itself. 

Recent studies have identified several components of modern medical ideol-
ogy [35].

1) Disturbances of biological homeostasis are equivalent to breakdowns of 
machines. Modern medical science views the human organism mechanis-
tically. The health professional’s advanced training permits the recognition 
of specific causes and treatments for physical disorders. The mechanistic 
view of the human body deflects attention from environmental causes of 
disease, including work processes or social stress. It also reinforces a gen-
eral ideology that favors industrial technology under specialized control.
 
2) Disease is a problem of the individual human being. The unifactorial 
model of disease has always focused on the individual rather than the ill-
ness-generating conditions of society. More recently, attempts have been 
made to blame disease on an individual’s “lifestyle” (smoking, overeating, 
etc.). In both cases, the responsibility for disease and cure rests at the indi-
vidual rather than the collective level. In this sense medical science offers 
no basic critical appraisal of class structure and relations of production, 
even in their implications for health and illness.

3) Science permits the rational control of human beings. The natural sci-
ences have led to a greater control over nature. Similarly, it is often as-
sumed that modern medicine, by correcting defects of individuals, can en-
hance their controllability. The quest for a reliable work force has been one 
motivation for the support of modern medicine by capitalist economic 
interests.38 Physicians’ certification of illness historically has expanded or 
contracted to meet industry’s need for labor.39 Thus, medicine is seen as 
contributing to the rational governance of society, and managerial princi-
ples increasingly are applied to the organization of the health system [36].
 
4) Many spheres of life are appropriate for medical management. This 
ideologic assumption has led to an expansion of medicine’s social con-
trol function. Many behaviors that do not adhere to society’s norms have 
become appropriate for management by health professionals. The “medi-
calization of deviance” and health workers’ role as agents of social control 
have received critical attention. The medical management of behavioral 
difficulties, such as hyperactivity, and aggression, often coincides with at-
tempts to find specific biological lesions associated with these behaviors.42 
Historically, medicine’s social control function has expanded in periods of 
intense social protest or rapid social change [37]. 

5) Medical science is both esoteric and excellent. According to this ideo-
logic principle, medical science involves a body of advanced knowledge 
and standards of excellence in both research and practice. Because sci-
entific knowledge is esoteric, a group of professionals tend to hold elite 
positions. Lacking this knowledge, ordinary people are dependent on 
professionals for interpretation of medical data. The health system there-
fore reproduces patterns of domination by “expert” decision makers in the 
workplace, government, and many other areas of social life. The ideolo-
gy of excellence helps justify these patterns, although the quality of much 
medical research and practice is far from excellent; this contradiction re-
cently has been characterized as “the excellence deception” in medicine.43 
Ironically, a similar ideology of excellence has justified the emergence of 
new class hierarchies based on expertise in some countries, like the Soviet 
Union, that have undergone socialist revolutions. Other countries, such 
as the People’s Republic of China, have tried to overcome these ideologic 
assumptions and to develop a less esoteric “people’s medicine.” 

Studies of medical ideology have focused on public statements by leaders 
of the profession (in professional journals or the mass media), as well as 
state and corporate officials whose organizations regulate or sponsor med-
ical activities. However, health professionals also express ideologic mes-
sages in their face-to-face interaction with patients.44 The transmission 
of ideologic messages within doctor-patient interaction currently is the 
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subject of empirical research [38].

Comparative International Health Systems
Health care and imperialism. Imperialism may be defined as capital’s ex-
pansion beyond national boundaries, as well as the social, political, and 
economic effects of this expansion. One basic feature of imperialism is 
the extraction of raw materials and human resources which move from 
Third World nations to economically dominant countries. Navarro has 
analyzed how the “underdevelopment of health” in the Third World fol-
lows inevitably from this depletion of natural and human resources. The 
extraction of wealth limits underdeveloped countries’ ability to construct 
effective health systems. Many Third World countries face a net loss of 
health workers who migrate to economically dominant nations after ex-
pensive training at home. 

Through imperialism, corporations also seek a cheap labor force. Workers’ 
efficiency was one important goal of public health programs sponsored 
abroad, especially in Latin America and Asia, by philanthropies closely 
tied to expanding industries in the United States.47 Moreover, popula-
tion control programs initiated by the United States and other dominant 
countries have sought a more reliable participation by women in the labor 
force. At the same time, workers abroad who are employed by multina-
tional corporations also face high risks of occupational disease. 

Another thrust of imperialism is the creation of new markets for products 

manufactured in dominant nations and sold in the Third World. This pro-
cess is nowhere clearer than in the pharmaceutical and medical equipment 
industries. The penetration of these multinationals, with its stultifying im-
pact on local medical research and development, has led to the advocacy 
of nationalized drug and equipment formularies in several Third World 
countries.

RYAN TORRENCE writes [39].

Critical health policy researchers have, over the past few decades, shown 
beyond doubt the connection between socioeconomic inequalities and dis-
parities in health and disease outcomes. The evidence is strong enough that 
mainstream outlets like the World Health Organization now acknowledge 
the centrality of the social determinants of health. However, researchers 
and activists have largely been frustrated in their attempts to mobilize this 
knowledge into practice. By most accounts, social health inequalities are 
increasing on intranational and global scales, especially following the 2008 
economic crisis [40]. The present Covid-19 pandemic – which has caused 
unemployment levels to rise to historic heights in most advanced economies 
– has made understanding the connection between socioeconomics and indi-
vidual health even more urgent.

The below chart (Figure 1) summarizes the differences between ortho-
dox Marxist economics, mainstream economics, and mainstream left/
post-Marxist economics with respect to the key points outlined above. It is 
worth noting again here that the summary of mainstream economics is by 
necessity extremely generalized and overlooks the nuance that would be 
found in the field itself. The purpose of this paper is not to relate economic 
theory at a high level of sophistication, only to show how the field of crit-
ical health policy has been influenced by the assumptions of mainstream 
economic thought, and how it might be different if it were to take Marxist 
assumptions as foundational [41].
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This paper proceeds from the premise that the basics of Marxist econom-
ics, which had been thought to be obsolete and disproven in academia for 
most of the 20th century, may be overdue for a reappraisal, and may be 
a useful foundation for critical health policy research. This notion is in-
spired by the work of a group of Marxist economists who since the 1980’s 
have been advocating for a “return to Marx”, and doing research that calls 
into question the validity of the “debunking” of Marx’s critique of political 
economy.

The Influence of “neo-Marxism” in the Field of Criti-
cal Health Policy
It may not be clear how the project of reasserting Marxian economics is rel-
evant to critical health policy research. However, the various schools that 
emerged from the debate over the tenability of Marxism – neo-Marxists, 
post-Marxists, and others – have had a great deal of influence in the field. 
Much of the theoretical foundation of progressive comparative health pol-
icy originates in this tradition. In this section I will explore the influence 
of neo-Marxist thought in health policy research through the example of 
Gosta Esping-Andersen, whose Three Worlds of Welfare Capitalism [42], 
has been described as “the most influential piece of comparative welfare 
state research in the contemporary period” and is a seminal contribution 
to the comparative health policy field.

Until then, welfare states were generally categorized along a single con-
tinuum ranging from less spending to more spending. Esping-Andersen’s 
contribution was to add multi-dimensional and qualitative aspects to the 
analysis, categorizing welfare states not only according to the amount of 
provision, but also the ideological justification for the spending, the pri-
mary recipients of the spending, and other factors.

He arrived at a typology consisting of three main types of welfare state: 
liberal, which are minimal and tied to private and market-based solutions 
(e.g. Anglo nations like Canada and Australia); conservative, which prior-
itize family values and solidarity (e.g. Germany and the Netherlands, also 
known as Christian welfare states); and social-democratic, which promote 
equality and are more generous in provision (e.g. the Scandinavian coun-
tries).

One of the central issues in critical health policy is the stubborn per-
sistence of health inequalities correlated to social class, despite constant 
attempts to address proximal factors that are thought to be the mediating 
variables between social status and health. For example, in the 19th centu-
ry it was thought that lack of sanitation and housing conditions were the 
primary causes of poor people’s health problems; by the mid 20th century, 
lack of access to medical services was thought to be the main driver of 

poor people’s health outcomes. However, despite huge progress in much 
of the world in addressing these (for example by indoor plumbing and 
publicly funded health care, respectively), health inequalities persisted. 
Studies have shown an “enduring or even increasing association between 
socioeconomic status and disease outcome” When one mediating risk fac-
tor disappears, another one invariably replaces it, the fundamental rela-
tionship stays the same.

To explain this, Link & Phelan [43], have proposed a “fundamental cause 
theory” (or “fundamental social cause”) that is meant to explain this con-
nection. However, they link the fundamental cause to imbalanced distri-
bution of “knowledge, money, power, and prestige” among other factors, 
demonstrating an essentially Weberian understanding of social class. This 
has allowed right-wing researchers to seize on the idea of fundamental 
cause, claiming for instance that intelligence (IQ level) might be the fun-
damental cause of persistent health inequity [44].

I think that the “fundamental social cause” under capitalism is better ex-
plained with reference to exploitation and Marxian class dynamics. The 
notion of a fundamental social cause maps well onto Marx’s understand-
ing of private ownership of the means of production as the fundamental 
social contradiction of capitalism, as it is the social relationship of domi-
nation lying at the core of capitalist reproduction.
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