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ABSTRACT
As a social determinant of health, poverty has been 
medicalised in such a way that interventions to address 
it have fallen on the shoulders of healthcare systems and 
healthcare professionals to reduce health inequities as 
opposed to creating and investing in a strong social safety 
net. In our current fee-for-service model of healthcare 
delivery, the cost of delivering secondary or even tertiary 
interventions to mitigate the poor health effects of 
poverty in the clinic is much more costly than preventive 
measures taken by communities. In addition, this leads to 
increasing burnout among the healthcare workforce, which 
may ultimately result in a healthcare worker shortage. 
To mitigate, physicians and other healthcare workers 
with power and privilege in communities systematically 
disenfranchised may take action by being outspoken on 
the development and implementation of policies known 
to result in health inequities. Developing strong advocacy 
skills is essential to being an effective patient advocate in 
and outside of the exam room.

INTRODUCTION
The earliest reference to the term ‘social 
determinants of health’ in the peer-reviewed 
literature occurs in a publication from 1961 
in the American Journal of Public Health (and 
the Nation’s Health).1 Here, they are defined 
as ‘being related to (1) the health behaviour 
of the individual; (2) community organi-
sations and procedures for meeting group 
health problems and (3) the social struc-
ture for planning and providing community 
medical care‘ In the period leading up to 
its official classification in the US National 
Library of Medicine in 2014, there were more 
than 600 articles, using the current definition 
established by the 2008 WHO, Commission 
on Social Determinants of Health, stating it 
as ‘the complex, integrated, and overlapping 
social structures and economic systems in 
which people are born, grow up, live, work and 
age.’ This present-day definition represents a 
distinct cultural shift away from the aforemen-
tioned viewpoint of poor health as a failing 
of individual behaviours and inadequate 
healthcare systems to one that places greater 

emphasis on the impact of poorly designed 
public systems, infrastructures and policies. 
There is consensus among both medical and 
public health professionals that less than 10% 
of health is determined by access to health-
care services.2 This understanding has driven 
several healthcare organisations to develop 
initiatives and innovative strategies to address 
the social determinants of health at the 
point of care and in the community.3–5 The 
most notable of which is the integration of 
social determinants of health screening tools 
coupled with the coordination of social and 
behavioural health services to minimise and 
or alleviate their negative impacts. Though 
widely adopted, early evaluations of the effec-
tiveness of these screening and referral inter-
ventions have demonstrated no reduction in 
individual poor health outcomes, population 
disparities, healthcare utilisation or cost.6

If less than 10% of health is the result of 
healthcare, why then is the responsibility of 
counteracting the effects of poor economic, 
social and political policies, systems and 
infrastructures disproportionately placed 
at the feet of healthcare professionals? The 
reason, unfortunately, is because of the 
systematic disinvestment of federal and state 
programmes created to lift the economically 
disadvantaged out of poverty and provide a 
social safety net for the most vulnerable popu-
lations. It is the confluence of these complex 
and integrated scenarios which perpet-
uate and exacerbate the severity of chronic 
illnesses which clinicians are expected to alle-
viate with treatment recommendations devel-
oped from a medical model of health that 
fail to address their patients’ abilities within 
their social context. The ability to purchase 
prescriptions, engage in daily moderate exer-
cise and consume healthy foods are limited 
when patients have no car, earn below a living 
wage, issues of neighbourhood safety or secu-
rity, or are living in a food dessert.
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THE MEDICALIZATION OF POVERTY
‘Medicalization’ is a term used frequently in the social 
sciences literature to describe a process by which human 
conditions and issues become defined, diagnosed and 
treated as topic of medical study and inquiry. Early refer-
ences to medicalization emerged in the late 60s and early 
70s to describe the criminal behaviours of those suffering 
from mental illness.7 During this period, the process was 
viewed to be driven primarily due to the ‘self-interested 
manoeuvres of the medical profession’ which because of 
their power, influence and prestige in society were able 
to shape the moral, cultural and societal view of what was 
considered good or poor health.8 However, in the book, 
The Medicalization of Society, Brandeis Professor Peter 
Conrad, proposes that medical and pharmaceutical enter-
prises as well as direct-to-consumer advertising fueled by 
public worry are the primary drivers of medicalization, 
not physicians.

In recent years, medicalization has evolved to now 
include more common life events such as birth and death, 
as well as conditions; obesity, menopause and erectile 
dysfunction.9 10 Although not yet described in the liter-
ature as such, poverty, another common life event, has 
also become medicalised. How? First, it’s been redefined 
as the ‘social determinants of health’. Within primary 
care, the consistent definition of the ‘social determi-
nants of health’ among family medicine, paediatric 
and internal medicine specialties is that they are non-
medical factors, such as income, education and housing, 
which if deemed substandard, can lead to poorer health 
outcomes. Second, the ‘social determinants of health’ 
(a.k.a. poverty) can be diagnosed in the clinical setting. 
A 2017 systematic review of interventions to identify or 
‘diagnose’ the social determinants of health in the clin-
ical setting found 37 programmes which included some 
variation of a protocol to screen patients for risk associ-
ated with poor housing, unemployment, violence, food 
insecurity or abuse.6 These identified risk factors are 
also associated with a billing code from the International 
Statistical Classification of Diseases and Related Health 
Problems (ICD-10) list for which physicians can receive 
payment. Poverty is coded as Z59.5 for Extreme and 
Z59.6 for low income.11

Lastly, poverty is medicalised by offering a physician-
facilitated non-clinical treatment option, which may 
include a warm hand-off to behavioural health and or 
social service staff colocated in the clinic or a referral to a 
community based organisation or service. Unfortunately, 
for those practicing in fee-for-service healthcare models, 
a reimbursement strategy has yet to incorporate how to 
compensate physicians appropriately for providing these 
non-clinical services in a way that also adjust for quality of 
care and outcomes.12 In the era of evidence-based medi-
cine, how then do we train medical professionals to effec-
tively prevent and treat poverty?

EVIDENCE VERSUS ART
Teachers of evidence-based medicine define three core 
skills physicians must have to apply it in practice: the 
ability to integrate information based on research into the 
clinical setting, a recognition that simply understanding 
the course of a disease is insufficient in the practice and 
requires the methodological and statistical skills neces-
sary to discern the quality of medical studies.13 Treatment 
of poverty does not lend itself well to the application of 
evidence-based medicine in clinical practice for three 
reasons. First, the evidence describing the appropriate 
treatment is still emerging as noted previously. Second, 
there is no standard pathophysiology for poverty as it 
manifests itself as a multitude of complex comorbidities 
(diabetes, hypertension, obesity, etc) with variable root 
causes. Lastly, the methodological approaches identified 
as being most appropriate to evaluate interventions in 
this area are largely qualitative, not qualitative, which do 
not lend themselves easily to systematic review.14 15

One unexpected, yet potentially beneficial aspect of 
forcing the responsibility of addressing poverty into the 
healthcare sector is that it creates a cultural shift within 
the physician workforce that reverts to a time when the 
practice of medicine was considered more of an art and 
less about the rigorous application of a one size fits all 
set of standards and processes. A 2001 study evaluating 
the application of evidence-based medicine into clin-
ical practice conducted interviews with paediatric resi-
dents to get their perspective.13 In it, one physician states 
the following: ‘A lot of medicine is dealing with social, 
psychological, emotional stuff that impacts the physical 
and there is not much literature about that. That is not 
something you can read about; that is something you 
have to learn and do.’

This type of on-the-job learning can and does lead to 
significant knowledge gaps among the healthcare work-
force in part because physician encounters with the social 
determinants of health are likely determined primarily by 
geographical location, type of practice and patient popu-
lation. A physician practising concierge medicine in the 
northeast is likely to have few practice experiences with 
the social determinants of health than one employed by a 
federally qualified health centre in the south. Thankfully, 
medical education has recognised this knowledge gap 
and has developed accreditation standards for residency 
training programmes, which incorporate experiential 
learning on the social determinants of health.16 17 This 
didactic evolution of the medical education continuum 
will ultimately result in the creation of a next-generation 
workforce of physicians with a thorough understanding 
of the impact, causes and solutions to the social determi-
nants of health, but at what cost.

EFFECT ON THE WORKFORCE
Medical specialties are actively engaged in the dissemi-
nation and implementation of resources supporting the 
integration of social determinants of health into clinical 
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practice and didactic medical education. Proponents of 
this work recognise that primary care physicians provide 
a continuity of care for their patients across the lifespan, 
enabling them to actively engage with the communities 
they serve and use their power and influence to bridge 
gaps, build capacity and advocate on behalf of their 
patients. However, it is the view of some that this strategy 
adds new responsibilities which expand the physician’s 
scope of practice and many will become overworked, 
stressed, frustrated and discouraged by their inability to 
make a real impact. For this reason, an unintended and 
potentially catastrophic effect of integrating these non-
clinical components into medical education, training 
and practice may lead to an increased rate of physician 
burn-out.

The American Academy of Family Physicians defines 
physician burnout as ‘a syndrome characterised by a 
loss of enthusiasm for work (emotional exhaustion), 
feeling of cynicism (depersonalisation) and a low sense 
of personal accomplishment’ and at present is reported 
by nearly half of all physicians.18 A 2012 study of primary 
care physicians in the USA estimated that more than half 
(53%) of physicians age 50 years and older and a third 
of those ages 35–49 may leave their practices within 5 
years due to ‘dissatisfaction with tasks that do not require 
medical expertise’ and are not compensated under the 
fee-for-service healthcare model.19 Hence, a potential 
unintended consequences of physicians embracing the 
diagnosis and treatment of poverty as the social determi-
nants of health may lead to increasing the current physi-
cian shortage.

A PATH TO DEMEDICALIZATION
Despite a lack of consensus among the physician work-
force regarding the appropriateness of adding diagnosis 
and treatment protocols to address the social determi-
nants of health to their scope of practice, most should 
agree that poverty must be demedicalised and no longer 
the responsibility of the US healthcare system. Failure 
to do so could lead to a detrimental shortage of primary 
care providers, resulting in reduced access to care for 
many, regardless of socioeconomic status. Under the 
current administration, there is no indication that the 
USA will now or in the future follow the example of other 
developed nations and shift much of spending allocations 
from healthcare to social services. Unless of course there 
is an alarming call to action by physicians, insurers, policy 
makers and the public to do so.

Literature from the early years of medicalization theory 
also includes references to a demedicalization strategy, 
from which several steps have been suggested.8 First the 
declassification of conditions as illness. The ICD-10 codes 
for poverty were first introduced in 2016 to compensate 
physicians for diagnosing this risk in their patient popula-
tions. An area of potential research should be to conduct 
cost-effectiveness research to compare the cost of poverty 
prevention (tax reform, employment programmes, 

etc) to the cost of poverty as a medical expenditure to 
educate legislators, elected officials and others to support 
increased funding of federal and local poverty reduction 
programmes.

A second strategy to demedicalise poverty is to increase 
physician awareness of implicit biases towards the poor. 
Frequently, physicians tend to place the blame for poor 
health on the uneducated and or lackadaisical decisions 
of the economically disenfranchised. These perceptions 
lead them to believe that patients experiencing poverty 
are uninterested in acting on the information given to 
them regarding their conditions (diabetes, hypertension, 
obesity, etc) or unmotivated to improve their impover-
ished circumstances through either higher education 
or job training. Acknowledgement of these biases may 
contribute to a balanced distribution of power within the 
patient–physician relationship, shifting it from paternal-
istic to that of an ally.

Lastly, there exist a role for patients and patient advo-
cacy groups to demedicalise poverty as the responsibility 
of the government and not the healthcare system. Grass-
roots advocacy, with the support of physicians, can create 
momentum for the development and implementation of 
policies, programmes, systems and infrastructure which 
create communities that support optimal and equitable 
health outcomes. Physicians can spark this momentum by 
engaging with their patients one on one as well as lending 
their voice to movements that advocate for social justice 
issues, such as universal healthcare, living wages, afford-
able housing and education.

CONCLUSION
Poverty has become medicalised by the healthcare system 
because of its redefining as ‘social determinants of 
health’ and disinvestment from the federal government 
of social programmes that support the economically 
disadvantaged. As a result, physicians are being asked to 
do more with less; less time, less staff, less training and 
less resources, to compensate for the inaction of federal 
and state governments. This will undoubtedly lead to 
burnout resulting in a shortage of the number of physi-
cians in primary care to adequately support healthcare 
access for all, despite socioeconomic status. The primary 
care workforce, which includes providers, researchers, 
educators and patients can push back, by demonstrating 
the increased cost of addressing poverty in healthcare as 
compared with investment in preventive social services, 
limit misperceptions of poor patients and act as advocates 
on their behalf, in the clinic and in the community.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Not applicable.

Ethics approval  Not applicable.

Provenance and peer review  Not commissioned; externally peer reviewed.



4 Jones DD. Fam Med Com Health 2022;10:e001732. doi:10.1136/fmch-2022-001732

Open access�

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Danielle D Jones http://orcid.org/0000-0002-2526-9861

REFERENCES
	 1	 Macgregor G. Social determinants of health practices. Am J Public 

Health Nations Health 1961;51:1709–14.
	 2	 Heiman HJ, Artiga S. Beyond health care: the role of social 

determinants in promoting health and health equity. Kaiser family 
Foundation, 2015. Available: https://www.kff.org/disparities-policy/​
issue-brief/beyond-health-care-the-role-of-social-determinants-in-​
promoting-health-and-health-equity/ [Accessed 02 Dec 2017].

	 3	 Daniel H, Bornstein SS, Kane GC, et al. Addressing social 
determinants to improve patient care and promote health equity: 
an American College of physicians position paper. Ann Intern Med 
2018;168:577–8.

	 4	 Gorski PA, Kuo AA, Granado-Villar DC. Community Pediatrics: 
Navigating the Intersection of Medicine, Public Health, and Social 
Determinants of Children’s Health. Pediatrics 2013;131:623–8.

	 5	 American Academy of Family Physicians. Social determinants of 
health policy, 2013. Available: https://www.aafp.org/about/policies/​
all/social-determinants.html [Accessed 04 May 2018].

	 6	 Gottlieb LM, Wing H, Adler NE. A systematic review of interventions 
on patients' social and economic needs. Am J Prev Med 
2017;53:719–29.

	 7	 Melick ME, Steadman HJ, Cocozza JJ. The medicalization of 
criminal behavior among mental patients. J Health Soc Behav 
1979;20:228–37.

	 8	 Fox RC. The medicalization and de-medicalization of American 
Society. Daedalus, 1977: 9–22.

	 9	 Pp Conrad P. Men and Medicalization of Andropause, Baldness and 
Erectile Dysfunction. In: The medicalization of Society. Baltimore, 
MD: Johns Hopkins University, 2007: 23–45.

	10	 Welch HG. The medicalization of life. The Los Angeles Times, 2010.
	11	 Lewis JH, Whelihan K, Navarro I, et al. Community health center 

provider ability to identify, treat and account for the social 
determinants of health: a card study. BMC Fam Pract 2016;17:121.

	12	 Ash AS, Mick EO, Ellis RP, et al. Social determinants of 
health in managed care payment formulas. JAMA Intern Med 
2017;177:1424–30.

	13	 Timmermans S, Angell A. Evidence-Based medicine, clinical 
uncertainty, and learning to doctor. J Health Soc Behav 
2001;42:342–59.

	14	 Shelton RC, Griffith DM, Kegler MC. The promise of qualitative 
research to inform theory to address health equity. Health Educ 
Behav 2017;44:815–9.

	15	 Griffith DM, Shelton RC, Kegler M. Advancing the science of 
qualitative research to promote health equity. Health Educ Behav 
2017;44:673–6.

	16	 Wagner R, Koh N, et al, for the CLER Program. CLER 2016 National 
Report of Findings. Issue Brief #4: Health Care Disparities. 
Chicago, Illinois USA: Accreditation Council for Graduate Medical 
Education.

	17	 Siegel J, Coleman DL, James T. Integrating social determinants of 
health into graduate medical education: a call for action. Acad Med 
2018;93:159–62.

	18	 American Academy of Family Physicians. Physician burnout position 
paper, 2014. Available: www.aafp.org/about/policies/all/physician-​
burnout.html [Accessed 05 May 2018].

	19	 Gray BH, Stockley K, Zuckerman S. American primary care 
physicians' decisions to leave their practice: evidence from the 2009 
Commonwealth fund survey of primary care doctors. J Prim Care 
Community Health 2012;3:187–94.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-2526-9861
http://dx.doi.org/10.2105/AJPH.51.11.1709
http://dx.doi.org/10.2105/AJPH.51.11.1709
https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
http://dx.doi.org/10.7326/M17-2441
https://www.aafp.org/about/policies/all/social-determinants.html
https://www.aafp.org/about/policies/all/social-determinants.html
http://dx.doi.org/10.1016/j.amepre.2017.05.011
http://dx.doi.org/10.2307/2136448
http://dx.doi.org/10.1186/s12875-016-0526-8
http://dx.doi.org/10.1001/jamainternmed.2017.3317
http://dx.doi.org/10.2307/3090183
http://dx.doi.org/10.1177/1090198117728548
http://dx.doi.org/10.1177/1090198117728548
http://dx.doi.org/10.1177/1090198117728549
http://dx.doi.org/10.1097/ACM.0000000000002054
www.aafp.org/about/policies/all/physician-burnout.html
www.aafp.org/about/policies/all/physician-burnout.html
http://dx.doi.org/10.1177/2150131911425392
http://dx.doi.org/10.1177/2150131911425392

	Medicalization of poverty: a call to action for America’s healthcare workforce
	Abstract
	Introduction
	The medicalization of poverty
	Evidence versus art
	Effect on the workforce
	A path to demedicalization
	Conclusion
	References


