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Abstract

Twentieth-century Western medicine established global dominance through a reductionist and empiricist methodology that
achieved unprecedented technical precision while simultaneously narrowing the meaning of health. The mechanistic dissection
of the human body—from cellular pathology to molecular genetics—secured remarkable progress in diagnosis and therapy but
also fragmented medical knowledge and alienated the patient as a person. This article re-examines the historical evolution of
health concepts in modern Western medicine from the dual perspectives of medical history and the history of health thought.
Drawing upon philosophical, sociological, and clinical sources, it traces how reductionism, medical specialization, and the
medicalization of daily life reshaped the understanding of health, disease, and the human subject. It further analyzes how
technocentrism, the commodification of health, and the moralization of well-being transformed medicine from a healing art
into a technological enterprise. The study argues that the core trajectory of twentieth-century Western medicine follows a
dialectical movement from wholeness to fragmentation and toward renewed integration. By revisiting integrative and narrative
approaches to care, as well as community-based and patient-centered models, the paper highlights the contemporary shift
toward reconstructing a human-centered paradigm that reconciles technical rationality with moral and existential dimensions
of health.
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Introduction debates on integrative medicine, narrative ethics, and
The twentieth century is often described as the “century of patient-centered care. The following sections trace the
the medical revolution” (Lindberg, 1992) 51, Western philosophical origins, institutional manifestations, and social
biomedicine—grounded in experimental empiricism and consequences of this transformation.

reductionist logic—surpassed traditional healing systems

across the globe and became the dominant mode of health Historical Foundations

intervention. The triumph of biomedical science yielded The intellectual origins of biomedical reductionism can be
extraordinary benefits: the control of infectious diseases, the traced to early modern European philosophy and natural
development of antibiotics and vaccines, surgical science. René Descartes (1596-1650) articulated a mind—
innovations, and the emergence of genetic medicine. Yet the body dualism that separated res cogitans (thinking
same scientific rationality that empowered medicine to substance) from res extensa (extended substance). This
extend life also engendered conceptual alienation. By metaphysical division permitted the body to be studied as a
reducing the human body to discrete physiological mechanical entity subject to quantification and control.
mechanisms, medicine redefined health primarily as the Isaac Newton’s mechanistic cosmology further reinforced
absence of measurable dysfunction and marginalized the notion that complex systems could be understood by
subjective, social, and spiritual dimensions of well-being analyzing their component parts (Lindberg, 1992) [*°l. The
(Kleinman, 1988; Callahan, 1997) B 4. As medical scientific method that emerged from these foundations—
historian Ivan Illich (1976) 2 argued, twentieth-century analytic, experimental, and reductionist—shaped not only
medicine did not merely treat illness; it colonized human physics and chemistry but also the emerging life sciences.
life itself. The expansion of medical authority into everyday In medicine, reductionism became the methodological
behavior transformed natural processes—such as aging, engine of modern anatomy and physiology. Andreas
grief, and sleep—into pathological conditions requiring Vesalius’s De humani corporis fabrica (1543) inaugurated
professional intervention. This medicalization of life, an empirical revolution by replacing Galenic dogma with
reinforced by market logic and technological enthusiasm, direct observation. By the nineteenth century, Rudolf
created new paradoxes: patients became consumers, Virchow’s cellular pathology posited that “omnis cellula e
physicians became technicians, and health became a cellula”—every cell arises from another cell—thereby
purchasable commodity (Hoff, 2012) (4, locating disease at the microscopic level (Virchow, 1971)
From the perspective of the history of health thought, the (21, This conceptual shift transformed the physician into a
twentieth-century  transformation of medicine thus scientific investigator whose task was to identify and correct
represents not only scientific advancement but also a cellular abnormalities. The discovery of microbes by Louis
profound epistemological shift—from a holistic view of the Pasteur and Robert Koch provided a linear model of
person as a psychosomatic and moral being to a fragmented causality—pathogen — lesion — symptom—that dominated
vision of the body as a machine. Understanding this twentieth-century  clinical reasoning. Reductionism’s
transition is essential to grasp the historical roots of today’s philosophical core thus entailed three propositions: (1) the
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whole is the sum of its parts; (2) causal knowledge derives
from isolating variables; and (3) control of disease depends
on technological mastery of biological mechanisms. While
these assumptions proved enormously productive, they also
redefined what counted as “health.” Whereas Hippocratic
medicine had understood health as the harmonious balance
of bodily humors and environmental forces (Hippocrates,
2007) %, modern biomedicine came to equate it with the
statistical normality of measurable functions.

The twentieth century extended the logic of reductionism
into molecular and genetic dimensions. Watson and Crick’s
(1953) 22 elucidation of the DNA double helix, followed by
the Human Genome Project (1990-2003), promised to
decode life itself. Health became reconceptualized as
genomic stability; disease, as molecular error. Advances in
proteomics, pharmacogenomics, and precision oncology
further deepened the identification of health with
biochemical normalcy (Cohen & Strauss, 2012) 1. This
molecularization of life expanded medicine’s technical
capacity but narrowed its anthropological horizon.
Historically, this transition marked a decisive departure
from pre-modern and early modern traditions that had
viewed illness as embedded in moral, social, and
environmental contexts (Unschuld, 2003) 9. The new
biomedical vision privileged laboratory data over patient
narratives, and objectivity over intersubjectivity. The
hospital laboratory replaced the bedside as the epistemic
center of medicine; the patient’s lived experience became
secondary to biochemical readings. As Georges Canguilhem
(1989) ! later observed, the reductionist conception of the
normal and the pathological transformed medicine from an
interpretive art into a science of control.

The Re-Definition of Health

The victory of reductionist science redefined health as the
maintenance of physiological homeostasis measurable
through quantifiable indicators—blood pressure, glucose
level, imaging results. Iliness became an objective deviation
from statistical norms. This conception fostered what Daniel
Callahan (1997) B! called “the mechanization of health,”
wherein the human being was reimagined as a biological
machine requiring periodic technical maintenance. While
the World Health Organization’s (1948) 4 constitution
famously broadened the definition of health to include
physical, mental, and social well-being, in practice
twentieth-century clinical medicine continued to privilege
somatic parameters. Psychological and social dimensions
were relegated to ancillary disciplines—psychiatry, public
health, or social work—rather than integrated into medical
reasoning. Consequently, medicine became disease-centered
rather than person-centered, concerned more with
eliminating dysfunction than with fostering flourishing.
Reductionist epistemology generated a corresponding
institutional form: medical specialization. As knowledge
proliferated, the body was subdivided into organ-based
domains—cardiology, neurology, gastroenterology,
endocrinology—each claiming jurisdiction over a fragment
of the person. Barbara Starfield (2005) [ termed this
process medical fragmentation: a system in which no
physician sees the patient as a whole. Specialization
improved technical accuracy but undermined continuity of
care and the integrative understanding of illness. Patients
with multimorbidity were forced to navigate multiple, often
contradictory, treatment regimens (Blas & Kurup, 2010) [,

18

www.multiappliedjournal.com

The fragmentation of care altered the moral structure of the
doctor—patient relationship. In traditional general practice,
the physician was a trusted confidant who understood the
patient’s biography, family, and social milieu. In specialized
hospital medicine, interaction became episodic, time-
limited, and protocol-driven. Arthur Kleinman (1988) 14
distinguished between disease—the biomedical malfunction
identified by doctors—and illness—the personal experience
of suffering. Modern medicine, he argued, treats the former
while neglecting the latter, thereby producing an “alienation
of care.” This epistemic and institutional fragmentation
paralleled a broader social transformation: the
industrialization and bureaucratization of health services.
Hospitals evolved into complex organizations governed by
efficiency metrics and insurance codes. Within such
systems, the patient’s subjective narrative often appeared as
an obstacle to throughput rather than as a source of
understanding.

Medicalization and The Expansion of Medical Authority
By the mid-twentieth century, medical rationality had
extended beyond hospitals to permeate everyday life.
Sociologist Peter Conrad (2007) [1 defined medicalization as
the process by which non-medical problems become defined
and treated as medical ones. Technological capability,
insurance structures, and cultural expectations converged to
transform normal variations of human experience into
medical conditions: insomnia, menopause, attention deficits,
even shyness. Medicalization reflected both supply and
demand. On the supply side, new diagnostic technologies—
laboratory assays, imaging modalities—enabled detection of
pre-disease states, legitimizing preventive interventions. On
the demand side, an increasingly health-conscious public
sought professional solutions for discomforts once
considered part of ordinary life. The pharmaceutical
industry exploited this dynamic through “disease branding,”
expanding diagnostic categories to create new markets for
medications (Hoff, 2012) (111,

Ivan Illich’s Medical Nemesis (1976) [2 remains the
seminal critique of medicalization. Illich argued that modern
society’s uncritical faith in medicine had produced
iatrogenic harm at three levels: clinical, social, and cultural.
Clinically, excessive intervention created new forms of
injury—drug side effects, surgical complications. Socially,
institutional medicine displaced community self-care,
eroding individuals’ capacity for autonomy. Culturally, the
myth of “health through medical progress” deprived people
of meaning in suffering and death. For Illich, medicine had
become an imperial power that expropriated the human right
to experience one’s body and mortality directly. Illich’s
critique anticipated later discussions in the health
humanities about the need to reclaim narrative, agency, and
resilience in the face of illness. He insisted that a society
obsessed with eliminating all pain would lose the wisdom
embedded in limitation. His notion of “medical
imperialism” continues to resonate amid twenty-first-
century debates on overdiagnosis, polypharmacy, and end-
of-life care.

The expansion of medical authority in the twentieth century
was inseparable from technocentrism and market capitalism.
Advances in imaging, laboratory automation, and
information technology rendered the human body ever more
transparent to measurement while simultaneously increasing
dependence on costly infrastructures. Insurance systems
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incentivized procedural interventions over preventive
counseling, while pharmaceutical marketing reframed
lifestyle issues as biochemical imbalances correctable by
drugs (Conrad, 2007) ), The result was a self-reinforcing
cycle: the more technologies medicine invented, the more
phenomena became medical problems requiring those
technologies. This process also reflected a moral
transformation. Health came to signify not simply a natural
state but a moral duty—a measure of personal responsibility
and social worth. As Zygmunt Bauman (2000) ™ observed,
late-modern consumer culture turned the pursuit of health
into a perpetual project of self-optimization, blurring the
boundary between care and control.
Technocentrism, Fragmentation, and the
Commodification of Health

The second half of the twentieth century witnessed the
ascendancy of technocentrism—the belief that technological
progress is the primary engine of human advancement. In
medicine, this ethos manifested in the elevation of devices,
data, and algorithms as the ultimate arbiters of truth. The
clinical gaze shifted from the patient’s narrative to the
computer screen. Diagnostic imaging, genetic sequencing,
and artificial intelligence reshaped the epistemology of
medicine, producing what Jirgen Habermas (1987) [l called
the “colonization of the lifeworld” by instrumental
rationality. Historically, this transformation can be read as
the culmination of a trajectory that began with the Cartesian
body-machine. The stethoscope and microscope of the
nineteenth century had already mediated the doctor—patient
encounter through instruments; by the late twentieth
century, entire diagnostic and therapeutic decisions were
mediated by technological interfaces. The introduction of
computed tomography (CT) in the 1970s, magnetic
resonance imaging (MRI) in the 1980s, and algorithmic
decision support in the 2000s deepened this reliance
(Fukuoka & le, 2019) 1. The benefits were indisputable—
earlier detection, precision therapy, reduced mortality—but
so were the costs: depersonalization, moral distancing, and
the erosion of empathy.

Large-scale surveys of clinical encounters in the early 2000s
revealed that physicians spent less than eight minutes per
consultation, with over 60 percent of that time devoted to
data entry and interpretation of test results rather than
dialogue (Hoff, 2012) 3. The patient thus became a
“datafied person,” a composite of images and lab values
rather than a suffering subject. The medical humanities have
interpreted this transformation as a symptom of what Paul
Ricoeur called “the reduction of the person to the
measurable” (1990)—a truncation of human meaning in the
pursuit of technical control.

Technocentrism intensified an existing structural paradox:
the tension between medical specialization and holistic care.
Specialization had emerged as a rational response to the
explosion of biomedical knowledge; yet, as Barbara
Starfield (2005) [ demonstrated, it often fragmented care
and weakened primary prevention. By the end of the
century, most developed nations faced a paradoxical
situation: while diagnostic precision improved, chronic
multimorbidity increased, and patient satisfaction declined.
The specialization paradigm transformed hospitals into
networks of semi-autonomous departments competing for
resources and prestige. Payment systems based on
diagnosis-related  groups (DRGs) reinforced this
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fragmentation by rewarding procedural output over
continuity of care. The outcome was a system optimized for
acute intervention rather than for sustained well-being (Blas
& Kurup, 2010) ., The sociological consequence was the
alienation of the healer. Physicians became technicians
within bureaucratic systems, their moral agency constrained
by protocols and time pressures. Patients, in turn, became
consumers navigating a marketplace of fragmented
expertise. As Kleinman (1988) 'l warned, the moral center
of medicine—the empathic relationship between healer and
sufferer—was being displaced by an impersonal regime of
efficiency.

The globalization of neoliberal market ideology after the
1970s introduced a new logic: health as a marketable good.
Within the framework of health commodification, medical
services, pharmaceuticals, wellness programs, and even
genetic data became items of consumption. Zygmunt
Bauman (2000) ™ characterized this shift as the
transformation of the citizen into a “consumer of well-
being,” responsible for continually upgrading the self to
meet social expectations of vitality and productivity.
Technological progress facilitated this marketization.
Preventive genomics, cosmetic surgery, fertility treatments,
and anti-aging medicine all migrated from therapeutic
necessity to elective lifestyle choices. The fitness and
supplement industries rebranded health as personal
achievement. Insurance companies adopted actuarial models
that priced health as a form of “risk capital,” effectively
converting biological status into economic value (World
Health  Organization [WHO], 2008) [ The
commodification of health has deep ethical implications.
Access to high-quality care increasingly depends on
purchasing power, producing stark disparities in outcomes.
Studies from the WHO reveal a life expectancy gap of more
than 20 years between high- and low-income nations, and
even within affluent societies, the chronically ill poor
remain medically underserved (Blas & Kurup, 2010) 1.
Thus, while technological and economic systems expanded
the quantity of medical services, they often undermined the
equity and meaning of health.

Reconstructing A Human-Centered Health Paradigm

Against the backdrop of reductionism and technocentrism,
the late twentieth century witnessed the rise of integrative
medicine—an effort to reunite the fragmented body of
medical knowledge with the holistic traditions it once
displaced. The concept refers not merely to combining
conventional and complementary therapies but to a
philosophical reorientation toward the person as an
indivisible unity of body, mind, and environment (Cohen &
Strauss, 2012) [l Integrative medicine draws intellectual
lineage from both ancient healing systems and
contemporary systems theory. It interprets health as
dynamic equilibrium rather than static normality, aligning
with contemporary biopsychosocial models. Empirical
studies suggest that integrative approaches improve quality
of life and patient adherence, particularly in chronic
conditions such as diabetes and cancer (Blas & Kurup,
2010) 1. In the United States, the National Center for
Complementary and Integrative Health (NCCIH) has
institutionalized this orientation, funding research that
bridges molecular and experiential dimensions of health.
Philosophically, integrative medicine represents a return of
the human. It acknowledges that healing involves narrative
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meaning, ethical relationship, and existential reconciliation,
not merely physiological correction. It thus reclaims
medicine as a moral practice as well as a technical one—a
position long emphasized in the works of Edmund
Pellegrino (1999) [*8] and later scholars in clinical ethics.
Parallel to integrative medicine, narrative medicine emerged
as a movement to restore empathy and communication to
clinical practice. Rita Charon (2006) B! defined it as the
capacity to “recognize, absorb, interpret, and act on the
stories and plights of others.” Rooted in literary theory and
phenomenology, narrative medicine treats the patient’s story
not as peripheral emotion but as diagnostic data of equal
importance to laboratory results. Historically, narrative
medicine can be seen as a humanistic countercurrent to the
objectifying tendencies of the twentieth century. By training
physicians to listen actively and reflectively, it reestablishes
the doctor—patient relationship as an ethical dialogue.
Empirical evidence supports its effectiveness: studies show
that narrative practices reduce malpractice claims, improve
patient satisfaction, and mitigate physician burnout (Hoff,
2012) 44,

Narrative medicine thus exemplifies the hermeneutic turn in
medical humanities—the recognition that healing requires
interpretation as well as intervention. Where reductionist
science seeks causality, narrative seeks coherence. The two
are not incompatible but complementary: precision
medicine without narrative context risks becoming ethically
blind, while narrative without scientific rigor risks
inefficacy. The future of humanistic medicine lies in the
dialectical integration of both.

A third response to the fragmentation of twentieth-century
medicine is the community health model, which seeks to
reintegrate prevention, treatment, and social support within
local contexts. The WHO’s primary health care initiative of
1978 and its subsequent People-Centered Care framework
(2008) mark milestones in this movement. The model
emphasizes accessibility, continuity, and community
participation, shifting the focus from disease episodes to
life-course wellness. Historically, community-based health
care resurrects aspects of pre-industrial healing traditions—
mutual aid, local responsibility, and moral solidarity—
within a modern institutional framework. Successful
examples include the British National Health Service’s
general-practice  model and various community-clinic
networks in East Asia. Empirical evaluations reveal
reductions in hospitalization rates and cost alongside
improvements in patient trust and autonomy (Starfield,
2005; WHO, 2008) 9. Beyond efficiency, community
health represents a moral statement: that care is a social
relationship, not merely a transaction. By situating medicine
within the everyday life of communities, it reconnects health
with its ethical and civic foundations.

The culmination of these reform movements is the paradigm
of patient-centered care, which redefines health systems
around the values, preferences, and agency of individuals.
Emerging in the late twentieth century as a response to
bureaucratic depersonalization, it calls for coordination
across specialties, transparent communication, and shared
decision-making. In practice, models such as the U.S.
Patient-Centered Medical Home (PCMH) demonstrate
tangible benefits: improved chronic-disease control, lower
costs, and higher satisfaction (Starfield, 2005; Hoff, 2012)
[11. 191 philosophically, patient-centered care represents the
institutionalization of humanism. It operationalizes the
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ethical ideal of respect for persons within the structures of
modern health administration. By linking reimbursement to
outcomes that matter to patients—quality of life, functional
independence, dignity—it translates the language of virtue
into the metrics of policy. Yet challenges remain.
Implementing patient-centered care requires reforming
payment systems, revising medical education, and
redefining professional identity. It calls for what Hans Jonas
(2008) [ described as an “ethic of responsibility”
commensurate with technological power: physicians and
policymakers must assume stewardship not only of
biological lives but also of the human meanings those lives
embody.

Discussion and Conclusion

The history traced above reveals that twentieth-century
Western medicine followed a dialectical path of integration—
differentiation-reintegration. ~ Reductionism’s  analytic
triumph enabled extraordinary control over disease but also
eroded the unity of the human subject. Medicalization
extended the reach of medicine while diminishing
autonomy; technocentrism amplified precision while
diminishing empathy; commaodification expanded access for
some while excluding others.

The responses emerging in the late twentieth and early
twenty-first centuries—integrative medicine, narrative
medicine, community health, and patient-centered care—are
not nostalgic reversions to pre-scientific models but critical
syntheses. They represent attempts to reconcile the
epistemic authority of science with the moral wisdom of
humanism. The central challenge for contemporary health
management, therefore, lies not in choosing between
technology and humanity but in designing systems that
maintain their dynamic balance (OpenAl, 2023) [,
Historically, the oscillation between reduction and
integration mirrors broader intellectual patterns in Western
thought—from Cartesian dualism to phenomenological
holism, from Enlightenment rationality to existential and
ecological awareness. Medicine thus serves as a microcosm
of modernity’s ambivalence: its capacity to empower and to
alienate. Reconstructing health concepts today requires
acknowledging this heritage rather than rejecting it.

The evolution of twentieth-century Western medicine
encapsulates the paradox of modern civilization itself.
Scientific reductionism delivered unparalleled mastery over
the mechanisms of life, yet at the cost of obscuring life’s
meanings. The dominance of technological rationality and
market logic reconfigured health into a measurable,
purchasable, and morally charged commodity. In response,
the late-century turn toward integrative, narrative,
community-based, and patient-centered paradigms signals a
profound epistemological and ethical realignment (Lu,
2022) (61 From the standpoint of medical history, this
trajectory may be summarized as a movement from the body
as machine to the person as meaning. From the standpoint of
health humanities, it underscores that healing is both a
biological and a moral act. The reconstruction of health
concepts in the contemporary era therefore depends on
bridging the analytic clarity of science with the interpretive
depth of the humanities. Only by uniting these dimensions
can medicine fulfill its original vocation: to care for persons,
not merely to repair bodies.
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