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Résumé
Dans ce commentaire, nous décrivons l’interaction entre 1) les
conceptions populaires et professionnelles contemporaines du
« risque » et de la « normalité » en santé et en soins de santé, et 2) la
promotion par l’État et par les forces du marché de l’autorégulation
individuelle de la santé. Nous nous appuyons sur les travaux de
théoriciens critiques qui ont décrit la relation entre le risque, la peur et
la notion de « normalité » dans le discours sur la santé afin de soutenir
que ces facteurs agissent principalement par l’entremise des médias
populaires, en vue de façonner le discours sur les tests diagnostiques
et leur utilisation excessive au Canada.
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Abstract
In this commentary we describe the interplay between 1)
contemporary popular and professional understandings of “risk” and
“normality” in health and healthcare, and 2) the promotion by state and
market forces of individual self-regulation of health. We draw upon the
work of critical theorists who have described the relationship between
risk, fear, and the notion of “normal” in health discourse to argue that
these factors act, primarily via the popular media, to shape the
discourse on, and overuse of, diagnostic tests in Canada.

Keywords
normality, risk, diagnostic tests, health professions, patient care

Introduction
The overuse of diagnostic tests has received a great deal of attention in Canada over the last five years, particularly in relation
to costs to the healthcare system. It has been estimated that up to 30 percent of the care received by Canadians is unnecessary
[1]. Choosing Wisely Canada, a campaign established to facilitate conversation between patients and clinicians regarding
unnecessary care, has shaped our current understanding of the overuse of diagnostic tests [1]. The culture of overuse 1 has
been attributed to clinician factors such as “access to resources, training, and peer influences” and “patient expectations and
preferences” [1, p.10]; patients and practitioners alike are encouraged to “choose wisely” [1] in order to reduce unnecessary
care in Canada. However, there are several other factors not part of the Choosing Wisely discourse that interact to contribute
to the trend of unnecessary care.
In this commentary we describe the interplay between 1) contemporary popular and professional understandings of “risk” and
“normality” in health and healthcare, and 2) the promotion by state and market forces of individual self-regulation of health. We
draw upon the work of critical theorists who have described the relationship between risk, fear, and the notion of “normal” in
health discourse to argue that these factors act, primarily via the popular media, to shape the discourse on, and overuse of,
diagnostic tests in Canada in ways that are far subtler and more persuasive than the Choosing Wisely campaign would have
us imagine.

Self-Regulation and Monitoring of Health
The overuse of diagnostic tests in Canada is fundamentally shaped by, and in turn perpetuates, deeply culturally rooted ideas
about normality, deviance, and risk. In the last few decades, it has been emphasized that individuals have a duty to take
proactive measures to improve and gain more control over their own health [2-5]. This emphasis stems from the idea that selfcontrolled individuals have fewer health complications, resulting in healthcare cost savings. The recent trend of the overuse of
diagnostic tests is an outcome of such self-surveillance. In order to have more control over health through proactive measures,
both physicians and patients are relying more on diagnostic tests. As a result, campaigns such as Choosing Wisely emerge
with an aim to reduce any potential adverse health impacts and unnecessary medical costs.
Further, it is part of the contemporary “habitus” [6] for individuals to compare their health status to what epidemiological data
portrays as the normal healthy body. Bourdieu’s concept of habitus refers to “systems of durable, transposable dispositions”
[6, p.72]. Bourdieu describes habitus as a character or persona that informs all of an individual’s behaviours, and which results
in particular behaviours that in fact reinforce the social conditions producing that character. These internalized dispositions
mediate between social structures and practical activity. Habitus is accessed and reproduced not only through words, but also
in imitation, repetition, and in day-to-day actions by the repetitious engraving of practices and dispositions into the body. The
social conditions that produce the habitus are reproduced by the very behaviours and beliefs that result from the habitus. The
habitus of needing and valuing diagnostic tests, then, emerges from, and in turn reinforces, a cluster of interconnected and
interdependent assumptions and behaviours. Clinical decisions and communication about the need for and use of diagnostic
tests, and patient understandings of the need for and use of diagnostic tests are mutually reinforcing. In turn, the need for and
use of diagnostic tests are shaped by, and perpetuate, broader social assumptions about risk, normality, and health.
Our present understanding of normality was adopted in the 1820s; today in medicine, as in lay discourse, the word connotes
both “average” and an ultimate perfection toward which we should strive [7]. As social scientists have long argued, the act of
transposing the concept of risk from the probabilities of epidemiology into clinical practice means that risk is interpreted as
something from which the patient suffers; being at risk in itself comes to mean being diseased [8]. Patients seek advice from
We acknowledge that the characterization of diagnostic tests as “overused” in Canada or elsewhere would itself benefit from a critical inquiry; however, that is
not the purpose of this particular commentary.
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medical practitioners, wanting tangible proof of their own normality or deviance in the form of diagnostic test results. Physicians
seek to acquire quantifiable data on the body through various diagnostic tests so that they can compare the patient’s body
with the epidemiological norm. In this way, individuals find motivation for self-regulation and seek diagnostic tests as an
instrument for self-monitoring.
This individual motivation also emerges from broader collectivizing interests, where the state continuously invests in regulating
the population to self-monitor, as the onus for maintaining “normal” health is seen as the responsibility of the individual [9]. For
example, the increasing availability of at-home diagnostic tests, such as pap smears and colorectal screening, demonstrate
how individuals have been influenced by the state to self-regulate their health. Patients’ expectations about their health care
and the resultant pressure they may place on clinicians have been shaped by the public health movement of the twenty-first
century, where intense value has been placed on health education and health promotion. A culture of “active citizenship” has
been around since at least the 1970s, with individuals being encouraged by health experts and governments to take a more
active role in their health and well-being [10]. As a result, patients seek health information – increasingly from online sources
– to further their understanding of disease, risk, and potential treatment and prevention options. The Internet also serves to
enhance patients’ perceived control over disease through the act of gaining new knowledge [11].
Lupton, following Foucault, explains this phenomenon in terms of governmentality, an approach to regulation and control that
is “directed at the autonomous, self-regulated individual” [7, p.118]. Health promotion messages are communicated to
individuals as advice on how they should live and regulate their bodies. For example, Canada’s Food Guide [12] aims to help
people follow a healthy diet by providing recommendations as to what and how much people should eat. While the intent may
be to empower individuals to take control of their health and lifestyle behaviours, other less-acknowledged consequences can
ensue, such as fear and anxiety about one’s current and future health. This can result in patients demanding access to
diagnostic tests as an attempt to relieve anxieties and concerns.

Corporations, Media and the Construction of Risk
Organizations engaged in manufacturing new technologies also influence medical standards, clinical guidelines, policies and
practices, and scientific knowledge production [13-15]. A large body of research suggests that medical associations,
government agencies, and public awareness movements are lobbied by pharmaceutical corporations to gain buy-in for new
drugs [16]. Public campaigns, such as the “Pink ribbon campaign” or “Shave for the brave,” influence the discourse of risk and
may propagate fear and anxiety. The individuals experiencing and accessing the discourse of risk through the media then start
perceiving themselves as at risk. When promoted by health professionals and pharmaceutical companies, and supported by
the mass media, these assumptions are perpetuated, establishing moral imperatives regarding health behavior [5,17].
Market forces have been shaped by, and have capitalized on this popular and professional health consciousness [5,18,19].
Corporations influence the trend of overuse of diagnostic tests through the identification and creation of a need and subsequent
marketing of a new drug or technology to meet that need [20-22]. The abundant supply of biomedical technologies to evaluate
and manage risk engages individuals with technological choices and options, which are publicized through the media. These
technologies are promoted and marketed as part of the package of health behaviours that individuals must undertake in order
to take charge of their own health and prevent disease [5]. This influences the culture and discourse of risk in society and
contributes to the overuse of diagnostic tests. Overall, corporations are incentivized to identify and create a need in the
population, create public awareness about that need, and further fulfill this need with new technologies.

Conclusion
The Choosing Wisely campaign is meant to spur conversation about what is appropriate and necessary treatment, in order for
clinicians and patients to work together to determine an appropriate treatment plan [1]. This campaign is certainly a positive
movement in Canada; however, it is important to recognize that what leads us as a society to the culture of overuse is quite
complex and not merely the result of physician and patient decisions. Recommendations for specific tests fail to account for
the broader social, political, and economic contexts shaping health beliefs, values and behaviours on the part of both patients
and providers. Here we have discussed how the state, health campaigns, media, and corporations, in addition to physicians
and patients, all contribute to the discourse of risk that perpetuates self-regulation and monitoring of individual health. This
discourse has manifested itself in increasing demand for diagnostic tests, which has contributed to the trend of unnecessary
healthcare use in Canada.
Remerciements
Ce commentaire a été créé dans le contexte d’un séminaire d’études
supérieures sur la théorie critique donné par le Dr Brunger dans le
département de la santé communautaire et des sciences humaines de
l’Université Memorial. Nous tenons à remercier nos collègues de
classe dont l’engagement a contribué au développement des idées
contenues dans ce texte. Plus précisément, nous aimerions remercier
Sadia Hyder d’avoir participé aux premières discussions sur les idées
présentées. Nous tenons également à remercier l’évaluateur de la
Revue canadienne de bioéthique pour ses commentaires approfondis
et réfléchis.

Acknowledgements
This commentary was created in the context of a graduate seminar on
Critical Theory in the Division of Community Health and Humanities,
Memorial University, taught by Dr. Brunger. We wish to acknowledge
our other class mates whose engagement with us helped to shape the
ideas in this paper. Specifically, we would like to thank Sadia Hyder for
participating in early discussion of the ideas presented in this paper.
We also wish to thank the reviewer from the Canadian Journal of
Bioethics for the thorough and thoughtful comments.

Conflits d’intérêts
Aucun à déclarer

Conflicts of Interest
None to declare

Page 40

Borges et al. 2019

Responsabilités des évaluateurs externes
Les recommandations des évaluateurs externes sont prises en
considération de façon sérieuse par les éditeurs et les auteurs dans la
préparation des manuscrits pour publication. Toutefois, être nommé
comme évaluateurs n’indique pas nécessairement l’approbation de ce
manuscrit. Les éditeurs de la Revue canadienne de bioéthique
assument la responsabilité entière de l’acceptation finale et de la
publication d’un article.

Peer-reviewer responsibilities
Reviewer evaluations are given serious consideration by the editors
and authors in the preparation of manuscripts for publication.
Nonetheless, being named as a reviewer does not necessarily denote
approval of a manuscript; the editors of Canadian Journal of Bioethics
take full responsibility for final acceptance and publication of an article.

Édition/Editors: Mariana Nunez & Aliya Affdal
Évaluation/Peer-Review: Kasper Kristensen
Affiliations
1
Division of Community Health and Humanities and Faculty of Medicine, Memorial University of Newfoundland, St. John’s, Canada
Correspondance / Correspondence: Julia Borges, jlborges@mun.ca
Reçu/Received: 16 Oct 2018

Publié/Published: 29 Apr 2019

Les éditeurs suivent les recommandations et les procédures décrites
dans le Code of Conduct and Best Practice Guidelines for Journal
Editors de COPE. Plus précisément, ils travaillent pour s’assurer des
plus hautes normes éthiques de la publication, y compris l’identification
et la gestion des conflits d’intérêts (pour les éditeurs et pour les
auteurs), la juste évaluation des manuscrits et la publication de
manuscrits qui répondent aux normes d’excellence de la revue.

The editors follow the recommendations and procedures outlined in
the COPE Code of Conduct and Best Practice Guidelines for Journal
Editors. Specifically, the editors will work to ensure the highest ethical
standards of publication, including: the identification and management
of conflicts of interest (for editors and for authors), the fair evaluation
of manuscripts, and the publication of manuscripts that meet the
journal’s standards of excellence.

References
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Canadian Institute for Health Information. Unnecessary care in Canada. Ottawa: CIHI; Apr. 2017.
Zola IK. Medicine as an institution of social control. The Sociological Review.1972;20(4):487-504.
Crawford R. You are dangerous to your health: The ideology and politics of victim blaming. International Journal of
Health Services: Planning, Administration, Evaluation. 1977;7(4):663-80.
Crawford R. Individual responsibility and health. In: P Conrad and R Kern (eds.), The Sociology of Health and
Illness. New York: St Martin’s; 1986.
Lupton D. The Imperative of Health: Public Health and the Regulated Body. London: Sage Publications; 1995.
Bourdieu P. Outline of a Theory of Practice. Cambridge: Cambridge University Press; 1977.
Lupton D. Risk. 2nd ed. New York: Routledge; 2013.
Gifford S. Better health for groups at risk: Special needs or basic rights? Community Health Studies.
1986;10(4):411-414.
Crawford R. A cultural account of ‘health’: control, release, and the social body. In: Health and Wellbeing. London:
Macmillan Education UK; 1993:133-143.
Rose N. The Politics of Life Itself: Biomedicine, Power, and Subjectivity in the Twenty-First Century. Princeton:
Princeton University Press; 2007.
Iatraki G, Kondylakis H, Koumakis L, Chatzimina M, Kazantzaki E, Marias K, Tsiknakis M. Personal Health
Information Recommender: implementing a tool for the empowerment of cancer patients. Ecancermedicalscience.
2018;12:851.
Health Canada. Canada’s Food Guide. Ottawa: Government of Canada; Jan 14 2019.
Healy D. Shaping the intimate: Influences on the experience of everyday nerves. Social Studies of Science.
2004;34(2):219-45.
Rodwin MA. Institutional corruption and the pharmaceutical policy. The Journal of Law, Medicine, and Ethics. 2013;
41(3):544-52.
Jasanoff S, Kim SH, eds. Dreamscapes of Modernity: Sociotechnical Imaginaries and the Fabrication of Power.
Chicago: University of Chicago Press; 2015.
Sulik GA. Our diagnoses, our selves: the rise of the technoscientific illness identity. Sociol Compass. 201;5(6):463477.
Lupton D. Risk as moral danger: The social and political functions of risk discourses in public health. International
Journal of Health Services. 1993;23(3):425-35.
Petersen AR. Risk and the regulated self: the discourse of health promotion as politics of uncertainty. The
Australian and New Zealand Journal of Sociology. 1996;32(1):44-57.
Henderson S & Petersen AR, editors. Consuming Health: The Commodification of Health Care. Psychology Press;
2002.
Healy D. Serotonin and depression. BMJ. 2015;350:h1771.
Vogt H, Hofmann B & Getz L. The new holism: P4 systems medicine and the medicalization of health and life itself.
Medicine, Health Care, and Philosophy. 2016;19(2):307-323.
Dew K, Scott A, Kirkman A. Medicalization and contested illnesses. In: Social, Political and Cultural Dimensions of
Health. Springer; 2016:95-110.

Page 41

