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Abstract. Ivan Illich, philosopher, historian, priest and social commentator died in Bremen, Germany on
December 2, 2002. Illich was noted for his critique of the Church, education and medicine but his concepts
dealt with more fundamental issues. This article reveals aspects of Illich, the man, and explores his ideas as they
apply to the meaning of medicine and, in particular, the role of health care in contemporary society.
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To this commentary on the life, work and writings
of Ivan Illich I bring the perspective of one trained
and experienced as a physician. I entered medicine
when physicians were still largely healers (or at least
expected to be) and before they were primarily tech-
nicians. My own life journey includes training in
major medical centers, work in “the bush” of Central
Africa and then some twenty five years, as a cardio-
logist, working with the latest innovations of modern
technological medicine. I am not a Luddite.

I undertake this critique with the knowledge that
my understanding is limited and my language not
always precise. In part, this is because the milieu and
rhetoric of medicine are so infiltrated with what Illich
characterized as “amoeba words.” These are words that
lack concreteness and exactness.1 What I write reflects
my life experience. I know of no way to completely
avoid the use of terms such as “health” and “health
care” although I recognize that their use, at times, may
reveal that I, like so many others, still dwell in the
conceptual prison2 of my past.

Much of what I know of Illich I view from a
perspective influenced by my experience in medicine,
although I have tried to find ways to apply his ideas
more broadly. Illich’s influence gave me the courage
to at least partially disengage myself from the organi-
zational structure of modern medicine, although not
completely.3 Just how I have been influenced by Illich
will be difficult to identify since, as with many others,
he has primarily stimulated my thoughts. Though I
asked for answers, he rarely responded directly. I came
to respect his wisdom in this matter. I know, from my
experience as a physician (and as a parent), that it is
better that we own our own solutions, the one’s we
have discovered ourselves.

I will deal in the greatest detail with Illich’s writ-
ings and influence on medicine, though his thoughts
on medicine are a model for a broader critique of many
aspects of society. Medical Nemesis4 will serve as my
primary point of departure.

Challenging the conventional

Illich challenged the conventional through a critical
evaluation of societal institutions. In doing so he
disturbed, at times angered, defenders of the estab-
lishment and stimulated the thoughts of those who
challenge accepted wisdom and cherished beliefs.
He did this most notably through his critique of
the Church (The Vanishing Clergyman),5 development
(The Seamy side of Charity),6 education (Deschooling
Society)7 and medicine (Medical Nemesis).

Illich was provocative and prophetic. He was
unquestionably both; in religion, in medicine and in
education. Having to face someone who is provoca-
tive can be threatening, especially since “to listen”
may require a reevaluation. To confront the unexpected
and a future that disturbs the comfort inherent in the
status quo and challenges the vision of conventional
wisdom can be unnerving. Illich characterized Medical
Nemesis as “an attempt to intervene in a public issue.”8

He noted that when he wrote it the issue was “depro-
fessionalization” contending that it “was impossible to
combine fairness in the access to medical services with
professionally defined excellence in quality.” Illich
examined “a dozen distinct types of proposals” and
“discovered that all of them had one thing in common:
they made their success dependent on the redefinition
of some kind of professional service: by doctors, stati-
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sticians, politicians or professionalized clients.” What
Illich failed to anticipate was that we would have all
of those and that we would, without hesitation, assign
the title of managed care to it. There is a current
debate, not so much of the appropriateness of managed
care but about who will manage and how. There is
limited recognition that the real managers today are
often politicians and entrepreneurs.

Illich, the man and the message

It is important to both characterize the messenger and
to examine the message. The term “lecture” is one that
was inappropriate to apply to Illich in action. Even in
the more formal setting, “holding conversations”9 was
a more appropriate description of how he presented
and explored ideas. A typical event was for a group
of colleagues to “come together.” A living room of a
home was a favorite venue. He introduced colleagues
and connected them with others. It was usual for him
to send several people with similar interests off to
share a snack or lunch, but most importantly, ideas.
The “breaking of bread” became the catalyst for the
exchange of ideas. He listened as well.

Illich chose a style that, at best, was not always
endearing. In those medical communities that prided
themselves on pushing the frontier of scientific
advances to the limit, the ideas that Illich presented
often provoked disagreement; if not disagreement,
then at least discomfort. Dr. Edmund Pellegrino,
himself given to at least hyperbole, characterized
Illich as a polemicist.10 In a 1976 book review of
Medical Nemesis11 he accused Illich of taking “the
extreme for the usual, the abuse for the use. In his
tractarian zeal, he castigates too broadly and indis-
criminately.” At that time Pellegrino was president of
the Yale-New Haven Medical Center and professor
of Medicine at Yale University. Although Pellegrino
is a learned and distinguished physician, his reaction
to Illich was characteristic of the medical establish-
ment. Pellegrino’s position that Illich “fails to credit
medicine for its enormous upgrading of the quality of
human life” missed the point that Illich and others12

have made that most of the advances in life expectancy
have been related to public health measures rather than
to physician interventions. One of Pellegrino’s specific
charges was that Illich’s footnotes “on close inspec-
tion are too frequently inappropriate to the point he
is making.” I agree that some of the medical citations
are not the type that a professional peer would have
chosen. At that time, in cardiology, there were few
well-documented outcome studies on coronary artery
surgery (an example Pellegrino might have chosen).
Recent evaluations of procedures for coronary artery

disease support the position that Illich had taken. A
New England Journal of Medicine13 editorial on the
topic concludes that “studies that substantiate precon-
ceived notions are likely to be embraced and their
recommendations followed, whereas those that do
not are often ignored.” It continues “angioplasty is
widely used and enthusiastically advocated” though
when compared with an alternative (that does not
involve “non medical incentives”) there are small or
no benefits. The author concludes that many phys-
icians believe that the more expensive and risky
procedure is, at least in certain patients, the “best treat-
ment” despite adequate scientific support for such an
approach.

Another academic physician, H. Jack Geiger, then
Professor of Community Medicine at State Univer-
sity of New York, commenting on Medical Nemesis14

characterized Illich as “no bright butterfly of revolu-
tionary change but rather by curious inversion, a
caterpillar of petty conservatism.” In addition Illich
is “angry” and “the leading Luddite of the twentieth
century.” Ironically, Geiger, himself an astute social
reformer, recognizes that Illich is correct on the issue
of “clinical iatrogenesis” acknowledging that “most of
the improvements in health over the past few centuries
are not due to medical advances but simply due to
improvements in the standard of living: more food,
clean water, sanitation, better housing, more income
and education.” Geiger criticizes Illich for several
reasons. First he noted appropriately (as does Illich)
that Rene Dubos and Rick Carlson had already pointed
out some issues that Illich raises. Secondly, he notes
that Illich concentrates on the curing “where the record
is not very good” and overlooks the caring. Geiger,
ironically, thus defends Illich in one area in which
Pellegrino condemns him. It is even more ironic, that
on the issue of the importance of caring, a need Geiger
himself defends as an essential part of medicine, there
is currently the greatest criticism of the medical profes-
sion. Evidently Geiger was unable to let go of what
was important to him, to be a caring, and, I suspect,
a benevolent although paternalistic physician. It is
almost humorous that, Illich, the social radical, who
has been deeply involved in environmental issues and
“silent protests” against nuclear power is characterized
by Geiger as in favor of “sterile individualism” and the
“economics of Milton Friedman.”15 In the end Geiger
was grateful, acknowledged that Illich “cares deeply
about the human condition” and noted that Illich main-
tained an essential ingredient of that caring, a capacity
for outrage. Perhaps there is some relevant wisdom in
the words of another social critic. Those are the final
words of Mark Twain’s The War Prayer:16 “It was
believed afterward that the man was a lunatic, because
there was no sense in what he said.” It is never clear to
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me that the critics read, “heard” or understood Illich’s
message.

Others described Illich as arrogant and intolerant.
Even among admirers there are mixed reactions.
John Ohlinger17 described Illich as “the magnet that
made possible” a very fulfilling experience. Ohlinger,
however, continued: “From my first encounter with
him at the beginning of the week I was generally disap-
pointed, bored and even dismayed by his behavior . . .

He came across as intellectually arrogant, rambling
in his lectures and panel participation, alternately
insulting and deceptively charming to the questioners
in the audience, and dominating every occasion by
his dramatic and nonverbal gestures. Most of his
colleagues seemed to want to just listen and silently
accept his idiosyncratic views instead of engaging in a
critical exploration of the issues he sometimes provo-
catively poses.” Yet, Ohlinger concluded: “I certainly
will continue to be inspired by the ideas and ideals I
first encountered in Illich’s writings and would recom-
mend intense study of the whole corpus of his thoughts
. . .” With time Illich moved away from these more
public forums.

Present at the same meeting as Ohlinger, Robert
McKibben commented:18 “Inevitably he got the repu-
tation of being personally difficult as well as diffi-
cult to follow.” McKibben, when he is challenged,
describes Illich as engaging the audience “in an
extraordinary dialogue, open, intense, ultimately
moving.” McKibben continues that “Illich’s procedure
of radical demystification serves to mitigate the
consequences of idolatry. He is often accused of
perverse negativism. However, from the classical-
Christian religiophilosophical perspective, he is seen
to be setting about a difficult but authentic prepa-
ration for hope.” Another participant in the Maine
Summer Institute, Blanca Facundo, described Illich’s
intellectual virtuosity as “truly amazing.” She found
“some particular aspects” irritating. “I sensed in Ivan
an extraordinary absence of caring for the audience:
an unwillingness to listen when he found a parti-
cular word to be not appropriate; a luxurious journey
of an ego that refuses to acknowledge the reality of
others-as-humans.”19

Illich could be intimidating. I have witnessed him
being what some might describe as intolerant. It is
my perception that he is intolerant, at least impa-
tient, when confronted with stupidity, superficiality
and manipulation. He could be difficult to follow. In
my case that is because of my own limitations. It is a
challenge to engage in dialogue with someone who has
a deep sense of history and profound fund of knowl-
edge. In addition Illich was typically involved in an
ongoing conversation on many topics with a diverse
group of friends and colleagues. To try to insert oneself

in the middle of such a conversation was not easy.
Illich was not insensitive. He was caring, warm and

sensitive to others. I have a “teddy bear story.” Some
years ago he was visiting in my home. My wife and
I had given him the use of the bedroom on the first
floor, Our youngest daughter, then about three, would,
at times, during the night come down stairs and climb
into our bed, as young children are wont to do. In
the morning, as I came down the stairs, Ivan greeting
me with a broad smile and: “Guess what? I awoke
during the night and there was a teddy bear in bed with
me! And it moved!” He was undoubtedly touched and
pleased. As I waited at the front door for him to collect
his belongings, the bedroom door was ajar. He knelt at
the side of the bed and gently gave Ann Marie, who
was still asleep, a goodbye kiss. This is not the only
instance I know of that reflects Illich’s warm, deep
sensitivity and, not just caring, but love.

Illich on medicine and health

In understanding Illich, it is important to define and
clarify the issue of health.20 This is an area in which
I have not completely reconciled my own ideas with
those more radical ones of Illich. For many there is a
lack of meaningful access to those basic medical skills
and procedures, which in today’s society are required
to meet basic human needs. My concerns are similar
to those of Jack Geiger21 who notes that Illich is “not
concerned with how we can ‘improve’ our medical
care system, or finance it, or increase the access of the
poor to it in its present form, or better organize it.”
Geiger recognized that Illich went beyond medicine
and that he “cares deeply about the human condition”
and concluded that if “we can confront his outraged,
and outrageous, questions, we will, inevitably, begin
to change.”

The most vulnerable are often victimized by
purveyors of both the conventional and the less
conventional or “alternative”22 medicine. The latter is
often less effective although also often less harmful,
but not necessarily associated with less exploitation.
There are some societal goods characterized as “health
care” (setting a broken leg, removing an appendix,
delivering a baby) that may be necessary but still
limited, because of the need to have individuals with
special training and experience, in varying degrees. A
limited number of members of society will possess
those skills, although they may not need to have
a “professional education.” The lack of easy access
to other “goods” or services, however, results from
statutory control over such things as the distribution
of medications (narcotics, antibiotics) or controlled
access to medical facilities. Illich argued that controls
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over such services is often self serving for members
of the professions. It is important to critique regula-
tions and licensing and to distinguish controls that may
benefit patients from those that only serve to protect
the profession and result in exploitation.

There is a tendency to ascribe disease status
to certain behaviors (eating, smoking etc.). Faith
Fitzgerald in a short 1994 essay in the New England
Journal of Medicine23 rejects the concept of wellness
as the appropriate goal of medicine and the idea that all
the troubles of humanity should be classified as health
problems. Fitzgerald cites Medical Nemesis24 noting
that Illich maintained that “health is not freedom from
the inevitability of death, disease, unhappiness and
stress, but the ability to deal with them in a competent
way.”

Discussion about health often includes references
to “health care systems” and a “health care crisis,”
implying the need for greater access to professional
care, with more technology and greater expertise.
In almost every area of the world, access to more
sophisticated and expensive treatment provided by the
complex entities and professionals that control and
provide “health care” is seen, especially by health
professionals, themselves, as necessary, or at least
desirable. Expectations and priorities are often influ-
enced by those facets of society that have a vested
interest. While there are concerns about high and
ever increasing costs, many of those in greatest need
are excluded. It is this dilemma, involving what is
perceived as unmet needs in the presence of limited
resources, that creates what is characterized by many
as “a health care crisis.” Yet, in the developed indus-
trial countries chronic illness is the major reason for
morbidity. In less developed countries malnutrition
and infectious disease, including typhoid, malaria,
dysentery, cholera and now AIDS, Ebola and SARS,
are more important issues. A few simple, inexpensive
approaches such as immunization, simple antibiotics
and intravenous fluids with the means to administer
them, are often what is most appropriate. Yet, only
a few people worldwide have access to truly benefi-
cial medical interventions. Unfortunately, these and
other basic needs, including adequate housing, educa-
tion, sanitation and efforts directed at the elimina-
tion of violence are often given lower priorities than
sophisticated medical technology.

Medicalization

There are conflicting ideas about “health” and the role
of medicine in contemporary society. Many activities
and basic skills that were traditionally embedded in
family and community have been “medicalized.” The

defining guidelines assert that the care of the aged, our
physical activities, what we eat, how we cope with
many ordinary illnesses and discomforts and even the
rituals identified with dying are the purview of certi-
fied health professionals. Medicine has promoted an
illusion that it is possible to control not only disease
but our daily activities and even our mortality. In part,
because of that, both the management and dominion
over and the management of death is accepted as a role
appropriate for the health professions.

In dealing with medicine it may be that the two
most important concepts that Illich has had a major
role in bringing into the public discussion are medicali-
zation and iatrogenesis.25 The term medicalization26

appears to have originated with Illich. The term refers
to that process in which market forces, both internal
and external to health care, define what is appro-
priate for health care. Professionals from outside the
community, from health care and commercial enter-
prises, now designate which traditional services and
new activities are appropriate for their domination.
With that, those same professionals assume control
and undertake to “manage,” for a fee, of course. It
is these issues, the medicalization, institutionalization
and then commercialization of these activities about
which Illich is most concerned. People often feel that
they cannot deal with even such issues as exercise,
weight control, diet and the common cold without a
special and costly “professional” intervention. Many
of these activities were previously “vernacular,” or “of
the family and community.” With these developments
the traditional skills and customs that allowed family
and friends to provide care at home have withered and
self confidence has waned. Medicalization, often hand
in hand with high tech medicine, has redefined what
is preventive, curative and terminal care. Appropriate
alternatives, such as community based hospice, that
shift the emphasis to “caring” when cure is no longer
possible, often receive only nominal endorsement.

Activities once defined and controlled are typically
placed within the physical confines of institutions, or
under their “umbrellas.” They become “institutiona-
lized.” With much of health care then delegated to
institutions and many aspects of our life taken over
by health care professionals the control is both super-
imposed and extended. Our ability to deal with many
aspects of our life on our own has diminished. We have
medicalized and institutionalized end of life care and
that model has become the norm, as well. Unfortu-
nately “the good life,” identified and nourished within
the community that helped sustain us through birth,
our other celebrations and sorrows as well death has
been replaced by false needs (read “wants”) defined
and then controlled by those outside. As we react to
the entrapment and attempt to assert our autonomy we
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are more limited in our choices, not freer. This, in
part, explains the wide support for the legalization of
assisted suicide; it is one way out.

The process of medicalization, at least in part,
dates to the 1947 World Health Organization definition
which made health an all-inclusive term encompassing
virtually every aspect of human activity. The wide
acceptance of the World Health Organization defi-
nition of health became the means of justifying the
medicalization of so many aspects of daily living. In
association with this, there is a belief throughout much
of society that there is a need for an all-inclusive
package of products and services, defined and desig-
nated by the label of “health care,” delivered and
controlled by professionals. It is helpful to look at
other examples of how, for economic gain, an industry
can identify, redefine, dis-empower, control and profit.
There are certain traditions embodied in our culture
that through this mechanism have become commer-
cialized. With this has come a loss of the original
vernacular art that was part of the community’s tradi-
tion. This is similar to what has happened in health
care. External forces, both market and professional
have isolated activities, redefined them, taken control
and profited. Dependencies have been created. The
challenge then is to recognize artificially created
dependencies and wants and remain focused on those
goods and services that meet genuine needs.

Iatrogenesis

A strong emphasis in Medical Nemesis was on the
“new epidemic” of iatrogenesis. Iatrogenic refers to
a disorder or illness that a physician unintentionally
causes about through diagnosis, manner or treatment.
In the words of Illich “the physician becomes the sick-
ening agent.”27 This second concept emphasized by
Illich has had some acceptance.

The power and influence of physicians have both
increased and changed in many ways. The shift from
the dominance of clinically orientated faculties to an
emphasis on research and technology has altered the
milieu in which research and education are conducted
and clinical expertise acquired. The ethical principles
of the profession of medicine are also clearly under
stress because of the increased importance of personal
gain, both internal and external to the profession.
Medicine has never been completely free of these
influences. The history of inappropriate experimenta-
tion by competent physicians is well known. There
have also been disclosures about the use of radiation
in the 1960s and 1970s without obtaining adequate
consent. In North America there have also been revela-
tions about falsified data in breast cancer studies. In

one Asian country the use of a long-acting proges-
terone preparation is being made available for contra-
ception while its use is limited in the United States
because of significant safety concerns including fetal
abnormalities, an increased incidence of blood clots in
the lungs, strokes and the possible increased incidence
of various forms of tumors. These and similar actions
have often involved using subjects who are especially
vulnerable or marginalized, the very ones for whom
we should have special concern.

Pride and personal ego may, in some of these
instances, have been the motivation central to decep-
tion. There is the real danger that basic human
needs and respect for human dignity may be given
secondary consideration. We need to be reminded
that personal gain does not always mean financial
profit, but can include power, privilege and prestige.
Undue emphasis on career opportunity or advance-
ment, social prestige or peer approval, rather than
patient benefit, may result in compromise. Although
none of these goals is, in themselves, unacceptable, if
they dominate or even significantly influence research
or clinical decisions they threaten the ethical founda-
tions of medicine. Unless current attitudes are modi-
fied, abuse and exploitation will spread and adversely
influence the attitudes and actions of all the healing
professions.

Technology

The rapid growth of technology in the past fifty years
has dominated society, and not just Western society.
To seek a return to a nostalgic and unattainable past
is not a viable answer. Illich does not advocate such.
His critique of transportation and medicine rejects the
enslavement and dependency that can result. Techno-
logical domination of both society and medicine has
taken place. Space probes, satellites, cellular phones
and computers are our contemporary icons. With
the availability of funds for research, medical school
faculties, beginning in the nineteen fifties, became
dominated by research oriented physicians. Their full
time status and financial resources moved them into
positions of power, prestige and leadership.

There is within society and health care broad
acceptance of the resultant myth that technology can
provide answers to all problems and that it will free us
from all constraints. Many of our end of life dilemmas
are linked to that belief and the associated entrapment.
The emphasis on high technology medicine reinforces
patients’ concerns about what are appropriate limits of
treatment and what their alternatives are. Coupled with
the tendency for physicians sometimes to over treat
and bolstered by their enthusiasm for technology, pres-
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sure from families or even that there is a “moral belief”
in the need to prolong life, sometimes at all costs, too
much is done. Those who cannot let go when treat-
ment is no longer effective or excessively burdensome
are often trapped by a technological (and at times,
moral) imperative that seeks to maintain control to the
very end. In addition, the move from the traditional
long term relationships with an emphasis on trust,
to the contemporary more fragmented patterns often
involving multiple physicians and a pattern of care
involving specialization and sub-specialization, adds
to isolation and uncertainty.

There is a claim, often put forth by those who
would benefit, that certain technologies, should be
made available to all. They are deemed appropriate by
those same experts who define the needs. What I see
inherent in the writings of Illich is that the individuals
themselves need to define what is appropriate in the
context of their own needs and priorities; as profes-
sionals we need to reexamine what our role should
be in the classroom, clinics and hospitals. Such an
approach is not limited to medicine. TPS (Technology
Protection System) seeds are designed so that they
cannot be reproduced. The explicit intent is to prevent
farmers from harvesting the seeds. Currently many
seeds (hybrid corn, for example) will not produce.
What is different is that TPS seeds are developed
“to protect the investment.” A dependency is created.
Those who are particularly apt to suffer are the subsist-
ence farmers who typically rely on seed harvest.
Currently this technology is limited to tobacco and
cotton but it can be anticipated that the process will
be extended to other products.

The fear of entrapment by depersonalized techno-
logical medicine often creates an atmosphere that for
many calls for an avenue of possible escape. Personal
experiences, typically involving family members or
friends, are cited, for example, to explain the
rising support for assisted suicide. Liberation through
euthanasia is seen, not as an expression of autonomy,
or as a relief from pain or suffering, but an alternative
to technical entrapment.

The emphasis on high tech medicine reinforces
concern about what are the appropriate limits of treat-
ment and may exclude alternatives. The tendency for
physicians to over treat is bolstered by enthusiasm for
technology, pressure from families or a “moral belief”
in the need to prolong life. Those in medicine who
cannot let go when treatment is increasingly burden-
some or no longer effective are often mesmerized by
a technological (and at times, “moral”) imperative that
seeks to maintain control to the very end. At the same
time patients and their families feel trapped. Caught up
in the emphasis on technology, medicine and society
deal inadequately with pain and suffering and have

difficulty in acting with compassion when that is the
greatest need. There are not technological solutions
for all problems. We cannot eliminate all pain, cure
all disorders, or avoid death.

Suffering

I do not find what, for me, is a fully adequate answer
for suffering in the work of Illich. Perhaps he has done
little more than ask us to accept suffering as part of
the human condition. Illich certainly did in his final
years. He did tell us how we should deal with the
suffering of others: “Medicine can be so organized
that it motivates the community to deal in a more or
less personal fashion with the frail, the decrepit, the
tender, the crippled, the depressed, the manic. By
fostering a certain type of social character, a society’s
medicine could effectively lessen the suffering of the
diseased by assigning an active role to all members of
the community in the compassionate tolerance for and
the selfless assistance of the weak.”28 But that does not
deal with our own suffering.

Suffering may provide an opportunity for growth
under some circumstances. However, it is not surpris-
ing that suffering in the face of death, contemporary
Western society too often involves isolation and a
sense of helplessness. Relationships have a special
place in relieving suffering. We may dispense with
pain but they do not deal with suffering. I do know
that to be present with one who is suffering offers an
opportunity to confirm the importance of a loving rela-
tionship. It allows the sufferer to be affirmed, less isol-
ated. This can serve as a guide for those in health care;
to give affirmation because it is part of our role both
as fellow humans and as professionals. In this way, the
caregiver is affirmed as well. In this way, neither the
lives of the one who dies nor those who have known
the person are diminished. There must be another
course, something other than a struggling, isolated
soul locked in combat with the mechanical robot with
tubes and wires. There must be something other than
an “existence” defined by the medical bureaucracies
of specialists and health care teams; something other
than total isolation and loss of meaning associated with
absolute autonomy. The end of life too often takes
place in an environment that fails to allow patients to
find meaning in suffering or in death. This medicali-
zation of death is reinforced by commercial enterprise
and a secular society. Support for assisted suicide, for
instance, draws strength from individuals having been
convinced that dying in a medically managed setting
is an option they want to reject. What is needed is
for people to be able to die held by friends and family
in comfort and with meaning in familiar surroundings.
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That option needs to be more available, in the setting
of home and community and in hospices.

Pain and suffering are different and require
different resolutions. Pain (physical, physiological)
and suffering (psychological, spiritual) are different.
They involve two different realities. The spiritual is
intertwined with the psychological when we deal with
living, suffering and death. Although medicine has
a role in relieving pain that function is balanced by
other duties and the most fundamental goal is to benefit
the patient. As medicine helps in dealing with pain
there is also a need to find better ways to help with
the suffering. That means comforting, holding and
helping people to find meaning. That role may require
that physicians be less “healer” and more friend. That
may require giving up some control. It will mean
abandoning the myth that it is the role of medicine to
defeat death.

Death

The denial of death is pervasive; we often hid behind
euphemisms. Part of that is due to the profession’s
unwillingness to acknowledge its limits. The tech-
nological imperative is the rule. Death is inevitable.
Death involves (or should) our social group, family,
friends and community. Whether to fight or to accept
death? There is a time for both. The secret, not easy
to discover, is to know which time it is? But there
is never a time to cause it. Modern societies, as well
the medical profession, have difficulty dealing with
death. We reject the possibility of finding any meaning
in pain and suffering, especially as we try to adapt to
more diverse and more secular values. The direct or
indirect financial burdens of medical costs and exploi-
tative practices add to the tensions. Such pressures can
affect the patient and create an urgency to “get out of
the way” in order to reduce financial and emotional
burdens on others.

Doctor and patient at times find themselves trapped
in crisis after crisis each involving small incremental
steps with decisions that seem reasonable in them-
selves. Even when there is an advanced directive it
is not easy. Frequently it becomes not “whether” but
“when.” Medicine has a tendency to see death as
a failure and then to either over treat or abandon
the dying. Denial of death is pervasive; we hide
behind euphemisms. Part of this is due to the profes-
sion and the fact that the technological imperative
is so dominant. The blind pursuit of health and the
attempt to defeat rather than accept that death is a
serious disorder. Philippe Aries29 wrote of this “tame
death” of another age, one that was “tolerable and
familiar, affirmative of the bonds of community and

social solidarity, expected with certainty and accepted
without crippling fear.” He contrasts that “tame death”
with the “wild death” of contemporary technological
medicine.

Two strong forces (the technological imperative
and patient autonomy) work together to define and
dominate the end of life. The rituals and prac-
tices surrounding death are no longer those of the
community but are typically defined by medicine.
People in other times and other places, and even some
here and now, have been able to care for one another
through birth, celebrations, suffering and death. They
have been able to give special meaning to those events
and passages and do it capably. It was done in homes,
neighborhoods and community. It was done hospit-
ably and with an appreciation of the importance of
vernacular values.30

Dealing with death and dying in our own com-
munities and families, for too many, has become diffi-
cult or impossible, in part, because just how to do it has
been “forgotten;” because of the role of technology,
technological myths and organizational powers. We
have become dependent on the first, enshrine the
second and are controlled by the third. The strong
emphasis on autonomy, rooted in the social revolution
of the nineteen sixties worked in tandem with the tech-
nological imperative. In acquiescing to that alternative
position and emphasizing self determination we are as
alone in one as we would be in the other.

Those of us in medicine who cannot let go when
what we do is no longer effective are trapped by a tech-
nological (and at times, moral) imperative that seeks to
maintain control to the very end. That position involves
an acceptance of the view that life and death are not
continuous. We have been indoctrinated with the idea
that we must control the disease process and resist
death until we are at the very edge of the abyss. The
current societal reaction that lends support to assisted
suicide seeks to grasp back control from the sterile
technological environment of medicine and claim “the
right” to decide how and when death will arrive. That
alternative also involves denial; it denies that there
is any significance to death and suffering. The battle
has become one for control, not one that seeks to find
meaning. One answer is to try to recover some sense
of the “tame death,” to return it to the community, to
recognize death and dying not only as inevitable but
also as significant. It is only if we have an under-
standing of nature and some shared ideas about the
purpose of life, the meaning of death and the proper
role of medicine that we can nourish those attitudes
that give meaning not only to life but also to death.

There are two illusions. One is that medicine has
the answer, another that we alone can provide the
answer. The answer can be more easily found in our
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narrative, in our history, in our relationship to others,
family and friends, in community and in finding
significance in all aspects of life, both living and dying.

Limits

Implicit in Illich’s writings is an acknowledgement of
the human condition, both its inherent richness and
its fragility. While there is the recognition that people
in many places and in other times have had a great
capacity to care for themselves and one another and
can celebrate themselves the important aspects of life
with meaning. This is especially true in moments of
birth, when injured, while aging and in dying. We
will suffer pain, impairments and die. Some will suffer
greater pain, some more debilitating conditions but all
equally face death. The prevention of heart disease
and the elimination of cancer and AIDS will only
make the degenerative diseases more prevalent. But as
the appearance of AIDS demonstrates it is probable
that new scourges will and challenges will develop.
At some point in time, if we are honest, we will be
forced to admit that the defeat of death is not possible.
There cannot be a return to a nostalgic and unattainable
past; that is not a viable answer. The challenge is to
change those attitudes and practices that lead people to
seek desperate answers. This will involve exploring the
meaning of suffering and death, the role of medicine,
and alternatives to what we do now. There are a few
who stand outside the prison of the conventional and
have the freedom to provide a vision for others; we
should seek those individuals out.

There is a need for a reexamination both by the
medical profession and by society, the role of medi-
cine and its relationship to technology. Too often the
vernacular or common sense ways of living rooted in
the community are abandoned or forgotten. Many have
allowed themselves to become dependent on tech-
nology and “experts.” A myth that the experts and
technology are required and that clear benefits accrue
to those who submit is nourished. This perception is
even present in those areas of the world where more
sophisticated health care is available to only a very few.

There is much wisdom that we can gain from tradi-
tional societies and their remedies. Oriental medicine
has lessons to offer as well. As I understand it, what
is central is a concept that there are perimeters that
cannot be quantified in the Western scientific sense.
These ideas with the emphasis on a holistic perspective
that places relationships central to the attainment of
harmony and health include an appreciation of not
only our relationship with each other and our environ-
ment and for some with God. Such ideas can provide
new and needed insights. We need to be more open

to these alternative approaches. There are limits, real
limits. Yet, there are real needs, unmet needs, as well.
The needs that must be satisfied are not just those of
health but include others basic needs: education, food,
clothing and shelter. There is also the necessity to
provide for distant peoples and future generations, and
the least well off in our present societies.

Whether it is energy resources or health care there
must be a recognition that there are limits. In the past
twenty years we have more than doubled our spending
on health care without a significant improvement in
outcome, at least as measured by infant mortality and
longevity. Health care reform is needed but it is only
one facet of needed social reform. Necessities such as
food, housing and education are as important, and for
some, even more important, than health care. But we
now spend more on health care than on either food or
housing. Some sense of community and personal rela-
tionships are genuine needs, as well. There are also the
unresolved problems of drugs and violence. Since the
solution of our health care problems will also, in many
ways, depend on the healthy functioning of many other
aspects of our communities, reallocation of resources
from other programs, social and otherwise, to health
care may not be feasible or appropriate.

Reflection on Illich’s work has led me to develop
what I characterize as a Philosophy of Limits. Building
on the ideas of Illich a system of values that I have
designated as vernacular values that avoid entrapment,
recognizes the worth of vernacular values that are
not scarce and are in reach of the broad community.
Vernacular values are not scarce commodities. They
retain their value because they are accessible to
everyone. They are not found simply in the act of
supplying basic needs. For example, they are not found
by providing public housing as we have done in many
large cities. What is not required is to provide four
walls but a place in which it is possible to dwell. When
we discuss the issue of health, we need to embody in
our discussions a parallel thought.

The reality and necessity of limits that respect the
right of equal access for all to the available resources
should be acknowledged. This, in the context of
limited resources, may require that those who have
more, may have to accept less to meet the requirements
of those in need.

The convivial

Illich chose the word “convivial”31 to designate a
society of “responsibly limited tools.” For Illich
“a convivial society would be the results of social
arrangements that guarantee for each member the most
ample and free access to the tools of the community
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and limit this freedom only in favor of another
member’s equal freedom.”32 Does this mean rejection
of all contemporary medical care or a life of denial
and “austerity?” Illich points out that this term has
“been degraded and has acquired a bitter taste while
for Aristotle or Aquinas it marked the foundation of
friendship.”33 Illich continues: “In the Summa Theolo-
gica, II, II, in the 186th question, article 5, Thomas . . .

in his third response defines ‘austerity’ as a virtue that
does not exclude all enjoyments, but only those that are
distracting from or destructive of personal relatedness.
For Thomas ‘austerity’ is a complementary part of a
more embracing virtue, which he calls friendship or
joyfulness.”34

Gustavo Esteva gave me the benefit of his personal
insight35 into a Spanish word, “comida,” which is
ordinarily interpreted as meaning “food.” To certain
Mexican peasants, Esteva contends, it has a unique
meaning. The German “Mahlzeit” may approach it.
Comida has, as a vernacular expression, a meaning
that alludes to the activities and inner actions of indi-
vidual among themselves, with their environment and
all that allows them to generate, obtain and assimi-
late the material elements that they need to obtain the
real necessities for living. It includes the land, talking,
singing and dancing together, the growing of the crops,
the harvest, the breaking of the bread at home and
in the liturgy, the sense of community and, in the
medieval sense, the idea of commons. Comida refers to
that which nourishes all aspects of life-physical, social
and spiritual. It is appropriate for society to make avail-
able, in the context of the meaning of comida, from our
total resources those basic goods that will allow each
member of society to have access to those necessities
that are necessary to live with dignity. It is appro-
priate to be concerned. Many suffer and others are
exploited. Although some may have sufficient under-
standing to avoid entrapment many do not. Those who
stand outside have the freedom to celebrate living and
may provide a vision for others. One can find some
answers by looking into our own memories, our own
households and communities, our own experiences.

People in other times and other places have had a
great capacity to care for themselves and one another,
especially in moments of birth, while aging and in
dying. In contrast, there is a belief, today, that there
is a need for an all-inclusive package of commodi-
ties, defined and designed under the label of “health,”
delivered and controlled by professionals. The tenets
include the claim that the traditional care of the
newborn, aged and dying is properly delivered by
certified experts. Too often the common sense ways
of living that contribute to well being have been
abandoned or forgotten. Many people have allowed
themselves to become dependent on technology and

“experts.” A myth is nourished that the experts and
technology are required and that clear benefits accrue
to those who submit. That perception is even present
in those areas of the world where the sophisticated
technology is available to only a very few.

The influence of Illich

Not long after the publication of Medical Nemesis,
Illich, had limited visibility. Even those who are
familiar with at least some of his work ask: “Is
he still writing?” There were multiple reasons,
some concerning the message, some concerning the
messenger.

There are few individuals who are either involved
with or concerned about the issues raised, who are
aware of any of the writings of Illich. It is unusual
to encounter a practicing physician under the age
of sixty in North America who is familiar with the
work of Illich. There are exception, although they
are primarily individuals in academic settings. Those
whom I have queried about the influence of Illich have
most often mentioned Deschooling Society, though
they are unable to give any examples of what that
influence has been. The typical response has been:
“He made me think.” There was greater acceptance
of Medical Nemesis in Europe than in North America,
especially by the medical profession. Part of the reason
for the limited awareness of his work was of Illich’s
own doing. He chose to decline the opportunities
for television appearance and gave only extremely
rare radio interviews. One exception is the series of
insightful interviews by David Cayley that became the
basis of the book Ivan Illich in Conversation.36 A
recently published series of essays,37 The Challenges
of Ivan Illich, which concludes with a wonderful 1998
epilogue by Illich, contains other timely and insightful
commentaries.

Although published in 1976, Medical Nemesis
continued to be cited. In False Hopes,38 Daniel
Callahan, who shares many of the same concerns that
Illich did, characterized Medical Nemesis as a “book
that blamed doctors (excessively) for their alleged
stranglehold on health” and their supposed brain-
washing of patients to do their bidding. I doubt that
Callahan excludes physicians as responsible. Callahan
unfortunately does not identify what I see as the
more basic issues. What Illich had attempted was,
through “the comparative studies of suffering and
the history of dying” provide “a perspective to deal
with the cultural phenomena of medicalization and the
consequent iatrogenesis of ill-health.”

Medical Nemesis has been reprinted (as Limits
to Medicine-Medical Nemesis: The Expropriation of
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Heath) in a European edition39 that is not currently
available in the United States. A 1996 review in the
Lancet40 relates that “Illich’s book, Limits to Medi-
cine, probably has played little part, in the UK at least,
where you would have to go far to find a medical
student or young doctor who has heard of it.” Peter
Richard continues that it is “fair comment” to write
in 1974 that “The Medical Establishment has been a
major threat to health” with “health” defined as the
ability to cope through making “the experience of
pain, of sickness and of death an integral part of life.”
Richard sees, I take it, that things are now different. He
notes that “the education of doctors now takes more
account of the autonomy of the patient and the agoni-
zing tension between kindness and the well intended,
but forlorn therapy.” He is correct that things have
changed. But, I would argue, not, as he suggests,
because of the concerns about the effectiveness of
much of traditional medical practice which evidence-
based medicine is now beginning to address. Richards
concludes: “A concise new work in plain English on
this theme might be welcome. His original repetitive
and arcane work seems dated.” Although Illich clearly
included the profession in his indictment I take the
problem to have been seen as broader and deeply
imbedded in society. It is those more fundamental
issues that I find most important and that neither
been recognized nor addressed, especially by those in
medicine.

It is difficult to sort out what has come about
directly because of Illich’s influence and what has
more subtly become part of a dialogue he nourished.
There is a need to understand that Illich does not
reject all benefits of modern society but rejects those
that involve unwarranted dependency and exploitation.
The concepts of limits, the vernacular and convivial
communities are especially important.

The changing scene since Medical Nemesis

In 1976 when he wrote Medical Nemesis, a primary
concern was that the medical establishment was the
major threat to health. There is no question that
both the role and the influence of professional medi-
cine have been diminished since then. The process
of medicalization has continued virtually unabated.
The increased strength of the women’s movement has
rescued, to at least some extent, the process of birthing
from the medicalization but the end of life has been
increasingly medicalized and institutionalized. In the
mid eighties there were still few primarily entrepren-
eurial organizations41 that were dominant in medicine.
It is also evident, however, that prior to that time that
the health professions, at least organizationally, were

“intent on expanding their monopoly.”42 There was an
attempt to bring about changes in American health care
in the 1990s. The 1992 Clinton proposal for American
health care reform failed, in my judgment, because the
changes were not sufficiently radical. There was an
attempt to work within a fundamentally flawed system.
It was not, and still is not, politically expedient to
propose limits. What the failed attempt at reform did
was to seek to create a system that brought in the entre-
preneurial forces and put greater control in self serving
institutions. To this point in time it appears that Illich
was correct and Geiger and I naive.

Since then, the driving force has been to “profit”
from health care. I am convinced that the move, in
the United States, to “managed care” has been largely
motivated by the recognition of those outside medi-
cine of the potential profit from an expanding “market”
that consumes some fifteen percent of the gross
domestic product. Although there was concern that a
government insurance program would result in loss of
freedom, we are now even more managed. There has
been an even greater expansion of medicine into a wide
range of personal and societal spheres including not
only diet, weight reduction, exercise but more recently
baldness and sexual potency. Genetic manipulation,
which was once seen as having a possible role in the
treatment of cancer, is now discussed as a means for
selection of every thing from sex of off spring to eye
color. Many conditions that are identified as illnesses
are the result of modern distortions of human activities.
It is easy to become preoccupied by trivial discom-
forts especially when professional and commercial
advertisers play on the associated insecurities.

While there is clamor for greater availability of
professionalized health care, the traditions and integ-
rity of the health care professions, especially medicine,
are being severely challenged. Although the health
professions have traditionally been involved in setting
the direction and priorities, the influence and power
has shifted, not to the government as many feared,
but to for-profit organizations. This coincides with the
confusion and uncertainty about whether medicine is
a business or a profession and is occurring while the
emphasis has shifted from medicine being primarily
“a healing art” to a more science oriented endeavor.
Medicine is being even more pressured by entrepren-
eurial forces both within and outside of health care
to redefine its role. The long traditions of beneficence
and the importance of a compassionate and caring rela-
tionship are being challenged both by the commercial
ventures and the emphasis on technology. It is not just
the clinical practice but also academic and research
medicine that are being subjected to these forces.
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Entrepreneurism

There has been a growing detachment of medicine
from its ethical traditions and its emphasis on compas-
sion. This coincides with confusion and uncertainty
about whether medicine is a business or a profession.
Medicine has shifted from being primarily a “healing
art” to a science orientated endeavor and has combined
with entrepreneurial forces to redefine its role. This
has been reinforced by new goals of control and profit.
Although the long tradition of beneficence and the
importance of a compassionate and caring relationship
in medicine has not completely disappeared there has
been an increasing influence of entrepreneurial forces
with the shift to an emphasis on technology. There are
conspicuous entrepreneurial forces in virtually all our
societies and in the medical profession. It is not just
the clinical practice of medicine but the academic and
research branches that have been influenced. In the
United States we have had excessive fees, unneces-
sary surgery and the medicalization and commercial-
ization of such disciplines as nutrition and exercise.
Investor owned for-profit enterprises have had an ever
greater influence on clinical medicine. But the United
States is not unique. The profession of medicine is in
distress. High tech medicine has become the model,
the ideal; and it is too often driven by profit or personal
gain.

The impact of pharmaceutical companies on both
practice and research is world wide. In some coun-
tries hospital appointments are decided by political
connections or social standing. The scandal of the
sale of HIV tainted blood, in which the best interest
of the patients was secondary, is well known. The
access to medical services influenced by bribes has
been a problem in countries with varying levels of
development. The marketing of organs for financial
gain, a practice that requires the collusion of physi-
cians, is not unheard of. In one Pacific rim country it
is conventional wisdom that rural practice is desirable
because it provides a special opportunity to accumu-
late wealth. This is related to the financial incentives
offered by drug companies. These include paid trips
to medical meetings and for the especially resourceful
physician even free automobiles. In addition there are
opportunities to sell drug samples to local “chem-
ists” at significant profit. The practices are often made
even worse by the use of adulterated, diluted, inef-
fective or mislabeled preparations. In another country,
industrial interests have opened hospitals as for-profit
ventures to provide testing facilities for biotechnology.
The probability of conflict of interest is great. Major
changes in health care continue to take place. Mega
mergers of hospitals and the expansion of managed
care dominate the news. With the uncertainty about

health care reform and as we approach the next millen-
nium it is appropriate to step back and ask where
we are, what we are about, and what should we, as
health professionals, be about? It is timely to reflect
on these questions in the context of our various tradi-
tions. Although the observations I will make will be
from the perspective of a physician, they should still
provide the opportunity for reflection about the future
of health care and the role of all health professionals.
Worldwide the integrity of the profession of medicine
is clearly under stress because of the role of personal
gain. Unless such attitudes are diminished, abuse and
exploitation grow.

We have a dilemma about what the proper role
of the various professionals should be. Discussion
about health often includes references to “health care
systems” and a “health care crisis,” implying the need
for greater access to professional care, with more
technology and greater expertise. Access to the more
sophisticated and expensive treatment provided by the
complex organizations and professionals that provide
“health care” is seen, including by the professionals
themselves, as necessary, or at least desirable. This
is true in spite of the fact that the outcomes are often
are marginal or of questionable benefit while chronic
illnesses remain the major reason for morbidity. As
we come to control disease and challenge the aging
process we should acknowledge that there are limits to
what technology can accomplish. Nor can science be
expected to control and eliminate all suffering. All the
possible scientific advances cannot obviate the need
for personal and social relationships. Experience with
AIDS and the limited inroads against cancer should
remind us that science cannot ensure us that we will
conquer all disease, nor guarantee a meaningful quality
of life. If even these two conditions are conquered is
it not realistic to expect that they will be replaced by
other, perhaps even more onerous, conditions? Inex-
pensive resources such as adequate prenatal and well
baby care, immunizations and simple antibiotics are
often what is most appropriate. These and the provi-
sion of other basic needs, including adequate housing,
education, sanitation and efforts directed at the elimi-
nation of violence are typically given lower priorities
than sophisticated medical interventions that benefit
only a few and then often marginally.

The right to health care

Some claim a “right” to health care that typically
involves an entitlement to those technologies that
are deemed appropriate by those who define our
needs. That position I reject. With more and more
of health care administered by institutions rather than
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rooted in community and with many aspects of social
activity medicalized, control is typically superimposed
and then extended. Professionals certify to such by
attaching a diagnosis to fit their claim. The diagnoses
establish a dependency and an entrapment that is
restrictive and often harmful. Patient autonomy is
effectively threatened.

That there is a right to health care, at least as in one
sense, is a point on which, as I understand it, Illich and
I differ. I take it as a starting point, that everyone is
entitled to share in those goods of society which are
necessary to meet fundamental human needs. There
are limits and many unmet essential needs in addition
to health care. These necessities include: education,
food, clothing and shelter. We who have more have
a strong moral obligation to provide for these basic
necessities for the least well off in our own societies,
and for distant peoples and to preserve them for future
generations.

Conventional medicine, and alternative “health”
and commercial entities have typically defined the
needs and offered solutions. The solutions offered are
ones that they who have defined the needs stand to gain
from, either financially or through control. It is difficult
for a society to provide what is really needed while
not becoming trapped by letting the profession alone
define the needs and provide solutions. A renewed
dialogue on the writings and thoughts of Illich would
help us to understand and accept the fragility and
contingency of the human condition, reject the notion
that death should be postponed at any cost and place
reasonable limits on conventional “health” care.

When there is a lack of fundamental human needs
that the community or society has an obligation to
take action to meet those basic needs. There needs
to be the means (“a health care system”) that begins
with and maintains a focus on the basic needs of the
members of society. As far as possible it should be
individual members of the community, with the assist-
ance of others who are part of that community (espe-
cially family and friends), should develop the ability
themselves to deal with their basic needs, including
health. Assistance from trained professionals should
be limited to those situations that require special
training and skills. (This I take to be a principle that
should be applicable to, not just health, all aspects
of community living from education to worship, from
birth to death.) Certification and financial conside-
rations should be rejected as the primary basis for
the delivery of health care and other social needs.
Certification may be necessary to protect the vulner-
able. When it exists to preserve the self interest
and control of the “professional” then it should be
curtailed. Whether that is realistic is problematic.

I have not abandoned the position that we need

some type of health care “system.” However, it must
begin with the recognition that our resources are
limited and that it is necessary to meet basic needs.
This can best be realized with a societal understanding
that gives priority to primary care, is community based
and includes an emphasis on preventative, maternal
and well baby care. The importance of the community
based or individual (not professional) identification of
essential needs is acknowledged. Responsible partici-
pation can be enhanced by programs that enable indi-
viduals to be active informed participants in their own
health care decisions. To implement such rights may
actually involve more entrapment, not greater freedom.
The allocation of resources to health care should, of
course, insure that adequate resources are available for
other social needs.

Conclusion

Our “narrative,” our life, is a pilgrimage. Illich
describes himself as an “errant pilgrim.”43 We must
expect life to be marked by “crosses.” Illich’s certainly
was. That journey calls for the cultivation of the art of
suffering with its acceptance of pain and disappoint-
ments. That journey is only possible if, when we trip
and fall over the rocks, we get up and go on. It is
especially difficult, almost impossible, to do that alone.

Western society is so imbued with the technolo-
gical imperative that the perception of the beneficial
results of medicine obscures the resulting dependency
and worse. Societal expectations are fostered by the
medical profession, media manipulation and an entre-
preneurial society. Today’s dilemmas about medicine
and health, at least, but not exclusively in Western
societies, can be attributed to iatrogenesis, medicali-
zation, institutionalization and the resultant lack of
power on the part of members of the communities.
The loss of the tradition of the profession, technology,
entrepreneurism and the failure of all aspects of society
to accept limits are additional factors. We do have
some choices. We can take a position of renunciation
and opt out of the system. We can challenge the system
and attempt to change it. We can respect the efforts of
those who choose not to opt out.

Immersion in the thoughts of Illich give a realiza-
tion that a fresh perspective is needed that reaffirms the
freedom and dignity of the human person as central,
recognizes our mortality and the limits of science.
Respecting that dignity involves an understanding that
dignity finds its meaning, in a large part, in a relation-
ship with others. What would Illich say on this issue?
Let me speak specifically of medicine. There must be
parallels for others. There are not technological solu-
tions for all problems. We cannot eliminate all pain,
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cure all disorders or avoid death. As part we need to
demystify health and to encourage people to seek out
the simpler, the vernacular.

The work that Illich started is unfinished. He did
not offer a master plan. He was, most of all, a leaven.
A continuing dialogue on his works and thoughts may
help others find their way in our common journey.
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