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Abstract

Comparative-historical research on medicalization is rare and, perhaps for that reason, largely ignores
political institutions, which tend to vary more across countries than within them. This article proposes a
political-institutional theory of medicalization in which health care policy legacies, political decentralization,
and constitutionalism shape the preferences, discourses, strategies, and influence of actors that seek or
resist medicalization. The theory helps explain why abortion has been more medicalized in Britain than
the United States. The analysis finds that the American medical profession, unlike its British counterpart,
focused on defending private medicine rather than protecting its power to “diagnose” the medical
necessity of abortions; that American political decentralization aided the establishment of abortion on
request by encouraging strategic innovation and learning that shaped social movement strategies, medical
issue avoidance, and the growth of nonhospital clinics; and finally, that constitutionalism promoted rights
discourses that partially crowded out medical ones.
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Since the late 1960s, more than a thousand studies
have examined medicalization (for reviews, see
Ballard and Elston 2005; Bell and Figert 2012;
Busfield 2017; Conrad 2007), and these have
yielded valuable insights about the nature, causes,
and consequences of the process. But most of these
studies examine only a single country—most com-
monly the United States or the United Kingdom.
Because of this lack of comparative perspective,
existing scholarship has paid inadequate attention to
political institutions, which typically vary more
across countries than within them.'

Responding to longstanding calls for comparative-
historical research on medicalization (Conrad and
Schneider 1980) and health social movements
(Epstein 2008) as well as calls to integrate medical
sociology and the political sociology of the welfare
state (Olafsdottir and Beckfield 2011), this study
develops a political-institutional theory of medical-
ization in which health care policy legacies, political

decentralization, and constitutionalism mold the
“Interests,” actions, and influence of social actors that
seek or resist medicalization. It assesses the theory
through a comparison of abortion medicalization in
the United States and Britain between 1967 and
1977—the period in which the two countries experi-
enced major changes in law, service delivery, and phy-
sician engagement that shaped the later medicalization
of abortion. The article finds that abortion medicaliza-
tion was stronger in Britain than in the United States
and that the political-institutional theory of medical-
ization helps explain why.
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BACKGROUND

The two most prominent definitions of medicaliza-
tion define it as a process by which aspects of every-
day life come under medical jurisdiction (Zola
1983:295) or by which social problems are
addressed through medical discourses and treat-
ments (Bell and Figert 2012; Conrad 1992:211). To
this, Halfmann (2012) adds medical practices (not
just treatments), the presence of individual and col-
lective medical actors (not just their jurisdiction),
and medical identities (drawing from Clarke et al.
2003). Under this definition, the one used here,
medicalization increases when biomedical dis-
courses, practices, or actors/identities “become
more prevalent, powerful, or salient in addressing
social problems” (Halfmann 2012:5-6). As such,
medicalization should be viewed as a continuum in
which conditions are more or less medicalized
rather than a binary state—medicalized or not.
Moreover, medicalization often increases along one
dimension while decreasing along another.
Cross-national research on medicalization (and
demedicalization) has identified determinants of this
process that can be grouped into four main families:
social actors, culture/discourse, state bureaucracies,
and political institutions. These families of factors
are often explicitly borrowed from the literatures on
comparative welfare states and the consequences of
social movements (Amenta et al. 2010; Bosi,
Giugni, and Uba 2016; Van Kersbergen and Vis
2014). In the comparative-historical literature on
medicalization, social actor theories typically focus
on four types of actors: (1) physicians (including
psychiatrists) and their organizations (C. Benoit
et al. 2010; L.M. Carpenter 2010; Conrad and
Bergey 2014); (2) business organizations, especially
those in the pharmaceutical, biotechnology, and
insurance industries (Conrad and Bergey 2014;
Morrison 2015); (3) nonmedical professionals in
fields such as education, psychology, public health,
social welfare, alternative medicine, drug control,
and law enforcement (E. Benoit 2003; Malacrida
2003; Nathanson 2007); and (4) patients/consumers
and social movements (M. Carpenter 2010; Conrad
and Bergey 2014; Nathanson 2007). The assump-
tion of most social actor theories is that cross-coun-
try or historical variation in the medicalization of a
given issue will correspond with the relative power
of the social actors active on that issue in terms of
their resources, social status, legitimacy, political
influence, and capacity for persuasion or disruption.
Social movements and medical actors (defined
here as individual physicians, medical professional

associations, and physician-led organizations such
as hospitals) play a central role in this study.
Previous studies show that these types of actors
have various and contextual attitudes toward medi-
calization and demedicalization, and as a result,
those studies offer no clear basis for developing
hypotheses about such attitudes (Conrad 1992;
Epstein 2008). In fact, some scholars have critiqued
the tendency of many scholars to assume “medical
imperialism”—that physicians always seek medi-
calization and are its main drivers (Strong 1979; S.J.
Williams 2001). Existing theory does, however,
suggest hypotheses about the conditions under
which social movements and medical actors are
most likely to achieve their medicalization (or
demedicalization) goals. Social movement resource
theory expects that movements with more resources
(e.g., members or money) will be more influential in
policymaking (McCarthy and Zald 1977), and this
may apply to other institutional locations of medi-
calization as well. And professional dominance the-
ory (Freidson 1970) claims that medical actors are
the most powerful participants in the health care
sector (especially during the period of this study)
and routinely obtain their preferred outcomes.

A second family of theories, discourse/culture,
emphasizes the ways in which problems, solutions,
risks, villains, victims, and ideas about medicaliza-
tion itself are framed and socially constructed
(Nathanson 2007). These theories also point to
broader cultural forces (with material structures and
consequences) such as national values, patriarchy,
racism, religious belief, rationalism, and neo-liber-
alism (C. Benoit et al. 2010; Clarke et al. 2003;
Conrad 2007; Nathanson 2007). A third family,
state bureaucracy, focuses on the political power,
legitimacy, and implementation capacities of state
bureaucracies; their support or opposition to medi-
calization; and their relationship to medical profes-
sionals (C. Benoit et al. 2010; E. Benoit 2003;
Nathanson 2007).

A Political-Institutional Theory
of Medicalization

Only a handful of studies have incorporated
political-institutional factors in comparative work
on medicalization, mainly by examining the effects
of welfare state and health policy legacies on the
process (E. Benoit 2003; L. M. Carpenter 2010; M.
Carpenter 2000; Conrad and Bergey 2014;
Nathanson 2007; Olafsdottir 2007). The political-
institutional theory of medicalization broadens this
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focus by identifying factors and mechanisms that
have not before appeared in the medicalization lit-
erature. It includes not only health policy legacies
but the effects of two other political institutions:
political decentralization and constitutionalism. It
also identifies two causal mechanisms, borrowed
from the welfare state literature, by which health
policy legacies affect medicalization: (1) by shaping
the “interests” of medical associations and (2)
through “failures” of medicalization that shape the
later cognitions and claims of social actors and gov-
ernment officials (Halfmann 2011; Tocqueville
1955). Finally, the theory argues that the effects of
political institutions on medicalization often occur
through social actors because political institutions
shape their preferences, strategies, discourses, and
efficacy.

Policy legacies. Policy legacies can promote or
discourage subsequent medicalization in a variety
of ways. They can shape the perceived interests of
individual and collective actors (Pierson 1993;
Skocpol 1992; Van Kersbergen and Vis 2014). For
example, medical actors in public health care sys-
tems may attend more closely to medicalization
with clinical implications, while those in private
systems may be more concerned about medicaliza-
tion with economic significance (Halfmann 2011).
Policies also establish discourses and jurisdictions
in a given issue area that provide contexts for later
medicalization, both in the initial issue area and in
those deemed related or similar (E. Benoit 2003;
Nathanson 2007). Failed policies can discredit med-
icalization, lead to policy learning, and open up new
political opportunities. Similarly, the medicalization
of a given social problem often legitimizes its con-
tinued medicalization (E. Benoit 2003; Carpenter
2010; Van Kersbergen and Vis 2014).

Political decentralization. Political decentraliza-
tion is embodied in such institutions as federalism
and the separation of powers (presidentialism,
bicameralism, and judicial review). It yields numer-
ous political contexts and often lengthy policymak-
ing, both of which provide numerous opportunities
for innovation, learning, alliance formation, and
venue switching (Amenta and Young 1999;
Baumgartner and Jones 1991; Halfmann 2011;
Skocpol 1992). This diversity of contexts, actors,
and strategies makes it more likely that some actors
will challenge the dominant actor in an issue area
(often the medical profession). Finally, actors in
federal polities often organize themselves federally

so that they can exert constituent pressure in every
electoral district (Skocpol 1992). This may make it
easier for them to defuse intraorganizational con-
flict because they can allow subnational units to go
their own way, but they may also have difficulty
forging and articulating national positions.

Constitutionalism. Constitutionalism is a set of
norms and principles in which government power is
limited by fundamental rights and in which judicial
policymaking and rights discourses are prevalent
(Ferree et al. 2002; Glendon 1987; Scheppele 1996).
Constitutionalism often moralizes issues, encour-
ages absolutist claims, and increases controversy,
all of which may cause elected officials and medical
associations to avoid such issues because they fear
blame from intense minorities. Rights discourses
may also inhibit or displace medical ones (Burns
2005; Glendon 1987; Weaver 1986). Judicial poli-
cymaking may also increase the influence of profes-
sional elites, such as physicians, because judges
view them as colleagues who, like them, have expert
knowledge, serve the public good, and are represen-
tative of broader elite opinion (Halfmann 2011).

DATA AND METHODS

This study utilizes comparative-historical, case study,
and interpretive methods to examine the implications
of medicalization theories not only across cases but
also at multiple points within them, allowing for a
large number of observations that address the alleged
small-n problem of comparative-historical analysis.
It presents “strategic narratives” purposely structured
to assess the degree to which hypothesized causal
factors and mechanisms are present in the cases and
to identify previously unrecognized factors and
mechanisms (George and Bennett 2005).

The study focuses on three institutional
locations—Ilaw, services, and medical engage-
ment—in which the medicalization of abortion has
the strongest implications for access to abortion
services, as opposed to locations that might influ-
ence other aspects of abortion, such as stigma or
the utilization of services. The selection of national
cases and the historical period of the study is based
on a “most similar-systems” design that roughly
controls for potential causal factors that the coun-
tries and time periods have in common, such as
cultural and religious traditions, political and legal
systems, and social and demographic trends
(George and Bennett 2005; Glendon 1987). The
Abortion Act of 1967 did not apply to Northern
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Ireland and thus is not considered here. The bound-
aries of the period have been chosen both to cap-
ture key events and ensure that the contexts of
medicalization in the two countries are as compa-
rable as possible. The period of the study begins in
1961, when abortion reform first reached the pol-
icy agenda in the United States (1965 in Britain)
and when both countries were in the midst of dra-
matic social and demographic changes relating to
gender, family, and sexuality. It ends in 1977, after
both countries had enacted and implemented new
laws and before a dramatic change occurred in the
American context: the entry of Evangelical
Christians into the debate and increasing party
polarization over abortion. As such, the period
examined here represents a “branching moment of
relatively high uncertainty” in which “options open
and then close off” (Katznelson 1997:12). Many of
the changes of the period were “sticky,” establish-
ing precedents and logics that continue to shape the
medicalization of abortion. In other words, the
study examines a “critical juncture” that launched
“path dependent” processes (Capoccia and Kelemen
2007; Katznelson 1997).

Documents, secondary historical monographs,
and a small number of interviews are used to recon-
struct key events, chronologies, contexts, and mean-
ings, and these sources are triangulated in order to
corroborate and contextualize each other. The argu-
ments of single-country studies are also reanalyzed
in light of cross-national patterns (Skocpol and
Somers 1980). More information about these sources
and their selection is in the Supplemental Material,
available in the online version of the journal. Because
the documentary record is not as complete for the
American Medical Association (AMA) as for other
actors, the author conducted four supplementary
one-hour interviews with senior AMA officials in
2001 and 2002. Informants were chosen because
they played central roles in the AMA’s deliberations
over abortion during the 1960s and 1970s. Three
were from the AMA’s executive staff, and one was a
member of the House of Delegates who had served
on the association’s reproduction committees.

RESULTS

The Medicalization (and

Demedicalization) of Abortion

The enactment and implementation of new abortion
laws in the 1960s and 1970s left abortion more
strongly medicalized in Britain than in the United
States in three institutional locations: law, service

delivery, and the participation and positions of med-
ical associations.

Law. In both countries, beginning in the nine-
teenth century, abortion was a criminal offense, but
physicians could perform therapeutic abortions for
reasons of medical necessity, defined in terms of
threats to the life and more rarely, the physical
health of the pregnant woman. In 1938, a British
court added a narrow mental health ground (Rex v.
Bourne 1939). There was no similar ruling in the
United States, but over time, many physicians
began providing abortions for broader health rea-
sons, including mental health and fetal abnormali-
ties. In 1967, Britain and three American states
(California, Colorado, and North Carolina) enacted
laws that codified this change, broadening the legal
definition of medical necessity to include both
physical and mental health and, in all except Cali-
fornia, fetal abnormality. In addition, Britain added
narrow economic hardship grounds (defined as a
risk to health), and the three American states added
indications for rape, incest, and underage preg-
nancy.” The new laws required authorization by
two doctors in Britain, three in North Carolina, and
hospital committees in California and Colorado.
Over the next five years, 10 more American states
enacted similar reforms (Great Britain Parliament
1967; Roemer 1971). Though these reforms were
notable breakthroughs, they merely modified the
existing medical-supervision regime and thus had
little effect on the medicalization of abortion.

In Britain, legal change ended there, but in the
United States, a second period of reform decreased
the medicalization of abortion. Between 1969 and
1972, state and federal courts struck down abortion
laws in 10 states and the District of Columbia, and
in 1970, New York, Washington, Alaska, and
Hawaii enacted abortion laws that allowed physi-
cians to provide early abortions on request (Roemer
1971). Finally, in 1973, the American Supreme
Court struck down the laws of most states, allowing
abortion on request before fetal viability. The ruling
decreased medicalization by eliminating require-
ments of medical necessity and thus the power of
physicians to approve abortions. In contrast to
Britain, national abortion reform replaced the
highly medicalized discourse of therapeutic abor-
tion with a discourse about the constitutional right
of privacy. The American reform did not com-
pletely eliminate medicalization though: In most
states, abortions could only be carried out by physi-
cians, and post-viability abortions required medical
necessity (Doe v. Bolton 1973; Roe v. Wade 1973).
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Services. After the reforms, the incidence of
legal abortion increased in both countries while
self-abortions and abortions by nonphysicians
declined, thus increasing medicalization (Cates and
Rochat 1976; Centers for Disease Control and Pre-
vention 1980; Great Britain Office for National
Statistics 2001). But, the countries differed in the
degree to which abortion services were delivered
by socially legitimate, mainstream medical actors.
In the United States, nonhospital clinics supplied
approximately 70% of abortions by 1977, and this
grew to 95% by 2000 (Finer and Henshaw 2003;
Guttmacher Institute 2003; Henshaw 1982). Clinic
abortions were provided by physicians (as required
by law in most states), but those physicians and the
clinics themselves were stigmatized and marginal
to mainstream medicine. This fact, along with the
social construction of abortion as an “elective” pro-
cedure, contributed to the exclusion of abortion
from the category of standard medical care. Main-
stream physicians looked down on “abortionists”
for their involvement with morally questionable
“dirty work,” their entrepreneurship (“profiteer-
ing”), their provision of abortion at the “demand”
of patients, and their performance of a technically
simple procedure provided in an “assembly-line”
fashion (Goldstein 1984; Joffe 1995). In addition,
though most clinics were founded and managed by
physician-entrepreneurs, one-third were nonprofit
(often with a feminist or social justice orientation),
and these involved nonmedical providers in many
aspects of care, especially referrals and counseling.
Though these clinics were required by law to
employ physicians, many clinics, and especially
the feminist ones, excluded physicians from leader-
ship roles (Joffe 1995). Private clinics were also
prevalent in Britain—in 1977, they supplied
approximately half of English and Welsh abortions
and 12% of Scottish ones—but this was a lower
percentage than in the United States, and the major-
ity of abortions took place in National Health Ser-
vice (NHS) hospitals (Great Britain Office for
National Statistics 2001).

The two countries also differed in terms of
abortion funding, an indicator of the degree to
which abortion was considered part of standard
medical care. In the United States, most patients
paid out-of-pocket while approximately one-quar-
ter received public funding through Medicaid, the
health insurance program for some of the poor. But
in 1977, Congress eliminated federal funding for
Medicaid abortions (though approximately a dozen
states continued funding abortions with their own
money; Guttmacher Institute 2003). In Britain, all

hospital abortions were publicly funded, and after
1981, an increasing number of private clinic abor-
tions were as well (Great Britain Office for
National Statistics 2001).

The engagement of the medical profession. The
preferences and participation of medical associa-
tions in the abortion debate can be considered ele-
ments of medicalization because of the profession’s
power to determine which services are medically
necessary and thus part of standard medical care. In
Britain, the medical associations most affected by
abortion policy, the British Medical Association
(BMA) and the Royal College of Obstaetricians and
Gynaecologists (RCOG), immersed themselves in
abortion policymaking and services and actively
pursued a medical-necessity reform. In the United
States, individual doctors played a crucial role in the
campaign to reform abortion laws, but the AMA and
American College of Obstetricians and Gynecolo-
gists (ACOG) were hesitant to deal with the issue.
In the interest of space, this article focuses on the
AMA, the most influential of the two organizations,
but the ACOG took similar positions to the AMA.?
Initially, the AMA preferred medical-necessity
reforms like its British counterparts, but it eventu-
ally accepted abortion on request. And after Roe, the
AMA only weakly defended abortion services
(Imber 1986; Jaffe, Lindheim, and Lee 1981).

Contemporary abortion policy and practice. A
detailed discussion of contemporary abortion policy
and practice is beyond the scope of this article, but
many of the patterns established in the late 1960s
and early 1970s continue today. Abortion remains
more medicalized in Britain than in the United
States. British abortions still require medical neces-
sity, though interpretations have broadened consid-
erably. More abortions are provided in mainstream
settings than in the United States, and even private
clinics are well integrated into the NHS, which pays
for most abortions, including those in private clin-
ics. The medical profession remains highly engaged
in abortion policy and provision (British Pregnancy
Advisory Service 2013; Great Britain Department
of Health 2017). In the United States, by contrast,
abortion services remain strongly segregated from
mainstream medicine. Most physicians and hospi-
tals do not provide abortions, and most women pay
for them out-of-pocket. Protest, harassment, vio-
lence, and anti-abortion legislation have made
mainstream providers even more reluctant to pro-
vide abortions (Freedman 2010; Joffe 2003). Vari-
ous anti-abortion laws also substitute legislative
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judgment for medical judgment, preventing physi-
cians from providing timely and accessible care,
choosing appropriate procedures and safety mea-
sures, and providing accurate information. Medical
associations mainly sidestepped the abortion debate
until the 1990s and are still not as engaged as the
British profession (Freedman 2010; Imber 1986;
Jaffe et al. 1981; Joffe 1995).

Explaining Abortion Medicalization in
the United States and Britain

How to explain these differences? It should first be
noted that abortion reforms in the United States and
Britain and in rich democracies more generally
were driven by a number of shared factors: secular-
ization, changing women’s roles, increased partici-
pation of women in higher education and the labor
force, the sexual and contraceptive revolutions,
declining fertility and marriage, and epidemics of
fetal abnormalities. There were other similarities in
the abortion politics of the two countries as well. In
both countries, the public was supportive of some
reform but took little notice until the laws had
already been changed, and the Catholic Church was
fiercely opposed while Protestant denominations,
including many Evangelical ones, were supportive
or neutral (Halfmann 2011; Luker 1984).

But the two countries also differed in several
ways that drove differences in the medicalization of
abortion. Pattern matching across cases and across
time offers some support for social movement,
medical dominance, and cultural theories. The
American abortion movement was much larger
than the British movement, and this is consistent
with the more expansive reform in the United
States. But the American anti-abortion movement
was also much larger than its British counterpart,
and this likely cancelled out some of the American
abortion movement’s resource advantage. In terms
of the timing of the reforms, the British Abortion
Act was enacted in 1967 when the abortion move-
ment lagged its opponent in numbers but held the
advantage in elite connections. After 1967, how-
ever, the abortion movement successfully repelled
attacks on the Act, both when it was smaller than its
opponent and after 1975, when it gained a numeri-
cal advantage through alliance with the labor move-
ment (Halfmann 2011; Hindell and Simms 1971;
Hoggart 2003; Lovenduski 1986). In the United
States, the two opposing movements achieved a
similar number of victories in the states (i.c., on
legislation, referenda, and court rulings) both when
the abortion movement had a significant resource

advantage between 1962 and 1970 and when the
two sides were more evenly matched in 1971 and
1972. The antiabortion movement did, however,
win significant victories after Roe when its
resources and numbers dwarfed those of its oppo-
nent (Halfmann 2011; Karrer 2011; Staggenborg
1991; D.K. Williams 2015; see the Supplemental
Material in the online version of the journal for
more detail on the resources of the movements and
their policy victories and losses).

Medical associations in both countries were
quite powerful and preferred medical-necessity
reforms, but contrary to medical dominance theory,
only the British associations achieved this prefer-
ence. And contrary to religious culture theories, the
country with the highest percentage of Catholics,
the United States, ended up with the most liberal
policy. The prevalence of rights discourse in the
United States is consistent with the stronger role of
classical liberalism in that country (Ferree et al.
2002; Glendon 1987) but is inconsistent with how
similar the discourses and reforms in the two coun-
tries were between 1960 and 1969. In addition, cul-
tural values that date back to the founding of the
United States cannot account for the abrupt change
from medical necessity to early abortion on request
in the late 1960s. State bureaucracies were not key
drivers of reform in either country.

This is not to say that discourses, social move-
ments, and the medical profession were unimport-
ant to the medicalization of abortion. Instead,
political-institutional theory helps us trace the roots
of social actors’ preferences, strategies, resources,
and discourses. Policy legacies, political decentral-
ization, and constitutionalism help us explain why
British medical associations pursued and obtained
medical-necessity reforms while their American
counterparts did not, why the American abortion
movement became larger and made more radical
claims than the British movement, why nonhospital
clinics became so central to American abortion pro-
vision, and why the narrow therapeutic discourse in
the United States was eventually displaced by
broader discourses related to rights.

Health care policy legacies and medical interests in
Britain. The stronger British medicalization of
abortion was shaped by health care policy legacies,
especially the ways in which they influenced the
perceived interests of the medical associations.
British physicians had fought the creation of the
NHS in 1948 because it stripped them of much of
their economic and organizational independence.
As compensation for that loss, they received high
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incomes, a key role in NHS management, and clini-
cal freedom that surpassed that in the United States.
As a result, medical associations developed close
relationships with the state and viewed clinical
autonomy as a fundamental value (Elston 1991).

This legacy shaped the heavy involvement of
the British medical associations in reform politics.
The associations published reports, shared them
with members of parliament (MPs), debated the bill
in the newspapers, and urged members to write let-
ters to their MPs (BMA 1965, 1966a, 1966b, 1967,
BMA and RCOG 1966; Gullick 1967; Hindell and
Simms 1971; MacLennan 1965; Potts, Diggory,
and Peel 1977). Most importantly, they participated
extensively in the drafting of the bill: consulting
with the bill’s sponsor, Liberal MP David Steel, the
government’s health and justice ministers, and the
main social movement organization, the Abortion
Law Reform Association (ALRA; Hindell and
Simms 1971; Houghton 1967).

Given their desire to preserve clinical freedom,
the medical associations repeatedly demanded, to a
greater degree than their American colleagues, that
all abortion indications fit into a medical-necessity
framework that would allow doctors to exercise
clinical discretion. Abortion reform involved dual
threats to clinical freedom—from the state, which
would specify the conditions under which physi-
cians could provide abortions, and from women
patients, who might “demand” abortions. Given
their now friendly relations with the state, the BMA
and RCOG were much more worried about the lat-
ter. They argued that doctors should “diagnose” the
necessity of abortion using solely medical criteria
and assess each case “on its own merits” with “free-
dom of action” and without being “coerced” or
“pressured” by the state or by patients (BMA and
RCOG 1966:1649-50). The associations worried
that “social” (nonmedical) grounds might lead
women to believe that abortions would be autho-
rized “automatically” (RCOG 1966:852). As a
result, the associations opposed specific indications
for economic hardship, rape, and underage preg-
nancy, instead demanding that they be covered
under a broader mental health ground. They also
opposed language allowing doctors to consider the
patient’s “well-being” as a health criterion because
it might lead to abortion “for convenience.” Over
the objections of the ALRA, Steel acceded to these
demands (BMA 1966a, 1966b; BMA and RCOG
1966; Hindell and Simms 1971; RCOG 1966).

In terms of service delivery, the medical associ-
ations, and especially the RCOG, worried that some
physicians might offer broad interpretations of the

law in exchange for large fees, jeopardizing the
profession’s reputation. To this end, they demanded
that all abortions be approved by at least one NHS
consultant (senior specialist), but because this mea-
sure would have dramatically restricted abortion
access, Steel and the ALRA successfully resisted it.
The medical associations did, however, obtain a
conscientious objection clause (BMA 1966a,
1966b; BMA and RCOG 1966; Hindell and Simms
1971; Houghton 1967; Keown 1988).

Health care policy legacies and medical interests in
the United States. In the United States, most hospitals
were private and most physicians were self-employed
and received fee-for-service reimbursement from pri-
vate and (after 1965) public insurers, neither of which
did much to control costs. As a result, American
physicians had strong economic autonomy and very
high incomes (Starr 1982). The AMA wanted to keep
it that way. It opposed most government involvement
in the economics or organization of health care and
went mainly undefeated before the enactment of
Medicare in 1965 (Quadagno 2004; Starr 1982).
Health policy scholars note that the profession cared
more about economic than clinical autonomy—
though it considered them related (Klein 1981; Starr
1982; Interview 2).

Two other features of the American medical sys-
tem also influenced the medicalization of abortion.
Unlike in Britain, patients could access specialists
without referrals, and as a result, primary care phy-
sicians would play only a limited role in abortion
provision. And because physicians were self-
employed, they were free to deny requests for care
without explicitly invoking a conscientious objec-
tion (Imber 1986; Potts et al. 1977). Initially, some
American ob/gyns feared that demands for abortion
on request would force them to devote most of their
time to abortion rather than childbirth. However,
the establishment of single-purpose abortion clinics
in the District of Columbia, California, and New
York in 1969 and 1970 reassured them that they
could decide how many abortions to do since clin-
ics would pick up the slack. Most mainstream ob/
gyns and hospitals decided not to do any
(Guttmacher 1972; Medical World News 1970;
Pakter and Nelson 1971; Tietze and Lewit 1972).

Like the BMA and RCOG, the AMA initially
supported medical-necessity requirements, but
given its greater interest in economic issues than
clinical ones and the fact that physicians and hospi-
tals could easily organize abortion out of their prac-
tices, it mainly tried to avoid the abortion issue and
then partially yielded to demands for abortion on
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request. In 1965, some members called on the AMA
House of Delegates to adopt a resolution in support
of state medical-necessity reform bills. The House
of Delegates declined after one of its committees
worried that AMA involvement with the issue
might threaten the legitimacy of the AMA-
controlled state medical boards that licensed and
regulated physicians and thus controlled their sup-
ply. In 1967, the AMA Delegates approved a reso-
lution declaring that therapeutic abortions were
ethical, but they declined to advocate abortion
reform, arguing that it was the responsibility of
state legislatures. In 1969, the Delegates over-
whelmingly defeated a resolution proposed by phy-
sicians in academic medicine and public health that
called for states to allow abortion on request.
Finally, in 1970, the Delegates approved a compro-
mise resolution facilitated by the AMA board. It did
not specify criteria for approving abortions and thus
allowed them on request, but it also retained the
logic of medical-necessity by recommending that
abortions be approved by three doctors and only
when they were in a patient’s best interests, rather
than in “mere acquiescence” to her demands (AMA
1965, 1967, 1969, 1970; Interviews 1 and 4). A year
later, the AMA continued to avoid the issue, declin-
ing requests to sign amicus briefs in Roe and Doe
(Garrow 1994).

Not only did the AMA have a general suspicion
of the state and a primary concern for economic
issues, but these concerns were especially salient at
the time of the abortion reforms. Though the AMA
had failed to prevent Medicare in 1965, it gained
significant concessions on cost control. Soon after,
critics accused it of molding the program to its own
interests and abusing its reimbursement system.
Congress and the president looked likely to enact a
national health insurance plan (Starr 1982).
Moreover, after the Medicare defeat, a new leader-
ship team affiliated with the AMA’s political action
committee had taken control of the association and
was eager to polish the image of the profession
(Campion 1984; Interviews 1, 2, 3, and 4). Given
this crowded and threatening agenda, the AMA had
to prioritize, and abortion was not a top priority
(Interviews 2, 3, 4). “It was not even in the top 10,”
said an AMA staff member of the time, “we had so
many other things nationally that the AMA was
interested in. We just couldn’t afford to spend that
much time on the abortion issue” (Interview 2).
Rather than fighting to maintain medical necessity,
the AMA partially liberalized its abortion stance.
This allowed it to appease some of its critics but on a
matter with few economic consequences (Howard

1970). Though the new AMA position, with its fail-
ure to specify grounds for abortion authorization,
reduced physicians’ autonomy in relation to their
patients (who might now “demand” abortions),
many physicians saw it (or reframed it) as an
increase in their autonomy from both the state and
patients because physicians alone would decide
whether they wanted to do abortions and they could
easily organize them out of their practices (Interview
1 and 2).

Political decentralization. Political decentraliza-
tion also decreased abortion medicalization in the
United States by facilitating new movement strate-
gies and claims, reducing the AMA’s willingness to
take a public position on abortion and contributing
to the growth of nonhospital clinics. The American
abortion movement of the early and mid-1960s was
composed of professionals, mainly physicians and
lawyers, who focused on maternal deaths and fetal
abnormalities and sought to reform abortion laws
along medical lines similar to those in Britain (Gar-
row 1994). But in late 1968 and early 1969, these
activists, along with a large number of new ones
from the feminist, environmental population con-
trol, and civil liberties movements, increasingly uti-
lized new discourses demanding the partial
demedicalization of abortion. They argued that
existing laws should be “repealed” and that doctors
should do abortions “on demand” or “on request.”
Many made these arguments in the language of
human and constitutional rights (Burns 2005; Hart
and Lowry 1968; Luker 1984; Staggenborg 1991).

Political decentralization helps to explain
changes in the claims of the American movement.
In the American federal system, abortion reform
process was lengthier, later, and more decentralized
than in Britain. American policymaking (from the
first state bill to national reform) lasted approxi-
mately 12 years and ended in 1973, while British
policymaking took two years and ended in 1967. In
the United States, abortion was debated in the legis-
latures and/or courts of every state (author’s data
set) as well as in the Supreme Court and Congress,
while in Britain, it was considered only in the
national parliament. The slow, decentralized
American policymaking process helped activists
learn about the most effective policies and political
strategies, both from other venues and from histori-
cal experience, and this led to new discourses, tac-
tics, and alliances.

From the beginning, American activists knew
that medical-necessity reforms were unlikely to sig-
nificantly reduce the number of illegal abortions
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because they would rely on physician interpreta-
tions of health that were likely to be narrow
(Overstreet 1971). As a result, most activists pri-
vately supported abortion on request but believed
that the public was not ready for such a change
(Kimmey 1971). But the medical-necessity reforms
of 1967 helped lay the groundwork for abortion on
request by drawing attention to the weaknesses of
those reforms (Hart and Lowry 1968; Hall 1968).
As a result, “failed” policies in Colorado and North
Carolina, which only minimally increased abortion
access, led to more radical demands. They also led
to a liberalization in public opinion, especially elite
opinion, as well as increased movement mobiliza-
tion as clergy and feminist organizations estab-
lished referral services for illegal abortions (Hall
1968; Kaplan 1997; Roemer 1971). The long and
dispersed policymaking process allowed initial
reformers to develop new claims and ally with other
movements of the 1960s protest wave, such as the
student, anti-war, women’s liberation, and popula-
tion control movements that were then challenging
a wide variety of authorities, including medical
ones. This dramatically increased the size and dis-
ruptive potential of the movement (Staggenborg
1991).

Political fragmentation also affected the will-
ingness of the AMA to engage with the issue. Like
many organizations in federal polities, the AMA
was organized to match it—with county, state, and
national affiliates that allowed it to exert constitu-
ent pressure in every electoral district (Campion
1984). But state medical societies held varying
positions on abortion, and this caused problems for
the national AMA leadership. An analysis of
newspaper and medical journal articles (see
Supplemental Material in the online version of the
journal) shows that state medical societies
endorsed medical-necessity bills (officially or
unofficially) in at least 23 states, including all 13
that enacted such reforms between 1967 and 1972.
And, they endorsed abortion-on-request bills in
approximately 70% of the 26 states in which such
bills were introduced. But some state medical soci-
eties, most notably those in states with large
Catholic populations, opposed abortion on request.
There were also differences among specialties:
Abortion on request had stronger support among
physicians from universities, public health, and
psychiatry than among ob/gyns and primary care
physicians, and the latter were better represented in
the AMA (Modern Medicine 1969; Interview 1).
This dissension encouraged the AMA’s national
leaders to avoid the abortion debate. It also helped

them to do so. Because state medical societies
could declare their own views on state legislation,
there was less pressure on national AMA leaders to
take a position. They argued that abortion law was
the appropriate domain of state affiliates. And
when the AMA’s national leadership finally pro-
posed a new resolution in 1970, it brokered a vague
compromise. “It was a good politician’s solution to
a problem—keep everybody happy,” said one
AMA executive (Interviews 1 and 4).

Decentralization and the lengthy policymaking
that accompanied it also affected abortion services.
In the late 1960s and early 1970s, many women’s
liberation organizations, frustrated with the slow
pace of reform and hoping to serve needy women
while putting pressure on the existing system, pro-
vided abortion referrals, counseling, aftercare, and
in some cases, illegal procedures. This experience,
along with a growing critique of patriarchal medi-
cine, convinced many activists that nonprofit femi-
nist clinics could provide better and more sensitive
services than hospitals because they were less
expensive, less likely to employ anti-abortion staff,
and more likely to offer counseling and emotional
support (Cisler 1970; Kaplan 1997; Reagan 1997).
The unwillingness of ob/gyns to provide abortions
also contributed to the growth of clinics. Some phy-
sicians claimed that “abortion on demand” (as they
called it) reduced medical power and discretion,
while others feared being labeled “abortionists”
working in “abortion mills.” The attitudes of physi-
cians largely determined the policies of their hospi-
tals (Jaffe et al. 1981; Joffe 1995; Joffe, Weitz, and
Stacey 2004). Clinics also developed because
physician-entrepreneurs in the market-based Amer-
ican health system saw them as business opportuni-
ties. The very legality of clinics was also facilitated
by political decentralization because the positive
safety records of the pre-Roe clinics in New York,
California, and the District of Columbia convinced
the Supreme Court that the hospital requirements
contained in most state laws were unnecessary
(Doe v. Bolton 1973; Pakter and Nelson 1971;
Tietze and Lewit 1972).

In Britain’s unitary polity, the situation was
much different. Like their counterparts in the early
American reform movement, the early British activ-
ists were social elites—mainly middle- and upper-
class women, including many professionals—and
many had strong personal ties to Parliament and the
state bureaucracy. Like the early American move-
ment, the association focused on maternal deaths,
pursued a medical-necessity reform, and did not call
for abortion on request or frame abortion as a
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matter of women’s rights. In the context of a unitary
polity, a quick and early national-level reform incor-
porated those narrow, medicalized demands
(Hindell and Simms 1971; Houghton 1967). It
would be eight more years before abortion activists
called for “abortion on demand” (Hoggart 2003).

Constitutionalism. Constitutionalism decreased
abortion medicalization in the United States by pro-
moting rights discourses and providing litigation
opportunities as well as increasing medical avoid-
ance of the abortion issue. The British and American
polities both contain elements of constitutionalism,
but it is unusually strong in the United States with
its written constitution and bill of rights, strong
powers of judicial review, and long history of
resolving policy disputes in constitutional courts.
This makes rights discourses especially influential
in the United States and not just in the courts (Glen-
don 1987; Scheppele 1996). This was also the time
of the “rights revolution,” in which federal courts
strongly expanded individual rights, and activists
imitated the legal strategies of the civil rights move-
ment and, in the case of abortion activists, the birth
control movement (Epp 1998). Political fragmenta-
tion and venue shopping also encouraged constitu-
tional strategies. The emergence of the second-wave
feminist and anti-abortion movements, along with
their embrace of rights discourses, which framed
abortion in moral terms, increased controversy, and
as a result, lawmakers began to avoid the abortion
issue (Burns 2005). This prompted activists to con-
sider alternatives to legislation such as referenda,
educational campaigns, protest, civil disobedience,
and constitutional challenges (Hart and Lowry
1968; Kimmey 1971). Moreover, as legal chal-
lenges increased, many lawmakers refused to legis-
late until they saw what the courts might do, and this
prompted advocates to mount still more court chal-
lenges (Garrow 1994). Litigation was also appeal-
ing because the anti-abortion movement, though
gaining ground in legislatures, was still relatively
weak in the courts (Staggenborg 1991). The first
legal challenges were initiated by the California
Committee on Therapeutic Abortion and Associa-
tion for the Study of Abortion (ASA) in 1966 and
1968, respectively (Garrow 1994). But after the
California Supreme Court struck down that state’s
pre-reform law in September 1969 (People v. Belous
1969), a wide variety of groups joined in. By the fall
of 1970, there were 20 cases in three-judge federal
courts and five in the Supreme Court (Roemer
1971). And in December 1971, the Supreme Court
heard oral arguments in the cases that would

eventually bring down abortion laws nationwide
(Garrow 1994; Rubin 1987). By contrast, the British
abortion movement, located in a system with an
unwritten constitution and minimal judicial review,
never had similar options to its American counter-
parts. It could only pursue legislation through the
national parliament using medical discourses
approved by the medical profession.

Through constitutional litigation, American
activists developed and disseminated rights dis-
courses that challenged and partially supplanted ear-
lier medicalized ones related to threats to pregnant
women’s physical and mental health, deaths from
illegal abortions, and fetal abnormalities (Burns
2005; Ferree et al. 2002; Luker 1984; Munson 2018;
Reiterman 1971; Ziegler 2009). Most litigators pur-
sued a strategy first developed by legal scholar and
ASA consultant Roy Lucas, which argued that “life”
and “health” were so vague that physicians could
not perform abortions without risking prosecution,
that the First Amendment’s “freedom of associa-
tion” protected physician-patient relationships, and
that a fundamental right to control one’s reproduc-
tion was part of the marital privacy right established
in the 1965 Griswold v. Connecticut contraception
case (Garrow 1994; Lader 1973; Lucas 1967). More
feminist lawyers put forth those and other, broader,
arguments, contending that abortion laws violated
women’s right to equal protection of the laws and
that forced childbirth was a form of involuntary
servitude as well as a cruel and unusual punishment
for having sex (Siegel 2010). Medical associations
also embraced constitutional discourses. Arguments
about clinical discretion and medical necessity were
joined by constitutional defenses of the physician-
patient relationship and a claim that Griswold had
established a constitutional right for physicians to
exercise medical judgement (Interviews 2 and 4;
Garrow 1994).

Rights discourses, both from the abortion move-
ment and its opponents, increased controversy
(Burns 2005; Glendon 1987), and this discouraged
AMA involvement because it increased internal
conflict, hindered compromise, and made it impos-
sible to address the issue through “objective” scien-
tific knowledge (Interview 4). The British reform,
by contrast, removed abortion from public debate
and left it to medical experts who made decisions
for ostensibly neutral and scientific reasons.

Though the turn to the courts reduced the
involvement of medical professionals in the
American debate, it did not reduce their influence
because the courts were especially responsive to
the opinions of fellow professional experts. For
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this reason, litigators almost always enlisted medi-
cal professionals as plaintiffs and amici (Hart and
Lowry 1968; Lucas et al. 1971). And the views of
the medical profession, and especially of the AMA,
were critical for Supreme Court Justice Harry
Blackmun, the swing voter and author of Roe. In
his Roe opinion, the former counsel for the Mayo
Clinic lauded doctors, quoted the AMA’s 1970 res-
olution, and mirrored its compromise (Hunter
2006). Like the AMA resolution, the opinion did
not articulate specific grounds for physician gate-
keeping but implied that such gatekeeping would
continue. It declared that abortion “is inherently,
and primarily, a medical decision, and basic
responsibility for it must rest with the physician”
and warned doctors not to abuse “the privilege of
exercising proper medical judgment.” In a press
statement, Blackmun insisted that “the Court does
not today hold that the Constitution compels abor-
tion on demand” (quoted in Garrow 1994:587).
Given Blackmun’s esteem for the medical profes-
sion, it seems likely that Roe would have read dif-
ferently if the AMA had continued to specify
explicit criteria for judging medical necessity.

DISCUSSION

This article represents an attempt to put comparative-
historical inquiry and political-institutional theory at
the center of research on the determinants of
medicalization and demedicalization. As the findings
suggest, political institutions can strongly shape pre-
viously hypothesized drivers of those processes, and
comparative research offers a useful method for iden-
tifying such effects. As such, political-institutional
theory challenges theories in which cross-national
and historical differences in medicalization are deter-
mined by the preexisting power and preferences of
the actors involved and the dominance of particular
cultural discourses. Instead, political institutions help
determine these.

The theory suggests that three particular institu-
tions, which have received little attention in the
existing literature on medicalization, can strongly
shape the preferences, discourses, strategies, and
efficacy of actors pursuing or resisting medicaliza-
tion. Counter to assumptions of “medical imperial-
ism,” the policy legacies of public or private
medical systems can tilt medical “interests” toward
the preservation of clinical autonomy or away from
it, with implications for the types of medicalization
they might pursue and the intensity with which
they do so. Political decentralization can increase
opportunities for innovation and learning by social

movements, medical associations, and courts. It
also gives activists opportunities to form groups,
build coalitions, expand the scope of conflict, and
move contention to more favorable venues.
Constitutionalism aids rights discourses that sup-
plement and sometimes supersede medical ones.

Methodologically, the utility of comparative-
historical research for building political-institu-
tional theory suggests that such research is
essential for developing and appraising theories of
medicalization. It can help researchers identify
causal factors and mechanisms that are missing
from previous accounts. It can also reveal the
importance of historical legacies and path depen-
dence (Carpenter 2010; Shostak, Conrad, and
Horwitz 2008). Finally, it can aid researchers in
refining the concept of medicalization and measur-
ing it (Halfmann 2012).

Future research should determine the utility of
political-institutional theory in contexts other than
those examined here. These include other countries
(and especially those outside the West; Bell and
Figert 2012) as well as other times, institutional
locations, and types of social problems—especially
those other than deviance, the current focus of most
comparative-historical research on medicalization
(but see C. Benoit et al. 2010 on childbirth;
Carpenter 2010 on male circumcision). Political
institutions are likely important in many of these
contexts, but the particular institutions and mecha-
nisms examined here will only apply to some. They
are most likely to be relevant in cases that relate to
the clinical autonomy of physicians, involve inter-
actions between medical actors and social move-
ments, and can plausibly be framed in terms of
rights—for example, challenges to medical author-
ity from the feminist, disability rights, self-help,
environmental health, alternative medicine, right-
to-die, and anti-vaccine movements (Halpern
2004). In this study, political institutions mainly
affected the actions and efficacy of social move-
ments and physicians, but they are likely to shape
the effects of many other drivers of medicalization
as well. Research is also needed on when, how, and
why particular types of actors pursue or resist medi-
calization. Finally, it would be useful to examine
the comparative and historical medicalization of
abortion within institutional locations other than
law, service delivery, and medical engagement.

SUPPLEMENTAL MATERIAL

Supplemental material is available in the online version of
the journal.
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NOTES

1. An analysis of articles on medicalization that were
(1) published in the last 10 years in prominent gen-
eral sociology and medical sociology journals or (2)
cited 40 times or more (at any time) according to the
Social Science Citation Index found only four com-
parative-historical articles among the 155 unique
articles in the analysis (see Appendix in the online
version of the journal).

2. The Act also allowed doctors to consider “the preg-
nant woman’s actual or reasonably foreseeable
environment” and said that abortions could only be
provided if their risk was lower than birth—a provi-
sion written by anti-abortion legislators who mis-
takenly believed that abortion was more dangerous
than childbirth (Hindell and Simms 1971).

3. ACOG did not approve its first abortion policy
until almost a year after the AMA, and it was
more restrictive. It required that threats to health
be “serious,” folded rape and incest into a health
indication, included hospital and spousal consent
requirements, and required approval by three
doctors. It also opposed abortions to address
“unwanted pregnancy” or “population control” but
allowed doctors to take account of the patient’s
“total environment.” In 1970, the ACOG Board
broadened therapeutic grounds to include “social
indications,” and in February 1971, seven months
after the AMA’s similar resolution, the member-
ship approved abortion on request. In June of that
year, the Board agreed to sign an amicus brief in
Doe v. Bolton (Aries 2003).
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