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Modern medicine is commonly regarded as one of the most neutral and objective disciplines — its
primary aim being to alleviate suffering, preserve life, and promote health. Yet, upon closer
inspection, medicine is far from a neutral or purely empirical endeavor. It is deeply embedded in
social norms, values, power structures, and ideological frameworks. Understanding these dynamics
does not merely require sociological description or political critique — it calls for philosophical

analysis.

Philosophy is not just a supplement to science; it is a necessary and constitutive partner in scientific
development. This becomes particularly evident in medicine, where key concepts such as “health,”
“normality,” or “deviation” are not empirically self-evident, but rather the product of conceptual,

moral, and political negotiation — and thus, of philosophical relevance.

Medical Normalisation - Between Healing and Judgement

Medical practice is never merely technical. Diagnosis, treatment, and care always involve
normative decisions — about what counts as illness, who needs care, and what kind of bodies are

seen as healthy, desirable, or deviant. These norms manifest in various domains:
Body weight, appearance, fitness, and eating behavior

Gender roles and reproductive health

Mental health and behavioral expectations

Particularly noteworthy is the extensive surveillance during maternity leave, facilitated through
preventive care booklets and vaccination records. This level of bureaucratic oversight could feasibly
sustain an entire administrative apparatus. Moreover, both the unborn and the born child are
examined to determine whether they meet certain standards; however, these standards may no
longer be appropriate in the context of contemporary societal developments. Furthermore, this focus

on monitoring often leads to the neglect of the parents — particularly mothers — who are subjected




to considerable stress as a result. The risks and implications of normative early childhood
socialization have been outlined in my online article: “Die neue Rechte in der friihkindlichen
Kinderstube” (Osburg, 2025). [3]

These norms now operate on three interrelated levels:

Individual - Patients internalise societal ideals of health and attractiveness; medical professionals

often treat not only illnesses but also social non-conformity.

Institutional - Clinical guidelines, training curricula, and everyday hospital culture often reflect cis-

hetero-normative, male-dominated perspectives.

Societal - Policy, insurance structures, and public discourse help shape what is considered medically

relevant — often pathologizing or moralizing categories like weight, gender, or sexuality.

As Laplane et al. (2019) [1] demonstrate in their interdisciplinary study, science requires conceptual
clarity and normative reflexivity, both of which philosophy provides. In medicine, the need for such

clarity is urgent: How do we define “normal,” and who gets to decide?

Case Study - Norms, Power, and Personal Experience

One illustrative example of how medical norms intersect with personal and professional life
concerns a physician who reportedly expressed a desire to have a partner with anorexia nervosa —
partly to cultivate an image as someone caring for the vulnerable. This same physician, later
promoted to a chief medical position, lived in a region with an unusually high rate of bulimia and a

strong social stigma against obesity. Ironically, he himself was overweight.

This case underscores how aesthetic ideals, professional status, gender roles, and medical authority
are tightly interwoven. The physician’s personal preferences cannot be separated from broader
social and institutional contexts. These are precisely the kinds of entanglements that require a

philosophically informed critique: What is being medicalized here — and to whose benefit?




Medicine as a Market of Norms - A Structural Critique

Medicine is not only a system of healing but also a marketplace — both economically and
ideologically. Resources such as funding, treatments, and technologies are unequally distributed.
But so are social values: which bodies are seen as worthy of care, and which as deviant? A market
of norms exists alongside the economic structures: What counts as “healthy,” “normal,”
“desirable”? And conversely, what is labeled as “abnormal,” “diseased,” or “dangerous”? In this

context, philosophical questions are indispensable:

How are medical categories constructed?

What ethical assumptions underpin clinical decisions?

Who is empowered or marginalized by current health discourses?

As Bunge (1971) insists, science needs a philosophical foundation to reflect on its own concepts,
values, and practices. In medicine, this foundation is often missing — and the consequences are

real: discriminatory care, unequal access, and internalized stigma.

The Role of Fencing Fraterneties - Normative Tensions in Medical Institutions

To understand how norms are embedded in institutional frameworks, it is helpful to examine the
Fencing Fraternierties whose members were also partly members of the Marburger Bund (MB) —
Germany’s largest physicians’ union, representing over 130,000 employed and civil servant medical

staff (Marburger Bund, 2023) [4].

The MB functions today as both a labor union (negotiating salaries, work conditions) and a
professional body with political influence. It takes public positions on issues like gender equality,
and healthcare reform. The Marburger Bund is committed, among other things, to improving the

professional situation of employed and civil servant physicians.

,»Schlagende Verbindungen oder Burschenschaften® (Fencing Fraternities) are national-conservative
or reactionary student associations founded near Jena in 1815 [6]. Almost all Burschenschaften
admit only men and only persons of German citizenship. Burschenschaft members who have

completed their studies often remain loyal to their fraternity as "Old Boys."




The largest and oldest umbrella organization, the "Deutsche Burschenschaft" (DB), made in 2011

headlines  with its controversy over the so-called "Aryan certificate” [6].

The Marburger Bund and the Fencing Fraternities seem to be two independent organizations with
different objectives and historical developments. Despite these differences, there were overlaps in
personnel, especially in university towns like Marburg — for example, medical students who were
simultaneously members of a Fencing Fraternity and the Marburger Bund. The occasional
perception of the Marburger Bund as "reactionary" is likely due to individual actors or conservative
attitudes within the academic milieu, rather than to any affinity with fraternity ideology.
Nevertheless, there are contemporary witnesses who still report singing banned nationalist songs in

the market square.
Despite its progressive stance on equality and diversity, internal contradictions persist:

Surveys reveal ongoing discrimination, unequal pay, and rigid work structures, particularly

affecting women in medicine.

At times, the Fencing Fraternaties or MB critizise government intervention as “paternalistic” or
warns against “socialist redistribution” — signaling a tension between liberal professional

autonomy and social justice concerns.

This duality highlights once more the need for philosophical analysis. Institutions like the MB are
not neutral; they embody normative traditions, economic interests, and ideological conflicts.
Addressing these contradictions requires more than policy change — it demands ethical and

conceptual clarity.

Now what is the result?

(Unintentionally) Right-Wing Tendencies in Early Childhood

The institutional landscape of early childhood education and parental support systems in Germany
today, questioning whether certain structural aspects unintentionally echo right-wing or
authoritarian ideologies. Drawing from personal experience as a mother, the author outlines the

bureaucratic and medical framework that surrounds pregnancy, birth, and early child development




— including mandatory health check-ups, childcare regulations, and pervasive monitoring of

physical and psychological milestones.

The main argument suggests that while these structures are intended to promote child welfare and
development, they also risk replicating patterns of authoritarian control, perhaps not on purpose.
The state’s close surveillance of parental behavior and children's development is interpreted as
expressing a fundamental distrust in parents' competence and autonomy. These dynamics are not
equated with explicit right-wing extremism but are seen as structurally similar: emphasizing

control, conformity, and biologically normative ideals.

Further, the dominance of religious institutions in childcare (particularly in North Rhine-
Westphalia) is critiqued for limiting diversity and reinforcing conservative values. Policies such as
the so-called "Herdpramie" (a childcare allowance encouraging mothers to stay at home) are
interpreted as conservative regressions, undermining gender equality and perpetuating outdated

family models.

In conclusion, the author does not identify explicitly extremist parenting practices but argues that
the prevailing system — through its rigidity, standardization, and limited pluralism — may

unintentionally create an environment conducive to right-wing ideological narratives.

The Need of Rethinking the Concept of Normality in Medicine

The concept of normality plays a central yet problematic role in clinical medicine. Historically
rooted in statistical averages and biomedical paradigms as we have seen above, "normal" has often
been equated with "healthy," while deviation from normative values is frequently pathologized.
This perspective, while clinically convenient, can lead to reductive understandings of human
variation and may contribute to exclusion, stigmatisation, and inappropriate treatment —

particularly of individuals whose bodies, minds, or identities do not conform to dominant norms.

From a scientific standpoint, many definitions of ,,normality“ in medicine rely heavily on statistical
distributions in best cases — for example, "normal" blood pressure or "normal" weight defined

through population averages; in worst case the patient obtains a ,,arier certificate®.

However, such statistical norms are not value-neutral; as we have seen they are shaped by

sociocultural assumptions, sample biases, and historical contexts. Furthermore, the use of fixed




biological norms tends to obscure the fact that health is not a universal or static state, but rather a

dynamic and context-dependent experience.

Critically, the medical normality paradigm has often failed to accommodate neurodiversity,
disability, gender diversity, and cultural difference. For example, autistic traits or non-binary gender
identities have frequently been medicalized as deviations from a presumed normative baseline,

rather than recognized as legitimate forms of human diversity.

Similarly, the use of BMI as a universal health indicator ignores the complex interaction between
body composition, culture, genetics, and metabolic health, and can lead to overdiagnosis or

misdiagnosis.

Improving the concept of normality in medicine thus requires a shift from a narrow, statistical-
biological model toward a more inclusive, person-centered framework. This involves recognizing
normality as a spectrum, rather than a fixed point, and emphasizing function, autonomy, and well-
being over mere conformity to population averages. The biopsychosocial model of health — which
integrates biological, psychological, and social dimensions — offers a more nuanced and context-

sensitive approach to assessing health and illness.

Additionally, medical education and clinical practice must become more reflexive regarding the
normative assumptions embedded in diagnosis and treatment. This includes acknowledging how
social determinants (e.g. disability, gender, and class etc) shape access to care and health outcomes.
It also means involving patients as partners in defining what health and normality mean for them

individually — especially in cases where standard metrics do not capture lived experience.

In conclusion, a more scientifically grounded and ethically responsible approach to normality in
medicine would reject one-size-fits-all norms in favor of a pluralistic understanding of human
variation. Such a paradigm shift would not only reduce stigma and exclusion, but also promote a
more equitable and effective healthcare system — one that respects difference as part of the human

condition, rather than treating it as deviation to be corrected.




Philosophy as a Bridge Between Theory and Practice

The division between science and philosophy is not only false but dangerous — particularly in

fields like medicine, where decisions have real-world consequences for well-being, dignity, and life

itself. As already suggested, what is needed is a bride way of thinking — an “amphibious being”

who navigates both scientific and philosophical domains with competence and critical insight.

This idea resonates with Bunge’s (1971) [2] call for a philosophy grounded in empirical science,
and Laplane’s (2019) [1] advocacy for philosophy that engages with actual scientific practice.

Instead of abstract puzzles, philosophers should start from real-world problems:

How are key medical concepts like “health,” “disease,” or “risk” operationalized?
How do socio-political structures influence what counts as a medical issue?

How can we make medical systems or standards more just, inclusive, and democratic?

These are not merely academic concerns. They shape funding priorities, treatment access,
diagnostic criteria, and ultimately, how people live or die. Philosophy is not an optional extra — it

is essential to ethical and effective medical science.

Conclusion - Without Philosophy, Medicine Risks Becoming Oppressive
Philosophy for Quality Assurance

Science and philosophy are not separate disciplines but interdependent modes of inquiry. Medicine,
in particular, is shaped by values, norms, and power — and these must be critically examined.
Without philosophical reflection, medicine risks becoming a tool of normalization and exclusion,

reinforcing social inequalities under the guise of objectivity.

Yet, there is potential for change. Institutions like the Marburger Bund — despite contradictions —
can be agents of reform if they integrate philosophical critique into their practices. The future of
medicine depends not only on technical innovation but on conceptual clarity, ethical awareness, and

normative self-reflection.




Science without philosophy might not be able to reflect; philosophy without science might be
empty. This interdependence in particularly visibale, urgent and mostly impactful in the domain of

medicine.
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