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a b s t r a c t

Ayurveda translates as ‘life science’. Its knowledge is not limited to medicine, cure or therapy and is for
laypersons, households, communities, as well as for physicians. Throughout its evolutionary history,
Ayurveda and Local Health Traditions have reciprocally influenced each other. In modern times, the
influence of biomedicine on Ayurveda is leading to its medicalisation. Over the past century, the
introduction and perspective of biomedicine into India has made the human being an object for positive
knowledge, a being who can be understood with scientific reason and can be governed and controlled
through medical knowledge. This paper explores how this shift towards medicalisation is affecting the
knowledge, teaching, and practice of Ayurveda. It examines the impact and contribution of processes like
standardisation, professionalisation, bio-medicalisation and pharmaceuticalisation on Ayurveda educa-
tion, knowledge, practice and policies. To maintain health and wellbeing Ayurveda's ancient knowledge
and practice needs to be applied at individual, community and health care provider levels and not be
limited to the medical system. The current over medicalisation of society is a potential threat to human
health and well-being. Ayurveda and LHT knowledge can provide essential teachings and practices to
counter-balance this current trend through encouraging a population's self-reliance in its health.
© 2018 Transdisciplinary University, Bangalore and World Ayurveda Foundation. Publishing Services by
Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/

licenses/by-nc-nd/4.0/).
1. Introduction

India is diverse and pluralistic in its food, medicine and health
traditions. Among all the traditional knowledge systems, the science
of Ayurveda provides insights for longevity and a healthy life. The
term Ayurveda is comprised of two words ayu (life) and veda
(knowledge), and dealswith health andwellbeing [1,2] It is defined as
the discipline that deals with the salutary and unsalutary aspects of
life, the happy, and unhappy life, and what is beneficial and not
beneficial for nurturing life and a full life span. Thus, it translates as
‘life science’ [1,2]. The term Ayurveda is not limited to medicine, cure
or therapy, rather it implies an approach to life and living, and is guided
by the praneshana (desire of living beings to live a long healthy life),
dhaneshana (desire to enjoy monetary and material security), and
paralokeshana (desire to secure happiness in the life hereafter) [3].
ary University, Bangalore.
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In many regions of India, the ecosystem is nurtured by com-
munity specific local health traditions (LHT) that have been influ-
enced by and have influenced the practice of Ayurveda. This
knowledge is largely for laypersons, households, communities and
at the specialised level for physicians. However, in recent years,
there has been an increased attention and interest in how the
process of medicalisation of health systems everywhere is influ-
encing the ancient expression of Ayurveda wisdommore generally.
This paper addresses themedicalisation that is occurringwithin the
profession.

2. Medicalisation

In contrast to Ayurveda's approaches to life and health, in most
developed countries Western/Biomedicine has played a constitu-
tive part in “making up people” [4]; that is, ‘in deciding the building
blocks for who a person is andwho people are’. Medical knowledge,
medical experts, and medical practices have played varied roles in
this process [4]. In the last century, with the introduction and
perspective of biomedicine, a human being has become an object
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for positive knowledge, a being who can be understood with sci-
entific reason. Medicine has also become a new way of governing
and controlling people through experts in the field with political
and economic authority trying to create and to manage ways of
living that both minimise disease and promote health [5].

2.1. The medicalisation of life in the 21st century

Medicalisation is understood as, “the process of defining a
problem in medical terms, using medical language to describe a
problem, adopting a medical framework to understand a problem,
or using a medical intervention to ‘treat’ it. This is a sociocultural
process that may or may not involve the medical profession, lead to
medical social control or medical treatment, or be the result of
intentional expansion by the medical profession” [6]. It is a social
process in which a previously non-medical issue begins to be
described, accepted or treated as a medical problem. Healthcare
providers today understand health to be the “absence of disease”.
Scholars have argued that the current World health Organisation's
(WHO) definition of health is unsatisfactory. In particular scholars
have tried to show the synergy between Sushrutas's and WHO's
definition of health but Ayurveda's core understanding is different.
Health in Ayurveda is understood as a positive state and it is based
on the outcomes of adaptive feedback that each person establishes
with the environment. It is notmerely a biological process [7,8]. The
concern with the WHO's definition is the absoluteness of the word
‘complete’ which would leave most of us unhealthy most of the
time. The other problem is that the definition becomes counter-
productive as it declares people with chronic disease and disabil-
ities as definitively ill and supports medical technology and drugs.
Scholars have redefined health as, “the ability to adapt and self-
manage in the face of social, physical, and emotional challenges” [9].
Their observations suggest that WHO's definition has uninten-
tionally contributed tomedicalisation of society. This minimises the
role of the human being's capacity to cope autonomously with life's
ever changing physical, emotional, and social challenges and to
function with fulfilment and a feeling of wellbeing even when
suffering from a chronic disease or disability [10].

The current form of medicalisation can be seen and witnessed
with many examples, ranging from reproductive technologies, to
Table 1
Synonyms, terminologies and factors of medicalisation [12e15].

Various terms used for medicalisation � Over diagnosis e exces
� Disease mongering e co
� Problematisation

Terminologies which are associated
with medicalisation

� Bio-medicalisation
� Healthicisation
� Pharmaceuticalisation
� Biosocialisation
� Biotechnology (pharma
� Consumerism (patients
� Managed care (medical
� Primary prevention
� Immunisation
� Lowering of treatment
� Lifestyle medication

Factors leading to medicalisation � Medical imperialism
� Inter and intra-professi
� Capitalism
� Patriarchy
� Technocracy
� Secularisation
� Social control
� Lifestyle drugs
� Patients to medical con
� Bio-medical Practices
� Identities (and actors):

actors and identities be
treatment for age-related issues and to the use of psycho-
pharmaceuticals [4]. An everyday example is food advertising,
which dominates our lives with claims of different products'
nutritional contents (eg. fats, fibres …) and claims of their health
effects (eg. strengthening the bones, reducing the risk of heart
disease and so on). This process and perspective has increasingly
represented food as ‘a medicine’ leading to the medicalisation of
food through advertising [11].

This shift towards medicalisation is increasingly seen to be
influencing traditional life sciences like Ayurveda. To illustrate this,
some key features of medicalisation, with definitions and termi-
nologies denoting this phenomenon, are described. Table 1 de-
scribes the synonyms, terminologies and factors used to denote
various forms of medicalisation.

Medicalisation is multileveled in nature. These levels are: (a)
Conceptual e medical definitions are created and employed, (b)
Institutional e disease conceptualisations are codified and used to
manage, create or promote illness and (c) Interactional e typically
conceptualised as occurring between patients and physician. There
are various other frameworks that are used to understand and
highlight the process of medicalisation, for example, bio-
medicalisation, healthicisation, and pharmaceuticalisation, which
explore different pathways and limitations of the medicalisation
process. Biotechnology (pharmaceuticals and genetics), consum-
erism and managed care are regarded as some of the primary in-
struments or factors in this process [16]. Tables 2 and 3 describe the
various details of the levels and dimensions of the phenomenon.

3. The impact of various forms of medicalisation on Ayurveda

The impact of medicalisation on Ayurveda can be understood and
explained using the above-mentioned terminologies and frame-
works. These frameworks help us to understand and to explore how
medicalisation has influenced developments in the knowledge, ed-
ucation, practice and policies of Ayurveda in India today.

3.1. Medicalisation of knowledge and education

At the conceptual level, Ayurveda is the ‘knowledge of life’ and is
a ‘life science’ [1,2] but its knowledge goes beyond human health
sive or undue application of medicine.
nvincing healthy people that they are sick and in need of medicines.

ceuticals and genetics),
challenging medical authority) and
encounter cost-controls)

thresholds

onal rivalry

sumers

medicalisation increases when (individual or collective) biomedical
come more prevalent, powerful or salient in addressing social problems



Table 2
Levels of medicalisation [6].

Macro Meso Micro

Legislation, rulings, reports, and debates of national and
international organizations such as government
bureaucracies, courts, legislatures, corporations,
markets, universities, journals, foundations, non-profit
organizations, and the media

Mission statements, reports, advertising,
and procedures of local and regional organizations
such as workplaces, hospitals, medical groups, clinics,
nursing homes, schools, social service agencies, and prisons

Face-to-face interaction and
physical contact between providers
(medical and non-medical) and clients
Client self-management

Table 3
Dimensions of medicalisation [6].

Discourses Biomedical vocabularies, models,
and definitions e symptom, syndrome, disease,
illness, contagion, etc.

Practices Biomedical practices and technologies e testing,
measurement, normalization, surveillance,
risk assessment, insurance coverage, examination,
lab testing, imaging, hygiene, surgery,
pharmaceuticals, medical devices, etc.

Identities (and actors) Individual and collective biomedical actors e
physicians, biomedical researchers, hospitals,
insurance companies, medical groups, drug and
device makers, medical schools, professional
associations, etc.

M.M. Mathpati et al. / Journal of Ayurveda and Integrative Medicine 11 (2020) 89e94 91
and Ayurveda is considered multidisciplinary in nature. The tradi-
tional literature and practice considers the health and wellbeing of
plants and animals as well as the surrounding environment. The
various branches of the tradition, like Vrukshayurveda (Ayurveda
for health of the plants), Pashuayurveda (Ayurveda for farm ani-
mals' health), Hasti ayurveda (Ayurveda for elephant health), are
not mentioned in current Ayurveda study, practice and policies
[17]. It could be argued that these various branches of Ayurveda
frame the world in a particular way and use medical interventions
when needed. It is not true to characterise Ayurveda just as a sci-
ence dealing with the human body and its life [3]. In recent years,
Ayurveda practice has lost its holistic perspective, which empha-
sises that the human being and nature have fundamental com-
monalities and are interdependent. Current Ayurveda education
has become medicalised to the extent that, it now only looks at
humans and is only taught in medical schools where its practice
and focus have become limited to clinical/hospital care by qualified
Ayurveda practitioners.

Historically, the teaching of Ayurveda was mainly offered
through a Gurukula system (a type of residential schooling system
in ancient India with shishya (students) living near or with the guru
(teacher) which encouraged a curiosity to understand, to practice
and to conduct research) [18]. The holistic rationale of Ayurveda,
with its bedside explanations and the use of the five Pramanas
(tools of knowledge) to diagnose and treat disease are examples of
its pedagogical approach (Table 4). The influence of biomedical
research today however, has encouraged a greater emphasis on
Sastra, the science of understanding, which has contributed to an
unbalanced approach leading to the bio-medicalisation of Ayur-
veda, which is now no longer holistic.

Today, Ayurveda teaching is established under the affiliation
of recognised universities only. The biomedical approaches of
Table 4
Tool to understand knowledge and its application at various levels as explained in Ayurv

Tools of knowledge

Aptopadesa: Knowledge through teachings of seers who are one with nature
Anumana: Knowledge through inference including Yukti e causal relations, and Upam
Pratyaksa: Knowledge through direct perception including yogaja pratyaksa or intuiti
unification and standardisation nationally is also being applied to
Ayurveda education and the role of the Central Council for Indian
Medicine (CCIM) has been influential in this process. However, the
current curriculum is designed in a way, which mimics the bio-
medical course with a view to achieving equal status. It has even
translated topics of study from English to Sanskrit to create subjects
that did not exist in Ayurveda (eg. anatomy is translated as
�sar�ıraracan�a and physiology as �sar�ırakriy�a). However, “Ayurvedic
�s�ar�ıra takes a systems approach to understanding the human being
as an integration of body, mind and self. It covers disciplines like
metaphysics, genetics, embryology, obstetrics, and study of vital
points, anatomy, pathology and forensic medicine”. The critical
elements of tattva (Principles), sastra (Science) and vyavahaa
(Practice) in studying Ayurveda, seem to be missing in the current
education policy [19]. There is no attempt to disseminate the
knowledge of Ayurveda to the public at large. Rather Ayurveda is
presently only taught professionally to create medically trained
physicians [20].
3.1.1. Standardisation
In recent years, even with the increasing growth and popularity

of the subject, diversity in the knowledge and practice of Ayurveda
is being reduced as it becomes increasingly ‘standardised’. This is
the result of the creation of a uniform study curriculum across the
country and through the influence of the rational philosophical
approach of allopathic medicine.

Ayurveda philosophy is constructed on the principle of local
adaptation, and health care approaches are diverse, region specific
and adapted to local conditions [19]. This is evident from the
numerous textbooks in local languages like the Chikitsa manjiri and
Sahasrayougam in Malayalam, the Chikista Pradeep in Marathi, and
the Sarvaaushadha guna kalapam, Ayurvedasara or Virabhattiya, and
Basavarajeeyam in Telagu [21e23]. With the standardisation of
education across the country, these local texts have lost their
importance in Ayurveda education and practice.
3.2. Medicalisation of practice and policies

Ayurveda explains that the role of the physician is to ‘give a
helping hand in the processes of healing’. Ayurvedic philosophy
believes that health-care practices are not only directed towards
curing a disease but are primarily used to maintain a healthy state
and thereby to prevent disease. A healthy state is maintained by
following some basic principles of lifestyle, a diet supplemented
with some formulations/medications, and other practices that
promote homeostasis between different body systems' [24].
eda philosophy.

Level of application

Tattva (principle) and Vyavahara (practice)
aan e comparative reasoning Sastra (codification of knowledge e science)

ve cognition Vyavahara (practice) and Tattva (principles)
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At the interactional level, the approach to Ayurveda treatment
involves reinforcing the capacity of the patient to fight disease and
encourages individuals to take responsibility for their own health
by rejecting the disempowered role of the submissive patient [3].
The emphasis is upon the perception of health as ‘a value in itself’
and upon the individual actively participating in the ongoing
maintenance of their own good health. Every person is regarded as
a unique and non-standard being. This uniqueness of each person is
a product of a large number of variables that include factors of
geography, climate, season, race, familial background, body
constitution, and diet. Treatments vary according to the interaction
and sensitivity of the patient/practitioner relationship. Today, with
the standardisation, commercialisation and professionalisation of
Ayurveda practice, this knowledge and understanding seems to
have been lost.

In addition, an essential role of Ayurveda is to create balance and
homeostasis, which is essential for the prevention of illness,
whereas now its focus is on curative medicine [25] and the concept
of ‘curing disease’. There are currently no public health and pre-
ventive health care programmes being developed with Ayurveda
knowledge, wisdom and perspective. For example, concepts like
“Achara rasayana” which is the strategy for regulating behavioural
and social conduct to ensure a healthy life in a healthy society and
the use of non-pharmacological interventions related to lifestyle
and diet which Ayurveda advocates, have been neglected in current
practice and are not being used to develop public health pro-
grammes [26].

3.2.1. The professionalisation of Ayurveda
Since the 19th century Ayurveda practice has been based

mainly on the modern concepts of health care delivery [27] where
care is provided by professionals and is limited to clinical and
hospital settings although a few exceptions exist. Because the
modern Ayurveda education system is modelled on the process of
nationalisation, standardisation, institutionalisation and scienti-
sation of traditional medicine, Ayurveda practitioners are trained
using a biomedical curriculum with a biomedical perspective of
healthcare delivery. From this process has emerged a new
biomedical Ayurveda vocabulary which includes words like,
ayurgenomics, ayurnutrigenomics and ayurpharmacoepidemiol-
ogy [28]. The professionalisation of Ayurveda parallels the pro-
fessionalisation seen in current biomedical institutions in terms
of policy, education and research [2,29] and the entire curriculum
is designed to mimic the Bachelor of Medicine, Bachelor of Sur-
gery (MBBS) degree course with a view to achieving equal status
with bio-medicine.

As a result of professionalisation, traditions like Asta Vaidya and
Ezhava in the State of Kerala [25], and the Puttur Kattu (Traditional
bone setting practice) in Andhra Pradesh [30], which are examples
of the practice of Ayurveda at the community level, are being lost.
The current Ayurveda regulatory authority does not recognise these
traditions and therefore potentially devalues the contributions of
these highly skilled practitioners. Currently, there seems to be no
interest or initiatives by policy makers to bring back these com-
munity based practices that have a profound connection and un-
derstanding of the intimate links between the human being,
community and nature.

3.2.2. Bio-medicalisation
Today, the connection between local knowledge, resources and

Local Health Traditions (LHT) is being lost. The codified systems are
considered as Sanskrit streams of knowledge, the non-codified
streams are Prakrit streams of knowledge, and they both interact.
The exchanges between them continuously enhance practices and
contribute significantly to a more coherent approach to health and
wellbeing [31]. The Caraka Samhita explains that the basis of Ay-
urveda knowledge is within local health traditions. Today this
connection is disappearing and current Ayurveda policies and
practice lack the insights and understanding of the importance of
this knowledge.

In India, the diversity of the knowledge contained within the
LHT is much greater than any codified tradition (eg. Ayurveda,
Siddha, or Unani). A database at the Trans-Disciplinary University,
Bangalore documents 6500 plants used in local traditions
compared to 2500 plant species in the various codified systems.
This information highlights the vast knowledge of LHT and today,
Ayurveda practitioners neglect this knowledge and fail to under-
stand that various components of their tradition have emerged
from the Local Health Traditions held in communities.
3.2.3. Ayurveda's integrative approach: synergistic, pluralistic and
multicultural

Ayurveda accepts alternative or even competing approaches to
healing as parallel truths, which need not necessarily contradict
each other [3]. It has always been progressive and inclusive,
adopting an integrative approach to other systems. As stated in the
Charaka Samhita, ‘The science of life shall never attain finality. The
entire world consists of teachers for the wise. Therefore, knowledge,
conducive to health, longevity, fame and excellence, coming even from
an unfamiliar source, should be respectfully received, assimilated and
utilised’ [18].

The Ayurvedic texts contain relevant information on life in all its
forms and varied conditions by discussing various allied topics [32].
To that extent its approach may be considered synergistic, plural-
istic, and multicultural [3] and the classical Ayurveda texts are
evidence of its highly interdisciplinary nature. This can be
explained with an example from the Charaka Samhita, the various
subject matters of medicine are prominently interspersed with
material that may appropriately belong to the disciplines of reli-
gion, philosophy, psychology, ethics, and sociology. A significant
proportion of the Charaka literature is directly concerned with the
social aspects of medicine and life, and is mainly committed to
concerns of medicine and sociology with a comprehensive expla-
nation of philosophical, metaphysical, ethical, psychological, and
religious issues appearing at regular intervals. These disciplines are
considered to act as supporting structures describing basic ideas
about life, health, ill health, and death, which form the base of the
application of Ayurveda [3,33]. The neglect of this multifaceted
approach in current practice is unfortunate.
3.2.4. Pharmaceuticalisation
The pharmaceutical industry has had a significant role to play in

the process of medicalisation everywhere. Pharmaceuticalisation
has focused studies on particular disease conditions or activities
and has also explained them in bio-medical terms, looking for
active ingredient or bio molecules for drug preparation. This pro-
cess of social control has contributed to the loss of diversity, which
is evident from the Ayurvedic pharmacopeia of Indiawhich legalises
only 976 compound formulations and 540 mono-monographs of
plant, animal and minerals (including metals) [34] when in fact
there are more than 10000 formulations mentioned in the classical
texts [27]. Industrialisation has also brought deviation from the
‘basic forms of medicine (eg Juices, decoction, powders, etc) and
concepts’ of medicine preparation [35] thus reducing local use and
preparations. In addition, insurance coverage for patients is limited
to drugs from the pharma industries and does not cover drugs
prepared at local or household level, thus discouraging the
continuation of local processes used for the creation and produc-
tion of drugs.
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4. Discussion

The Ayurveda understanding of health and wellbeing is an
important approach that can be helpful for building today's
health systems [36,37] and these systems need to be intimately
connected to communities. It is important to remember that
Ayurveda is about the ‘knowledge of life’, it is not about disease.
Its unique and simple-to-understand way of classifying the hu-
man population based on individual prakriti or constitution [38]
provides important knowledge for all communities. This knowl-
edge has helped communities all over India to continue its use
and many community cultural practices are based on Dinacharya
and Ritucharya (daily and seasonal routines) [39] prescribed in
Ayurveda to maintain positive health. Social-cultural research
suggests that health and the social fabric of communities are
related and the traditional health sciences are generally under-
stood as well integrated in communities and share a common
ethos with them to deliver social-culturally sensitive health care
[40]. However, the current perspective on the standardisation
and professionalisation of Ayurveda and the new approach to the
training of Ayurveda practitioners has led to a disconnect be-
tween Ayurveda practice, its connection with the health system
and its connections with the reality of community life and natural
processes.

Efforts of organisations like the Foundation for the Revitalisation
of Local Health Traditions (FRLHT) have succeeded in scientifically
demonstrating community based solutions for prevention and
management of diseases like malaria [41]. They have also demon-
strated how many simple primary health care problems can be
managed at household level using home herbal gardens based on
local and Ayurveda knowledge. These examples, apart from their
health and nutritional benefits, also demonstrate considerable cost
saving [25,42,43]. Research from the Institute of Applied Derma-
tology in the Kasaragod district of Kerala also provides evidence of
the effective management of skin diseases at the community level
using Ayurveda knowledge [41]. These examples show the appli-
cation and relevance of local and Ayurveda knowledge in changing
approaches to health care in India today and in providing a counter-
balance to the increasing growth and strength of the previously
described medicalised approach to health. Individuals and com-
munities need to be encouraged to make use of this knowledge to
improve their own individual health, the health of their commu-
nities, the structures of the health system and ultimately the overall
health of their societies.

There is a need to alter the current policies in India on health
and wellbeing, and the role and use of LHT and Ayurveda. To
begin with, a major emphasis is required at the level of Ayurveda
education and its mechanisms of knowledge transfer, practice,
and care delivery. The Ayurveda perspective and therefore its
training, should go even wider than human health to the health
of the environment and studies today show the importance of
humanenature relation in maintaining health and wellbeing
[44]. With knowledge of life, communities and nature, Ayurve-
da's holistic perspective is also needed and would be helpful in
providing a more balanced approach to the struggle between the
public and private sectors in health care. This approach will help
to find ways of reducing the increasing domination of the
pharmaceutical industry and its philosophy, which has
contributed to the industrialisation of Ayurveda pharmacy and
the medicalisation of health care and life. In helping to provide
different insights into the health/illness of the humans and
environment, through a focus on the conservation of natural
resources, Ayurveda knowledge and practice emphasise that the
connection between therapeutic landscapes and human health
is a relational one [45].
5. Conclusion

It is clear that medicalisation has narrowed the holistic
perspective of Ayurveda leading to a large gap between the per-
spectives and practice of Ayurveda. This gap is now being expressed
and translated into the policies that govern howAyurveda is taught,
learnt, and practised and this gap needs to be addressed if Ayurveda
is to be useful in bringing back the importance of Swastya (being
rooted within one self), into discussions around individual and
community health and the sustainability of the health system.
Through its knowledge and practices at individual, community and
health care delivery levels, Ayurveda has the opportunity to
improve the health and wellbeing of individuals and communities,
making them more self-reliant, thus helping to make the Indian
health system more resilient and sustainable. This can only be
achieved however, if its holistic philosophy and perspectives are
once again recognised, respected and allowed to balance the cur-
rent process of Ayurveda medicalisation.
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