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Abstract  

Drawing on biopower and embodiment, the article examines 

how biomedical authority in breast cancer care is produced 

through technologies (mammography, genetic testing, 

advanced imaging), institutional hierarchies, and standardized 

protocols. These mechanisms expand surveillance from 

disease to risk, privilege visual/objective evidence over lived 

sensation, and convert informed consent into procedure, 

narrowing autonomy. The analysis conceptualizes breast 

cancer as an embodied disruption: treatments reconfigure 

appearance, sexuality, and intimacy, generating body 

alienation and identity dissonance; reconstruction sits 

ambivalently between self-recovery and biomedical 

normalization. Yet agency persists. Individually, patients seek 

second opinions, combine complementary practices with 

conventional care, and cultivate “epistemic agency” via self-

education. Collectively, advocacy networks mobilize 

narratives and lobby for integrative, patient-centered models 

                                                           
 

that rebalance psychosocial with clinical outcomes. The 

article’s contribution is to link biomedicalization to identity 

work and to delineate “structural coercion” whereby choice is 

constrained within guideline-driven menus. It calls for care 

arrangements that retain the benefits of standardization while 

institutionalizing dialogic consent, legitimizing embodied 

testimony, and broadening success metrics beyond survival 

toward quality, dignity, and control. 

Keywords : biomedicalization; embodiment; biopower; 

patient autonomy; standardized protocols; structural coercion; 

breast cancer. 

Introduction 

The rise of biomedical authority in contemporary healthcare 

systems has profoundly reshaped the lived experiences of 

patients, particularly in the management of breast cancer. 

Standardized protocols, advanced technologies, and 

institutionalized practices now dominate care delivery, often 
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prioritizing clinical outcomes over the subjective and 

embodied realities of patients. These developments have 

raised significant sociological questions about the balance 

between medical authority and patient autonomy, the 

negotiation of agency within institutional hierarchies, and the 

profound ways in which medical interventions shape identity.  

Within medical sociology, these dynamics reflect broader 

tensions between biomedicine’s reductionist tendencies and 

the holistic needs of patients navigating illness. 

While extensive scholarship has examined the processes of 

biomedicalization and their impact on health systems, critical 

gaps remain in understanding how patients experience and 

resist the dominance of biomedical authority. In particular, 

limited attention has been given to the strategies individuals 

and collectives employ to assert agency in a system 

characterized by institutional control and standardized care 

pathways. Furthermore, the embodied disruptions caused by 

medical interventions, such as those experienced by breast 

cancer patients, have yet to be fully explored in relation to 

identity reconstruction and sociocultural resistance. These 

gaps underscore the need for a deeper sociological 

engagement with the lived experiences of patients and the 

ways in which they navigate and challenge biomedical power. 

This article seeks to address the central question: How does 

the dominance of biomedical authority in breast cancer care 

shape and constrain patient autonomy, while simultaneously 

influencing embodied identity and agency? By exploring this 

question, the study critically examines the institutional 

mechanisms of biomedical authority, the sociological 

implications of standardized care, and the strategies patients 

use to resist and reconfigure their health journeys. It highlights 

the interplay between individual and collective agency in 

challenging the reductionist focus of biomedicine, offering 

insights into the emergence of more holistic, patient-centered 

models of care. 

The analysis is guided by key sociological frameworks, 

including Michel Foucault’s concept of biopower, which 

examines how institutionalized authority governs bodies and 

populations, and embodiment theory, which emphasizes the 

lived and relational dimensions of illness. By situating the 

discussion within these theoretical perspectives, the article 

contributes to ongoing debates about the ethics of care, the 

politics of resistance, and the reimagining of healthcare 

systems to better integrate patient experiences and needs. 

These contributions are particularly relevant in the context of 

breast cancer, where the embodied realities of disease and 

treatment intersect with sociocultural norms and institutional 

imperatives. 

Focusing on breast cancer care provides a compelling case 

study for analyzing the broader implications of biomedical 

dominance. Breast cancer, as both a medical condition and a 

sociocultural phenomenon, illuminates the intricate interplay 

between individual experiences and institutional structures. 

The article explores how standardized protocols, 

technological interventions, and institutional hierarchies 

shape patient autonomy and identity, while also examining the 

strategies individuals and collectives employ to resist these 

forces. In doing so, it advances a more nuanced understanding 

of how patients assert agency and navigate care in a system 

that often prioritizes institutional efficiency over holistic 

wellbeing. 

The article is organized into two main sections. The first 

section examines the institutional mechanisms of biomedical 

authority, focusing on the rise of standardized protocols and 

their implications for patient autonomy. The second section 

explores patient resistance, analyzing both individual 

strategies for navigating medical power and collective efforts 

to advocate for holistic care. Together, these sections 

illuminate the contested terrain of contemporary healthcare, 

where the dominance of biomedical authority intersects with 

the resilience and agency of patients. 

 

I. Biomedicalization and the Lived Experience of 

Breast Cancer 

1. The Rise of Biomedical Authority in Breast Cancer 

Care 

1.1 Technological Advancements and the Expansion of 

Medical Control 
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The rise of biomedical authority in breast cancer care is deeply 

intertwined with the technological advancements that have 

transformed the medical field over the past few decades. The 

expansion of medical control, a central concept in medical 

sociology, highlights how technological innovations not only 

enhance diagnostic and therapeutic capabilities but also 

consolidate the dominance of biomedical expertise in defining 

health, illness, and appropriate care. This authority is 

reinforced through a process of institutionalization, where 

technologies such as mammography, genetic testing, and 

advanced imaging tools are positioned as indispensable for 

managing breast cancer, thus centralizing power within the 

biomedical framework. 

Technological advancements, particularly mammography, 

illustrate this dynamic vividly. Initially introduced as a 

method to enhance early detection, mammography became a 

cornerstone of breast cancer screening programs. These 

programs, often framed as public health initiatives, 

normalized regular surveillance and reinforced the idea that 

biomedical intervention is a moral obligation for women’s 

health. Through Foucauldian lenses, this can be seen as a form 

of biopower, where individuals are encouraged, if not 

compelled, to participate in health surveillance practices that 

align with biomedical norms. This process not only prioritizes 

early detection but also creates a narrative where adherence to 

technological monitoring is equated with responsible 

citizenship1. 

Genetic testing, particularly advancements such as BRCA1 

and BRCA2 mutation screening, further underscores the 

expansion of medical control. These technologies shift the 

discourse from illness treatment to risk management, 

effectively medicalizing the pre-disease state. Women 

identified as high-risk are often advised to undergo 

prophylactic interventions, such as mastectomy or 

oophorectomy, even in the absence of active disease. This 

                                                           
1 Armstrong, David, Political Anatomy of the Body: Medical Knowledge 

in Britain in the Twentieth Century, Cambridge: Cambridge University Press, 

1983, p. 45. 
2 Clarke, Adele E., Janet K. Shim, Laura Mamo, Jennifer Ruth Fosket, and 

Jennifer R. Fishman, "Biomedicalization: Technoscientific Transformations 

creates a paradox where medical authority exerts influence 

over bodies not yet diagnosed with cancer, reframing health 

as a precarious state requiring constant vigilance and 

intervention2. 

Furthermore, the proliferation of imaging technologies, such 

as MRI and PET scans, has deepened the reliance on visual 

diagnostics. These tools, often perceived as objective and 

definitive, reinforce the centrality of medical expertise by 

privileging technological interpretations of the body over 

patients’ subjective experiences. As sociologists have noted, 

this reliance on imaging technologies constructs the body as a 

site of medical observation, where visual evidence becomes 

the primary determinant of medical truth. This dynamic not 

only enhances the authority of clinicians but also diminishes 

the role of patients’ embodied knowledge in the decision-

making process, effectively marginalizing their lived 

experiences in favor of biomedical assessments3. 

The rise of biomedical authority in breast cancer care, driven 

by these technological advancements, reflects a broader 

sociological tension between the benefits of medical progress 

and the implications of expanding medical control. By 

embedding technological practices into routine care, 

biomedicalization redefines the boundaries of health, risk, and 

responsibility, consolidating the dominance of medical 

institutions while simultaneously reshaping the lived 

experiences of individuals navigating breast cancer. 

1.2  Implications of Biomedical Practices on Patient 

Perceptions 

The implications of biomedical practices on patient 

perceptions in breast cancer care reveal a profound 

reconfiguration of how individuals experience and internalize 

their illness. As biomedical authority expands, it reshapes the 

ways patients interpret their bodies, decisions, and identities 

of Health, Illness, and U.S. Biomedicine," American Sociological Review 68, 
no. 2 (2003), p. 161. 

3 Cartwright, Lisa, Screening the Body: Tracing Medicine’s Visual 

Culture, Minneapolis: University of Minnesota Press, 1995, p. 78. 
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within the framework of medicalization. This dynamic is 

particularly visible in the way breast cancer is framed as a 

condition requiring adherence to technological and clinical 

protocols, which in turn influences how patients perceive their 

roles in managing their health. 

One significant implication is the emergence of what 

sociologists describe as the "moralization of compliance," 

where patients are subtly, and often explicitly, encouraged to 

align their decisions with biomedical norms. For instance, 

breast cancer screening programs such as mammography 

campaigns position early detection as a moral imperative, 

suggesting that a failure to engage in such practices equates to 

negligence in self-care. This framing reinforces a sense of 

personal responsibility that places the onus of health 

management squarely on the individual, while sidelining 

structural or systemic factors that might shape access to 4(1). 

The narrative of compliance thus becomes intertwined with 

societal expectations of being a "good patient" or a 

"responsible citizen," complicating the patient’s relationship 

with their own agency. 

At the same time, the dominance of biomedical practices often 

leads to a form of "epistemic silencing," where the subjective 

and embodied knowledge of patients is overshadowed by 

clinical interpretations. In breast cancer care, medical imaging 

technologies, such as mammography and MRIs, are imbued 

with a sense of objectivity that supersedes the lived experience 

of the patient. Patients are often compelled to defer to the 

expertise of clinicians, as visual evidence from imaging tools 

is constructed as the definitive representation of their health 

status. This epistemological hierarchy prioritizes medical 

perspectives while marginalizing the nuanced ways in which 

individuals experience their illness, including pain, fear, and 

uncertainty5. The resulting disconnect can create feelings of 

                                                           
4 Rose, Nikolas, The Politics of Life Itself: Biomedicine, Power, and 

Subjectivity in the Twenty-First Century, Princeton: Princeton University 

Press, 2007, p. 154. 
5 Mol, Annemarie, The Logic of Care: Health and the Problem of Patient 

Choice, London: Routledge, 2008, p. 63. 

alienation, as patients struggle to reconcile the medicalized 

representations of their bodies with their personal realities. 

Furthermore, the pervasive discourse of survivorship within 

breast cancer care adds another layer of complexity to patient 

perceptions. Survivorship is frequently framed through a 

biomedical lens, emphasizing treatment adherence and the 

overcoming of physical disease. However, this focus often 

neglects the broader psychosocial and emotional dimensions 

of recovery, such as grappling with identity changes, body 

image concerns, and long-term trauma. Patients who do not fit 

neatly into the biomedicalized narrative of survivorship—

those who refuse certain treatments, experience recurrence, or 

face ongoing health challenges—may feel excluded or 

stigmatized. This reflects a tension between the universalizing 

tendencies of biomedical authority and the diverse realities of 

patient experiences, highlighting the need for a more inclusive 

approach to care that validates both medical and embodied 

perspectives6. 

The implications of these practices demonstrate how 

biomedical authority extends beyond the clinical realm to 

shape the sociocultural landscape of breast cancer care. By 

embedding expectations of compliance, privileging clinical 

objectivity, and narrowing the discourse of survivorship, 

biomedical practices influence not only how patients navigate 

their illness but also how they perceive their own autonomy, 

identity, and place within the healthcare system. 

2. Embodiment and Identity in Breast Cancer 

Experiences 

2.1 Breast Cancer as an Embodied Disruption 

Breast cancer represents a profound disruption to 

embodiment, challenging individuals' perceptions of their 

physical, social, and emotional selves. As a condition that 

uniquely intersects with cultural constructs of femininity, 

6 Ehrenreich, Barbara, Bright-Sided: How the Relentless Promotion of 
Positive Thinking Has Undermined America, New York: Metropolitan Books, 

2009, p. 84. 
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beauty, and health, breast cancer forces individuals to 

renegotiate their identities within a biomedical framework that 

often prioritizes treatment over the lived experience of illness. 

From a sociological perspective, the concept of embodiment 

allows us to analyze how the disease not only affects the body 

biologically but also restructures the ways individuals 

experience and interpret their bodies within societal and 

medical discourses. 

The diagnosis of breast cancer initiates a process where the 

body becomes a site of medical intervention, observation, and 

control. This biomedical framing often reduces the body to an 

object of clinical scrutiny, prioritizing pathophysiological 

processes over the subjective realities of the individual. 

Patients frequently describe feelings of estrangement from 

their own bodies as they navigate surgeries, chemotherapy, 

and radiation. These treatments, while aimed at eradicating the 

disease, profoundly alter the physical form—scarring, hair 

loss, and changes in weight or skin texture serve as constant 

reminders of the illness. Sociologically, this aligns with the 

concept of "body alienation," where individuals feel a 

disconnection between their embodied selves and the 

medicalized body being acted 7(1). This alienation is not 

merely a personal struggle but is shaped by societal 

expectations, which often equate health with appearance and 

physical integrity. 

Beyond the physical impact, breast cancer disrupts identity at 

a deeper level by intersecting with social constructs of gender 

and sexuality. Breasts, as culturally charged symbols of 

femininity and motherhood, hold significant sociocultural 

meaning. The loss or alteration of this body part through 

mastectomy challenges normative ideals of womanhood, 

leaving many patients to navigate feelings of inadequacy, 

grief, or stigma. The sociologist Kathy Charmaz notes that 

such disruptions to embodiment can lead to "identity 

dissonance," where individuals struggle to reconcile their pre-

illness self with the realities imposed by the disease and its 

treatment8. For some, this manifests in efforts to "pass" as 

                                                           
7 Leder, Drew, The Absent Body, Chicago: University of Chicago Press, 

1990, p. 86. 
8 Charmaz, Kathy, Loss of Self: A Fundamental Form of Suffering in the 

Chronically Ill, Sociology of Health & Illness 5, no. 2 (1983), p. 170. 

unaffected through reconstructive surgery or cosmetic 

interventions, while others may reject these societal norms, 

embracing their altered bodies as acts of resistance against 

oppressive gendered ideals. 

Moreover, breast cancer often requires patients to renegotiate 

their place in social relationships. The illness can strain 

intimate partnerships, as changes in appearance and physical 

abilities alter dynamics of attraction and caregiving. Social 

perceptions of the "cancer patient" as fragile or dependent may 

further complicate interactions, leaving individuals feeling 

marginalized or objectified. These shifts highlight how 

embodiment is not a solitary experience but one that is deeply 

embedded within social contexts. Medical sociology 

emphasizes the relational nature of embodiment, noting that 

the disruption caused by breast cancer extends beyond the 

individual to include families, friends, and caregivers who are 

also affected by the sociocultural and emotional dimensions 

of the disease9. 

In examining breast cancer as an embodied disruption, it 

becomes clear that the biomedical focus on disease eradication 

often overlooks the broader implications of how individuals 

live with and through illness. By engaging with the 

sociological dimensions of embodiment, it is possible to 

highlight the need for more holistic approaches to care—ones 

that validate the subjective experiences of patients and address 

the profound identity shifts that accompany the physical 

realities of the disease. 

2.2  Medical Interventions and the Reconstruction of 

the Self 

Medical interventions in breast cancer care, while aimed at 

disease management and physical recovery, carry profound 

implications for the reconstruction of the self. These 

interventions—ranging from mastectomies to chemotherapy 

and reconstructive surgeries—reconfigure not only the 

physical body but also the identity and embodied experiences 

of patients. From a sociological perspective, these medical 

9 Williams, Simon J., Emotion and Social Theory: Corporeal Reflections 

on the (Ir)Rational, London: Sage Publications, 2001, p. 92. 
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practices extend beyond clinical objectives to engage with 

broader cultural and social understandings of identity, 

normalcy, and selfhood. 

One of the most immediate and visible impacts of medical 

interventions is the alteration of the physical body, 

particularly through mastectomy. The removal of one or both 

breasts, often viewed as necessary for survival, disrupts 

cultural and personal associations of the breast with 

femininity, sexuality, and maternal identity. This disruption 

forces patients to negotiate a redefinition of their embodied 

self. Sociologists argue that these changes are not experienced 

in isolation but are deeply influenced by societal norms that 

equate a woman’s body with aesthetic and reproductive ideals. 

For many, the loss of the breast creates a sense of "corporeal 

absence," where the physical alteration triggers an emotional 

and existential void that challenges their pre-illness sense of 

identity10. The medical response to this void, particularly 

through reconstructive surgery, illustrates the interplay 

between medicalization and the cultural imperative to 

"normalize" the body. 

Reconstructive surgery, often presented as a solution to the 

disruption caused by mastectomy, underscores the tension 

between individual agency and societal expectations. On one 

hand, it offers patients an opportunity to reclaim a sense of 

wholeness and continuity with their pre-cancer identity. On 

the other hand, the decision to undergo reconstruction is often 

shaped by external pressures to conform to aesthetic norms 

that privilege symmetrical and "complete" bodies. This 

highlights the concept of "biomedical normalization," where 

medical interventions are not only about restoring health but 

also about aligning bodies with societal standards of 

appearance11. The process of reconstruction can, therefore, be 

seen as a double-edged sword—while it may help some 

individuals integrate their illness experience into their sense 

of self, it can also perpetuate a narrative that stigmatizes 

difference and prioritizes external validation over internal 

acceptance. 

                                                           
10 Frank, Arthur W., The Wounded Storyteller: Body, Illness, and Ethics, 

Chicago: University of Chicago Press, 1995, p. 56. 
11 Davis, Kathy, Reshaping the Female Body: The Dilemma of Cosmetic 

Surgery, New York: Routledge, 1995, p. 112. 

In addition to surgical interventions, chemotherapy and 

radiation therapy play a significant role in reshaping the 

embodied self. These treatments, often associated with visible 

side effects such as hair loss, weight changes, and skin 

damage, disrupt patients’ physical appearance and sensory 

experiences of their bodies. These transformations are not 

merely superficial; they challenge patients’ sense of 

continuity and predictability in their embodied existence. 

Sociological analyses highlight that these side effects, while 

temporary in most cases, become markers of a "cancer 

identity" that patients must either embrace or resist. This 

identity is socially constructed through interactions with 

others who often view the visible signs of treatment as 

symbols of both vulnerability and resilience12. The interplay 

between these external perceptions and patients’ internal 

struggles underscores the relational nature of identity 

reconstruction in the context of medical interventions. 

The reconstruction of the self following breast cancer is, 

therefore, a complex process influenced by medical, cultural, 

and interpersonal factors. While medical interventions aim to 

address the biological aspects of the disease, they 

simultaneously shape how individuals experience and express 

their embodied identity. A deeper sociological engagement 

with these dynamics can provide valuable insights into how 

care practices might better address the holistic needs of 

patients, recognizing the intertwined physical, emotional, and 

social dimensions of breast cancer survivorship. 

II. Negotiating Power and Resistance in Breast 

Cancer Management 

1. Medical Authority and the Constraints on Patient 

Autonomy 

1.1 Institutional Mechanisms of Biomedical Authority 

The institutional mechanisms underpinning biomedical 

authority play a pivotal role in shaping the dynamics of 

medical care and constraining patient autonomy. These 

mechanisms, deeply embedded within healthcare systems, 

12 Bury, Michael, Health and Illness in a Changing Society, London: 

Routledge, 1997, p. 84. 
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operate through a confluence of professional expertise, 

institutional hierarchies, and regulatory frameworks that 

centralize decision-making power within the biomedical 

domain. From a sociological perspective, these structures not 

only legitimize medical authority but also create systemic 

barriers that limit patients' ability to exercise meaningful 

agency over their health and treatment. 

Central to the institutionalization of biomedical authority is 

the professionalization of medicine, which positions clinicians 

as gatekeepers of knowledge and decision-making. This 

professionalization is maintained through rigorous 

credentialing processes, specialized training, and the 

monopolization of medical expertise, all of which establish a 

clear demarcation between those who hold authority and those 

who are subject to it. Patients, while often regarded as 

collaborators in care, are frequently positioned as dependent 

on the guidance of medical professionals, whose expertise is 

framed as both objective and indispensable. This dynamic 

reflects what Foucault terms the "medical gaze," a mode of 

observation that reduces patients to biological entities while 

obscuring their subjective experiences and preferences13. 

Within this framework, the institutional mechanisms of 

medical authority not only reinforce the hierarchical nature of 

doctor-patient relationships but also diminish the potential for 

shared decision-making. 

Institutional hierarchies further consolidate biomedical 

authority by embedding power dynamics into the very 

structure of healthcare delivery. Hospitals, clinics, and 

regulatory agencies function as sites where medical authority 

is both exercised and reproduced, often through standardized 

protocols and evidence-based guidelines. While these 

protocols are designed to ensure consistent and effective care, 

they also impose rigid frameworks that constrain patients' 

choices. For example, in the context of breast cancer 

treatment, institutional policies may prioritize certain 

interventions—such as surgery or chemotherapy—based on 

                                                           
13 Foucault, Michel, The Birth of the Clinic: An Archaeology of Medical 

Perception, New York: Vintage Books, 1975, p. 89. 
14 Timmermans, Stefan, and Steven Epstein, "A World of Standards but 

Not a Standard World: Toward a Sociology of Standards and 

Standardization," Annual Review of Sociology 36 (2010), p. 72. 

statistical efficacy, leaving little room for individualized 

approaches that align with patients’ values and preferences. 

These practices illustrate the concept of "structural coercion," 

where institutional imperatives override personal autonomy 

under the guise of medical necessity14. The result is a system 

that prioritizes efficiency and standardization over the 

relational and contextual aspects of care. 

Moreover, regulatory frameworks and legal requirements 

further entrench biomedical authority by legitimizing 

institutional control over health-related decision-making. 

Informed consent, a cornerstone of ethical medical practice, is 

often implemented in ways that reinforce institutional 

dominance rather than empower patients. While consent 

theoretically ensures that patients have the right to make 

informed decisions about their care, it is frequently reduced to 

a procedural formality, with patients presented with complex 

medical information in a manner that privileges the clinician's 

perspective. This reflects a broader sociological critique of 

informed consent as a mechanism that, in practice, upholds the 

authority of medical institutions rather than facilitating 

genuine patient autonomy15. Such dynamics highlight the 

limitations of institutional safeguards in addressing the power 

asymmetries inherent in biomedical systems. 

The institutional mechanisms of biomedical authority, while 

essential for the organization and delivery of healthcare, raise 

critical questions about the balance between professional 

control and patient autonomy. By embedding hierarchical 

structures and regulatory practices into the fabric of 

healthcare, these mechanisms risk perpetuating a system 

where patients are passive recipients of care rather than active 

participants in their own health journeys. A deeper 

sociological interrogation of these dynamics is essential to 

reimagine healthcare systems that prioritize relationality, 

context, and patient empowerment alongside clinical 

expertise. 

15 O’Neill, Onora, Autonomy and Trust in Bioethics, Cambridge: 
Cambridge University Press, 2002, p. 45. 
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1.2  Standardized Protocols and the Limits of 

Individual Agency 

Standardized protocols, a hallmark of contemporary 

biomedical systems, have emerged as a critical mechanism for 

ensuring consistency and efficacy in medical care. These 

evidence-based guidelines are often framed as tools to 

optimize patient outcomes by minimizing variability in 

clinical practice. However, their implementation frequently 

constrains individual agency, reducing patients' ability to 

make autonomous decisions about their care. From a 

sociological perspective, these protocols epitomize the tension 

between institutional imperatives and the subjective 

experiences of patients, illustrating how biomedical authority 

is reinforced at the expense of personalized care. 

The institutional reliance on standardized protocols reflects a 

shift toward what sociologists describe as the "technicization" 

of healthcare. By privileging measurable outcomes and 

statistical efficacy, these guidelines translate complex clinical 

decisions into algorithmic pathways that prioritize efficiency 

and predictability. While this approach has undeniably 

advanced the quality and accessibility of care in many 

contexts, it simultaneously narrows the scope of patient 

involvement in decision-making. Patients are often presented 

with limited options that align with pre-defined pathways, 

leaving little room for their values, preferences, or embodied 

experiences to shape the course of their treatment16. This 

dynamic underscores the structural limitations of biomedical 

systems, where protocols are designed to serve populations 

but may fail to address the unique needs of individuals. 

In breast cancer care, standardized protocols for surgery, 

chemotherapy, and radiation provide a compelling case study 

of how these limitations manifest. Treatment plans are often 

dictated by guidelines that categorize patients based on tumor 

size, stage, and genetic markers, among other factors. While 

such categorization is rooted in scientific rigor, it reduces 

patients to clinical variables, disregarding the social, cultural, 

                                                           
16 Armstrong, Natalie, and Helen Eborall, "The Sociology of Medical 

Screening: Critical Perspectives, New Directions," Sociology of Health & 

Illness 34, no. 2 (2012), p. 169. 
17 Lupton, Deborah, Medicine as Culture: Illness, Disease, and the Body 

in Western Societies, London: Sage Publications, 2012, p. 112. 

and emotional dimensions of their illness. This approach 

reflects what sociologist Deborah Lupton describes as the 

"biomedicalization of choice," where autonomy is framed as 

the ability to select from a narrow range of medically 

sanctioned options rather than genuinely participate in the co-

creation of care plans17. The result is a system where the 

illusion of choice masks the underlying dominance of 

biomedical authority. 

The constraints imposed by standardized protocols are further 

compounded by the dynamics of trust and dependency 

inherent in the doctor-patient relationship. Patients, 

particularly those navigating life-threatening illnesses such as 

breast cancer, often defer to the expertise of clinicians who 

present these protocols as the most reliable path to recovery. 

This deference, while understandable, exacerbates the power 

asymmetries that characterize biomedical systems. 

Sociological analyses highlight that such power dynamics are 

institutionalized through the discourse of "informed 

compliance," where patients are encouraged to trust medical 

expertise and adhere to prescribed treatments without fully 

engaging in critical dialogue about alternatives18. This 

reinforces a passive role for patients, marginalizing their 

capacity to challenge or adapt standardized protocols to their 

lived realities. 

Standardized protocols, while essential for ensuring equitable 

and evidence-based care, underscore the inherent limitations 

of biomedical systems in accommodating the diversity of 

human experiences. By prioritizing institutional efficiency 

and clinical outcomes, these guidelines often overlook the 

relational and contextual aspects of care that are central to 

patient autonomy. A sociological critique of these dynamics 

is essential for envisioning healthcare models that balance the 

benefits of standardization with the imperative to honor 

individual agency and the complexity of lived illness 

experiences. 

18 Pilnick, Alison, and Jonathan Hindmarsh, "‘When the Operation’s Done, 
We’ll Have a Look’: Decision-Making and Uncertainty in Surgeon-Patient 

Interaction," Sociology of Health & Illness 21, no. 1 (1999), p. 101. 
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2. Patient Agency and Resistance to Biomedical 

Authority 

2.1  Individual Strategies for Navigating Medical 

Power 

Patient agency in the face of biomedical authority often 

emerges as a negotiation of power, where individuals employ 

a range of strategies to assert control over their healthcare 

journeys. These strategies, while shaped by the structural 

constraints of biomedical systems, also reflect the capacity of 

patients to navigate, resist, and reinterpret medical authority 

in ways that align with their personal values and lived 

experiences. Medical sociology provides a valuable lens to 

explore these acts of agency, highlighting how individuals 

actively challenge and adapt to the institutionalized norms of 

healthcare. 

One prominent strategy patients use to navigate medical 

power is seeking second opinions. This practice not only 

allows individuals to gather additional information but also 

empowers them to critically evaluate the recommendations of 

healthcare providers. By consulting multiple experts, patients 

can challenge the finality of a single biomedical narrative, 

creating space for alternative interpretations of their condition 

and treatment options. Sociologically, this reflects the concept 

of “epistemic agency,” where patients assert their role as 

active participants in knowledge production rather than 

passive recipients of medical expertise19. In doing so, they 

disrupt the hierarchical dynamics that often position clinicians 

as the sole arbiters of health and illness. 

Another significant approach involves patients actively 

engaging with complementary and alternative therapies 

alongside conventional treatments. These practices, which 

include acupuncture, herbal medicine, and mindfulness 

techniques, allow individuals to address aspects of their health 

that are often overlooked in biomedical frameworks, such as 

emotional wellbeing and holistic care. This reflects a form of 

“subversive agency,” where patients incorporate non-

                                                           
19 Broom, Alex, and Philip Tovey, "The Dialectical Tensions of 

Complementary and Alternative Medicine and Biomedicine: Knowledge, 

Power, and De-centering," Social Science & Medicine 62, no. 6 (2006), p. 

1493. 

biomedical perspectives to reclaim a sense of autonomy over 

their bodies and health decisions. While such practices may be 

viewed skeptically within the biomedical community, they 

underscore the diverse ways patients resist the reductionist 

tendencies of medical authority and seek to integrate more 

personalized approaches into their care20. 

In addition to these strategies, many patients engage in self-

education as a means of navigating medical power. The 

proliferation of digital health information has transformed the 

ways individuals access and interact with medical knowledge. 

By researching their conditions, treatments, and prognoses, 

patients can challenge the asymmetry of information that often 

characterizes the doctor-patient relationship. This access to 

knowledge not only equips patients to ask informed questions 

but also enables them to critically assess the legitimacy of 

clinical recommendations. However, this dynamic also 

introduces tensions, as patients who demonstrate heightened 

knowledge may be perceived as “difficult” or resistant by 

healthcare providers. This tension highlights the structural 

limitations of biomedical systems in accommodating 

informed and empowered patients, whose agency disrupts 

traditional hierarchies of expertise21. 

These individual strategies for navigating medical power 

reveal a broader sociological tension between the 

standardization inherent in biomedical systems and the 

diverse, contextually grounded ways patients experience 

illness. By asserting their agency through second opinions, 

alternative therapies, and self-education, individuals resist the 

totalizing authority of biomedical systems, seeking care 

approaches that align with their unique needs and values. 

Understanding these strategies not only challenges the 

dominance of institutionalized medical norms but also 

underscores the importance of integrating patient perspectives 

into healthcare systems that value relationality and shared 

decision-making. 

20 Baarts, Charlotte, and Susanne Pedersen, "Derivative Benefits: 
Exploring the Body through Complementary and Alternative Medicine," 

Sociology of Health & Illness 31, no. 5 (2009), p. 864. 
21 Fox, Nick J., "Medical Sociology at the Millennium," Sociology 33, no. 

1 (1999), p. 173. 
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2.2  Collective Resistance and Advocacy for Holistic 

Care 

Collective resistance and advocacy for holistic care represent 

critical dimensions of patient agency in challenging the 

dominance of biomedical authority. Unlike individual acts of 

resistance, collective efforts are rooted in shared experiences 

and a collective identity that emerges among patients 

navigating similar struggles within medical systems. These 

movements often transcend the clinical setting, engaging 

broader societal structures to advocate for healthcare practices 

that prioritize patient-centered, integrative, and holistic 

approaches. Medical sociology offers a rich framework for 

understanding how collective agency disrupts 

institutionalized norms of biomedical power and fosters the 

emergence of alternative paradigms of care. 

One of the most visible forms of collective resistance lies in 

patient advocacy groups, which provide a platform for 

individuals to voice concerns about the inadequacies of 

biomedical approaches and to demand reforms. These groups 

play a dual role: they serve as spaces for mutual support and 

as engines of social change. By organizing campaigns, 

engaging with policymakers, and influencing public 

discourse, advocacy groups challenge the reductionist focus 

of biomedicine and emphasize the importance of addressing 

the social, emotional, and environmental determinants of 

health. This reflects what sociologists describe as 

"transformative agency," where collective action not only 

resists existing power structures but also actively seeks to 

reconfigure them to align with patients’ holistic needs22. 

These efforts often bring attention to issues such as access to 

care, disparities in treatment, and the need for patient 

empowerment within healthcare systems. 

Another dimension of collective resistance is the mobilization 

of patient narratives to counter the objectifying tendencies of 

                                                           
22 Epstein, Steven, Impure Science: AIDS, Activism, and the Politics of 

Knowledge, Berkeley: University of California Press, 1996, p. 123. 
23 Kleinman, Arthur, The Illness Narratives: Suffering, Healing, and the 

Human Condition, New York: Basic Books, 1988, p. 32. 

biomedical discourse. By sharing personal stories of illness 

and recovery, patients collectively reclaim their embodied 

experiences, challenging the depersonalized and standardized 

protocols that often dominate medical practice. These 

narratives function as counter-discourses, emphasizing the 

relational and contextual aspects of care that biomedicine 

tends to marginalize. This collective storytelling underscores 

the importance of lived experience as a form of knowledge 

production, disrupting the epistemological monopoly of 

biomedical expertise23. In doing so, patient narratives create 

a space where alternative values—such as empathy, 

relationality, and individuality—can flourish, offering a more 

inclusive vision of healthcare. 

Collective resistance also manifests in the growing demand 

for integrative medicine, which blends conventional 

biomedical treatments with complementary and alternative 

therapies. This movement is often driven by coalitions of 

patients, practitioners, and activists who critique the 

biomedical model's narrow focus on pathology and advocate 

for a more holistic approach to health. Integrative medicine 

prioritizes the interconnectedness of physical, emotional, and 

spiritual wellbeing, aligning with patients’ desires for care that 

addresses the whole person rather than isolated symptoms. 

Sociologically, this shift represents a form of "cultural 

resistance," where collective action seeks to reimagine the 

values and practices underpinning healthcare24. By 

promoting integrative models, these movements challenge the 

dominance of reductionist paradigms and advocate for a more 

inclusive and patient-centered approach. 

The collective efforts of patient advocacy groups, narrative 

mobilization, and integrative medicine initiatives highlight the 

transformative potential of collective resistance to biomedical 

authority. By challenging the institutional and cultural 

foundations of biomedical power, these movements pave the 

way for a more relational, holistic, and inclusive approach to 

24 Nettleton, Sarah, The Sociology of Health and Illness, Cambridge: Polity 

Press, 2006, p. 91. 
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care. They also underscore the importance of centering 

patients’ voices and experiences in the ongoing 

reconfiguration of healthcare systems, illustrating how 

collective agency can reshape the relationship between 

medicine, society, and the embodied self. 

Conclusion 

This article has explored the interplay between biomedical 

authority and patient agency in the context of breast cancer 

management, addressing how institutionalized practices and 

standardized protocols shape patient experiences and 

constrain autonomy. At the same time, it has highlighted the 

strategies patients employ, both individually and collectively, 

to resist and navigate these structures, asserting their agency 

and reclaiming their embodied selves. These findings 

emphasize the sociological significance of understanding 

healthcare not merely as a clinical enterprise but as a dynamic 

social field where power, identity, and agency intersect. 

By analyzing the mechanisms of biomedical authority, the 

article sheds light on the profound impact of institutional 

hierarchies and standardized care pathways on patient 

autonomy. The rise of technologies and evidence-based 

protocols, while advancing medical efficacy, often 

marginalizes the subjective experiences of patients, reducing 

them to clinical variables. This underscores a broader 

sociological critique of the biomedical model’s focus on 

efficiency and standardization at the expense of relational and 

individualized care. 

The research also contributes to the growing discourse on 

patient resistance, illustrating how individuals and collectives 

challenge the dominance of biomedical paradigms. Individual 

strategies, such as seeking second opinions, engaging with 

alternative therapies, and self-education, reflect acts of 

resilience that disrupt traditional power dynamics. 

Meanwhile, collective efforts, including advocacy for 

integrative medicine and the mobilization of patient 

narratives, underscore the transformative potential of 

collective agency in reshaping healthcare systems. These 

movements advocate for more holistic and inclusive 

approaches that integrate patients’ voices and prioritize their 

lived experiences. 

While this study provides valuable insights, it also 

acknowledges its limitations. The analysis is primarily 

theoretical, drawing on sociological frameworks to interpret 

the dynamics of biomedical authority and patient agency. 

Future research could benefit from empirical investigations 

into how these dynamics manifest across diverse healthcare 

systems and sociocultural contexts. Additionally, comparative 

studies of different chronic or acute illnesses could further 

illuminate the generalizability of these findings. 

The implications of this research extend beyond the academic 

field of medical sociology. They resonate with ongoing 

debates about the ethics of care, patient-centered practices, 

and the integration of alternative and complementary 

medicine into mainstream healthcare. By centering the 

experiences and agency of patients, this study advocates for a 

healthcare model that balances the technical expertise of 

biomedicine with the holistic needs of individuals navigating 

illness. 

In conclusion, the study reinforces the importance of 

sociological inquiry into the power dynamics of healthcare 

systems. It calls for a critical reimagining of biomedicine’s 

role, urging healthcare practitioners and policymakers to 

move toward more relational, patient-centered approaches. 

Such a shift has the potential to not only enhance patient 

experiences but also create more equitable and inclusive 

systems of care that honor the complexity of embodied and 

sociocultural realities. 
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