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Defining faces, defying borders: authority conflicts
between medical specialties through cosmetic
interventions
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At first glance, medical specializations seem to be delineated according to well-defined

scientific criteria; the apparently-functional division of labor generates a general hierarchy of

specialized knowledge and practice. However, this unequal apportionment of professional

power and authority also depends on capitalistic organization. While the medical rationale

has always been market-related, starting in the 1980s—with the initiation of its neoliberal

agenda—Turkey has enacted progressively aggressive policies, privatizing healthcare service

and reconceptualizing it as a dynamic market, thereby forming a medical ethos entangled

with neoliberal motifs. In this article, we analyzed how unregulated market conditions give

rise to a chaotic scientific field, and how this apparent disorder serves to reproduce an

underlying capitalistic logic. Of the multitude of human body parts, we choose the face,

because it has become a hot zone in medicine as cosmetic demands from patients have

skyrocketed, and because it is an area generating conflict between medical specialties

seeking more authority and power. To this end, we interviewed thirty-three specialists from

dermatology, otorhinolaryngology, and plastic surgery about their experiences on authority

conflicts and their motivations for entering into an unregulated market. Our research high-

lights how actors in the medical field constitute a relational social context within which

boundaries are fiercely negotiated through a market logic. Thereafter, we argue how the

ambiguities of pathology, aesthetics, body, and norms that underlie cosmetic procedures are

fluidized and become instruments of power, such that this ambiguity has become the very

defining characteristic of the scientific field.
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Introduction

Medical specializations are usually categorized as settled
and institutionally rooted professional fields. However,
as with most activities, the conceptual frontiers of the

profession are not solid delineations but rather subject to con-
flicts, mostly resulting from power struggles between expert
communities. Moreover, as scientific knowledge has become
extremely refined, varied, and multiplied, a division of labor and a
rise of strictly demarcated specializations are naturally needed.
Within this specialization process, the emergent hierarchy of
medical branches has never been an equally distributed role set
but instead a dynamic game, wherein the boundaries of medical
specialties are continuously fluctuating (Turner, 2007, p.139).

Any given science has as its objective “denial of […] resources
to ‘pseudoscientists’ by ideologically employing boundary-work
strategies to establish its own legitimacy and authority” (Gieryn,
1983, p. 781). In this process, which could be described as a form
of social closure, groups develop strategies that work to gain or
retain monopoly by eliminating others through the control of
access to resources and opportunities (Weber, 1978). Sciences
establish demarcation strategies by distinguishing themselves, not
only from the non-scientific: this boundary work, or “doing-
distinctions”, can take place across disciplines, sub-specialties,
and even individuals, especially in the medical field (Burri, 2008,
p. 35). Here, “boundaries demarcate professions from other
professions and sub-professions with distinctive status and cen-
trality in the field” (Bucher et al., 2016, p. 499), and in this process
there exist “diverse constituents—macro-actors such as govern-
ment, professional associations, regulatory agencies, suppliers,
and consumers” (p. 488). Here, the boundary functions as a kind
of conceptual “external perimeter”, where the very notion of
boundary implies the existence of ontologically distinct entities.
Thus, the essence of a boundary lies in its capacity to define the
conceptual distinction between different entities or territories and
to exclude them from each other, thus functioning as a separation
between fields. The “field”—an autonomous complex social arena
with its own set of norms and particular relationalities, where
actors contest for power according to their own “feel for the
game” (Bourdieu, 1990, p. 61)—is a playground where actors’
spheres of agency are intertwined (Bourdieu, 1980, p. 138). As
such, the social field is an intricate web of conflicting patterns, a
relational playground where diverse actors encounter and clash
with one another; it is only “by examining the struggles for
legitimation and domination” that “the very nature of the field
itself is revealed” (Collyer, 2018, p. 121).

Within any field, but especially the medical field, the positions
of the actors in a dispute do not represent a settled given state of
affairs, since external causes, such as technological changes or
economic conditions, open up new spaces for renegotiation
(Abbott, 1988). In this intricate and dynamic field, formal med-
ical knowledge (Turner, 2007) becomes institutionalized within
the focal areas of authority and legitimacy, which grow deep roots
over time (Freidson, 1988). Therefore, boundaries in the medical
field should not be thought of as given, fixed, and permanently-
bounded delineations but rather as being continuously dynamic
and in flux, engaging not only within the field but also outside it
(Liu, 2018). The external factors of market conditions and gov-
ernment policies not only reproduce those very conditions in
terms of health financing (Dingwall, 1977) but also shape the
course of the game. In the global context, the progressive adop-
tion of neoliberal policies in particular has escalated the power
clashes in the already-conflictual medical field. The field of cos-
metic procedures in Turkey—the site of this study—is an example
where both the boundary-making and the neoliberalization pro-
cesses in the medical field have crystallized. In light of these
insights, our study will focus on the conflicts and negotiations

between the specialties of otorhinolaryngology (ENT), derma-
tology, and plastic surgery in the field of facial cosmetic
procedures.

The neoliberal restructuration of the state in Turkey, through a
range of privatizations and the transition to a market logic in
existing public services, began in the 1980s with relatively pre-
cautious steps, but it became a massive movement and aggressive
ideological operation—particularly after 2002, when the current
Islamist-guided authoritarian regime of the AKP (Adalet ve
Kalkınma Partisi, Justice and Development Party) was estab-
lished. While the AKP government rapidly redistributed public
resources for its own bourgeoisie to profit (Karadağ, 2013), it
constructed both an authoritarian regime and an unlimited out-
sourced public function. This radical transition has paved the way
for an intense struggle to obtain greater profits from the priva-
tized and deregulated health service, which has resulted in the
transformation of healthcare services into a health market (Key-
der et al., 2007; Ünlütürk Ulutaş, 2011; Öniş, 2011; Yılmaz, 2013).
As the healthcare sphere has acquired the characteristics of a
neoliberal market, the accompanying conflictual environment has
become the engine of the field.

In this neoliberalized health market, the cosmetics industry
holds a distinct place (Talley, 2012), which appears to be growing
relentlessly in recent years. Globally, in 2021, there were 12.8
million surgical and 17.5 million non-surgical cosmetic proce-
dures performed; Turkey had a total of 950,365 operations in that
year, making it the 5th leading country in the cosmetics industry,
with a considerable market share (ISAPS, 2022). Facial operations
comprise approximately half of the total in this vast industry,
accounting for 44% of cosmetic operations performed in Turkey
(ISAPS, 2022). Conflicts over medical authority exist within and
between the specialties, and the boundaries of medical specialties
sometimes violently clash; with the assumption that conflicts in
the field of facial cosmetic intervention may intensify due to such
a large market share, the study design involved conducting
interviews with ENTs, dermatologists, and plastic surgeons, who
work in the branches that are authorized to perform facial cos-
metic interventions.

Our research took this sociological opportunity to discern the
nature of the ongoing conflicts between medical specializations,
arguing that they are not scientifically elaborated, rationally
delineated, or ethically established fields: instead, we stress that
they tend to become battlefields, as far as their manufactured
ground of action is positioned at an intersection with other
specialties. This tendency reaches its climax when the operational
domain deals with cosmetic drives, which, as we will argue, make
the conflicts more violent and the frontiers of authority more
blurred, in combination with the free-market rationale inscribed
in the healthcare field in Turkey.

In light of all this, the current study addressed the research
questions of how the authorization frameworks of the medical
branches involved in facial interventions are formed, which ele-
ments mediate the power and territorial struggles in the field, how
medical boundaries are negotiated, and which social factors
influence the conditions of negotiation, as well as how all this is
articulated within the broader structural conditions in Turkey.
Accordingly, throughout this study, we mainly problematize that
the professional borders between medical specialties apparently
imply rationally defined authority limits, arguing instead that
they are in fact subject to harsh conflicts. Specialties aim to
occupy larger activity domains, sustained by the politically and
juridically unregulated character of the healthcare sector, which
promotes ambiguity. Such an unregulated landscape of healthcare
functions, together with the hierarchical structuring of the med-
ical field, essentially emanates from the neoliberal policies that
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reshaped the notion of public service as a capitalist activity.
Indeed, the unregulated character of the medical field is neither a
coincidence nor an undesired situation, but instead the func-
tioning logic of the healthcare sector as a high profit-promising
domain.

The context of the study
Cosmetic industry. One of the main factors contributing to the
transformation of the healthcare sector into a health market was
the rapid evolution of technological capacities, which transformed
not only the practice but also the meaning of the medical pro-
fession (Salas and Anderson, 1997, p.193; Timmermans and Berg,
2003, p. 109). New techniques that were rapidly introduced into
the medical field—especially those around effective scanning and
non-invasive intervention—reconfigured existing treatment pro-
cedures and, more importantly, the pre-established authority
system (Burri, 2008). Historically, it is only as the quality of
medical knowledge has advanced, and as minimally invasive
procedures with few interventions and subtle touches have gained
a greater foothold in a field, that more specialists or practitioners
enter the market (Dowrick and Holliday, 2022). Since various
non-surgical procedures (including botox1 and fillers) serve as a
passageway to more invasive procedures in the future, it has been
argued that these actors utilize minimally invasive procedures as a
marketing tool (Vlahos and Bove, 2016). Nevertheless, in this
steadily growing market, who can be designated as a plastic or
cosmetic surgeon and who can use this title becomes a matter of
controversy, as the title itself appears to be an object of prestige
(Tansley et al., 2022, p. 163; Webster, 1984). Therefore, it
becomes essential to regard the medical field as a field of power,
where branches maintain strategies of conflict or reconciliation
with each other (Mørk et al., 2010; Turner, 2007; Shiffman, 2015).

Given the enormous market opportunities provided by the
cosmetics industry, medical conflicts are inevitably fueled. For
instance, unethical advertisements exposing patients are legit-
imized in the framework of medical discourse by the very actors
who perpetuate them (Macgregor and Cooke, 1984), so much so
that various scholars have argued that cosmetic surgery threatens
medical ethics and even violates the “first: do no harm” tenet of
the well-known Hippocratic Oath (Talley, 2012). However, the
links between the ethical framework of the medical specialties
involved in the beauty business and the fragile borders warped by
capitalistic pressure on the actors (physicians, patients, political-
bureaucratic actors, etc.) of the cosmetic market have not been
treated as a relational whole.

As the question of what precisely defines medical ethics fades,
and as the issue of what qualifies as a valid medical indication is
no longer clear, the sociological contextualization of the body
takes on an even greater significance. Some scholars claim that
the body has become a project on which labor is laid and the
desired form is achieved (Shilling, 2012), while others argue that
women’s bodies have become colonized with the mainstreaming
of plastic surgery and its role as an integral part of consumer
culture (Talley, 2012), and still others assert that medicalized
cosmetic practices construct the body within the scope of
gendered and racialized perceptions (Dowrick and Holliday,
2022; Davis, 2003). As the aestheticization of everyday experience
emerges as a new regime of truth, the post-modern rationale that
is marked by homogenization, commodification, and globaliza-
tion materializes in cosmetic surgery, and the doctor–patient
relation gains a neoliberal character (Talley, 2012). Consistent
with this neoliberalized context, the conflict between the branches
that intersect on the face—the struggles and conditions that these
actors form in the market, and the extent to which the beauty
market also affects what we deem as medical in this respect—is a

noteworthy absence in the existing literature. Accordingly, this
study aims to contribute to the literature on boundary-making
within the medical field, the extent to which this boundary-
making is intertwined with external factors such as market
conditions and political conditions, and the reflections thereof in
the market of cosmetic procedures, with an empirical example
from the Turkish context.

The Turkish case. The modes of production are reproduced not
only economically but also in the political and ideological spheres
at the same time, whereas medicine—itself embedded in a certain
mode of production—can only exist in articulation with it,
indicating the current need to refer to a capitalistic medicine as
opposed to the notion of medicine in general (Navarro, 1983).
Hence, one could argue that medical knowledge ought to be
thought of as interrelated with modes of production. Accordingly,
as deregulation policies created a general state that was in line
with the neoliberal resetting of the organization of public service,
the latter became a generalized cultural fact from the 1980s
onward, introducing new values that incited different social fields,
particularly professional fields, to readjust themselves to this
market-basis rationale of action. Among professionals, medicine
has been one of the most salient fields where integration with the
market economy had radical consequences that helped to trans-
form the conception of the profession as well as its practice
(McGregor, 2001). In parallel with similar tendencies around the
world, Turkey has progressively transitioned to a market-oriented
notion of public service.

The most radical change in the nature of public service began
in the 2000s with the AKP government, which ferociously and
aggressively initiated a series of privatizations (Öniş, 2011),
including in the most strategic sectors (such as telecommunica-
tion and naval construction), which promoted the formation of
an oligarchic market order (Karadağ, 2013, p. 151). Considered
one of the most promising sectors in terms of profit by AKP
politicians, the healthcare service was transformed into a two-
pronged set of policies. For the one prong, they reorganized
public hospitals to become profit-generating initiatives (Ağartan,
2007; Ünlütürk Ulutaş, 2011)—instead of a part of the social
security system—by inducing healthcare workers, especially
doctors, to comply with a performance-based competitive
environment. For the other prong, they actively encouraged the
proliferation of private hospitals (Vural, 2017, p. 279), yet
distributed them unequally throughout urban space (Şentürk
et al., 2011, p. 1126), signaling the profit-oriented logic embedded
in the initiative (Keyder et al., 2007). Meanwhile, the content of
medical education has been slightly tipped toward this market-
centered understanding of healthcare service (McKenna, 2012, p.
269) under the weight of the pharmaceutical industry (Holloway,
2014, p. 119), together with new sets of values among medical
students (Civaner et al., 2016, p. 268). Thus, a generalized
hegemonic status—involving a structural setting (Mayes et al.,
2016, p. 266) and an ideological legitimacy of the healthcare
service (Sointu, 2020, p. 862)—has been established, among
professionals as well as citizens.

Methodology
A “case” is often defined in social science research as something
that is “out there”—for example, a community, an empirical unit
delineated by time and space, waiting to be explored—but it is
important to remember that there is no strict definition of a case,
and its definition varies (Ragin, 1992, p. 6). To wit, a case can also
be something that is constructed, together with the construction
of a specific social phenomenon as an object of research (p. 8). A
case can be conceptualized either as an empirical unit—which
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leads to the view that “cases are found”—or as a theoretical
construction—which leads to the view that “cases are made” (p.
9). Following the latter perspective, the case in our study can be
positioned as facial cosmetic procedures in Turkey, which we
constructed as our object of research; our unit of analysis in the
construction of this case is a group of actors involved in the field
of facial procedures. The reason for problematizing this case, as
discussed in the introduction, was the larger theoretical question
about the construction of the boundaries of specialties in the
medical field.

Worldwide, Turkey ranks 5th in surgical aesthetic interven-
tions and 7th in total surgical procedures (ISAPS, 2021, p. 35;
2022, p. 35). The majority of all aesthetic surgical interventions
performed in Turkey are face & head interventions and particu-
larly rhinoplasty (2021, p. 21; 2020, p. 19). The fact that Turkey
ranks among the top countries worldwide in surgical procedures,
together with its noticeable dominance of facial interventions
(especially rhinoplasty), points to a special focus area in Turkey’s
cosmetic surgery landscape. Drawing on these early insights, this
qualitative study was conducted with professionals from three
specialties that are authorized to intervene on the face and have
overlapping practice areas: dermatology, plastic surgery, and
otorhinolaryngology.

This study focuses on several findings from a field study con-
ducted between March 26, 2022, and November 11, 2022. The
research project, registered under the number E-65364513-
050.06.04-17942 on December 28, 2021, was approved by the
ethical committee of Galatasaray University. A total of 33 parti-
cipants were interviewed for this qualitative study, specifically 11

dermatologists, 11 otorhinolaryngologists, and 11 plastic sur-
geons. The sample was diverse across various factors such as
gender, type of organization, and years of expertise in order to
ensure that the analysis was bolstered by differing perspectives.

Table 1 illustrates the demographics of our interviewees.
Since the study was designed as a qualitative study that

prioritized making sense of the participants’ attitudes, opinions,
and perceptions about the subject, semi-structured interviews
were chosen as the research method. Interviews were conducted
via online platforms such as Zoom or Skype, with the specific
platform depending on the interviewee’s preference. Interviewees
were recruited through snowball sampling. Before the interviews,
the participants were told that they could withdraw from the
research without giving any reason, that the recorded interviews
would only be raw data and would be anonymized, and that they
could also withdraw after the interview without providing any
explanation. After the participants’ verbal consent was obtained,
all of the interviews were audio-recorded and transcribed verba-
tim. After the interviews were transcribed, a detailed examination
of the transcriptions identified commonalities across all inter-
views, and the raw data were coded through NVivo. A nested,
embedded coding system (i.e., a sub-coding system) was utilized to
provide a comprehensive view of the field, to prevent the loss of
precious information during coding, and to “enable more fine-
grained analysis of the data corpus” (Saldaña, 2013, p. 79).

Taking into account the differences that Qualitative Data
Analysis programs may bring to the analysis process, we used the
three-stage analysis process systematized by Deterding and
Waters (2021) through NVivo. NVivo opens a space for both in-

Table 1 Demographic variables of respondents.

No. Area of Specialization Date of Residency Sex Date of Birth City of Residence Institution Type

1 Otorhinolaryngology 1998 Male 1970 Hatay Public Hospital
2 Plastic Surgery 1999 Male 1968 Izmir Private Practice
3 Dermatology 2004 Male 1976 Istanbul Private Hospital
4 Otorhinolaryngology 2003 Male 1976 Denizli Private Hospital
5 Otorhinolaryngology 2001 Female 1974 Istanbul Private Hospital
6 Otorhinolaryngology 2004 Male 1975 Istanbul Private Practice
7 Otorhinolaryngology 1991 Male 1963 Denizli Public Hospital
8 Dermatology 1997 Male 1969 Bursa Private Hospital
9 Dermatology 1997 Female 1967 Denizli Public Hospital
10 Dermatology 2020 Female 1991 Denizli Public Hospital
11 Plastic Surgery 1994 Male 1964 Istanbul Private Practice
12 Plastic Surgery 1997 Male 1964 Denizli Public Hospital
13 Otorhinolaryngology 1997 Male 1967 Istanbul Public Hospital
14 Otorhinolaryngology 2009 Female 1979 Kahramanmaras Public Hospital
15 Plastic Surgery 2003 Male 1970 Izmir Private Practice
16 Otorhinolaryngology 1991 Male 1961 Izmir Public Hospital
17 Otorhinolaryngology 2013 Male 1985 Izmir Private Practice
18 Otorhinolaryngology 1996 Male 1966 Istanbul Private Hospital
19 Dermatology 1997 Female 1971 Istanbul Public Hospital
20 Plastic Surgery 2000 Male 1967 Bursa Private Hospital
21 Plastic Surgery 2008 Male 1977 Istanbul Public Hospital
22 Otorhinolaryngology 1994 Male 1966 Denizli Public Hospital
23 Plastic Surgery 1997 Male 1955 Ankara Public Hospital
24 Plastic Surgery 2013 Female 1984 Istanbul Public Hospital
25 Plastic Surgery 2010 Female 1981 Istanbul Private Practice
26 Plastic Surgery 2012 Female 1982 Istanbul Public Hospital
27 Plastic Surgery 2002 Female 1972 Istanbul Private Practice
28 Dermatology 1994 Female 1965 Istanbul Private Practice
29 Dermatology 1999 Female 1970 Denizli Private Practice
30 Dermatology 2019 Female 1987 Istanbul Private Practice
31 Dermatology 2003 Female 1976 Izmir Private Practice
32 Dermatology 2009 Female 1980 Istanbul Private Practice
33 Dermatology 1992 Female 1963 Kocaeli Public Hospital
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case and cross-case analysis (Bonello and Meehan, 2019). The
preliminary step is the creation of cases. The case is the unit of
analysis in NVivo and is created in this study by collecting the
interview transcription of each participant, their demographic
information, and the annotations of that interview into a node.
In-case analysis is the first step, wherein each individual interview
is contextualized by evaluating the qualitative and quantitative
data together. In this first stage of the analysis process, notes
taken throughout the field study were added to each individual
case using NVivo’s memo function and were linked to the
appropriate places in the transcriptions. This stage was also part
of the data exploration and creation of the free codes (p. 488).
Next, all the transcriptions were read carefully in an exploration
of the main storyline, after which came the index coding phase,
which examined larger paragraphs. The interviews were cate-
gorized so that each question in the interview guide corresponded
to a major concept. The concepts that emerged in the index codes
allowed us to become familiar with the data in a more systematic
way and thus construct the analytic codes more reliably, by
allowing a more focused reading.

See Table 2 for the index codes that emerged at this stage.
A cross-case approach was applied between these unit of

analyses, and a second reading was undertaken to clarify the
relationships between the concepts for in-depth exploration. This
second step, which involved comparing index codes from indi-
vidual cases with each other, opens up a space to compare and
contrast between different cases—that is, the attitudes, ideas, and
narratives in each separate individual document—to detect pat-
terns and themes and to transcend individual cases (ibid.). In this
way, index codes filtered from free codes can be grouped under
larger themes. At this stage, insights about the analytic codes also
began to emerge. “As a means of reflexively improving the ana-
lysis by provoking dialog between researchers” (p. 6), a double-
coding process was implemented (O’Connor and Joffe, 2020).

At the third stage, a third reading of all interviews by code was
conducted using NVivo’s clustering feature for each analytical
code, to identify any misquotes, and all quotes were revised
accordingly, and the frequency table function was also used. After
this stage, the analytical codes were revealed, and the clusters
across individual cases were identified. The notion of ambiguity, a
recurring theme in all the interviews, was selected from a much
wider range of different clusters, in order for this study to analyze
how cosmetic intervention—as a notion at the intersection of the
ambiguities of the body, pathology, medical indication, and
political regulation—resonates with the experiences of partici-
pants from three different medical specialties.

Discussion
The ambiguity of body, pathology, aesthetics, and norms:
toward a relational field. In any given context, categories tend to

present themselves as unmediated and untainted reflections of a
pre-existing reality; however, they are fictive schemes of under-
standing, conjugated by a particular set of social, historical, and
cultural conditions (Foucault, 1966). Likewise, the arbitrariness of
the notion of pathology—namely, how the very construction of
what is deemed pathological and what is regarded as normal only
finds relevance within certain historical, social, and political fra-
meworks—has been thoroughly discussed by Canguilhem (1974)
and several other scholars (Foucault, 1963; 1975; Hacking, 1998;
1999; Jasanoff, 1996; Rose, 1998; 2007). The very concept of
pathology, on which modern medicine relies to diagnose and
treat diseases, emerges as one of the most debatable categories in
cosmetic procedures. In the case of cosmetic interventions, the
natures of both categorization and pathology crystallize, as what
gets categorized as pathology is intertwined with a notion of
aesthetics—since, according to the interviewees, the notion of
aesthetics is not definitive, and it cannot be fixed to a particular
indication. It is possible to find some indications of such inde-
terminate medical knowledge in the perceptions of specialists in
the field, when discussing whether unattractiveness can be con-
sidered as a pathology (Aquino, 2022) and, hence, an indication
for cosmetic surgery.

Chemical peeling for blemishes… If we consider these spots
a disease, chemical peeling can be considered a treatment
rather than an aesthetic procedure. See, it can be tough to
distinguish between aesthetics and treatment in our field.
(Interviewee 3, Dermatologist)

For example, a patient comes in healthy, robust, a person
without any problems. But the middle of his cheeks are
sunken. […] He also looks much older than his age. Now, if
we plan a hyaluronic acid injection, that is, a filling
application, will this be aesthetic or treatment? […] Now
this is a treatment to improve the aesthetic appearance. Yes,
it is an aesthetic concern. What is aesthetic concern? It is a
social concern. So is this a sufficient reason for us to
categorize it as an indication? Yes, it is. (Interviewee 32,
Dermatologist)

In the context of cosmetic interventions, this blurring of
distinction between aesthetic procedures and medical treatments
also has implications for the concept of health, which is a clinical
derivative of the notion of “pathological” (Canguilhem, 1974). As
the interviewee quotes indicate, the determination of aesthetic
flaw and imperfection as indications can also be considered a
changing paradigm in the categorization of health, wherein
aesthetic concerns are positioned as part of the overall well-being
of an individual. This blurring of the lines between medical
necessity and aesthetic desire, which precedes a clinical
amalgamation of the notions of health and beauty, can be

Table 2 All index codes.

Index Codes

Educational background Perspectives about the role of technology in determining boundaries of specialties
Professional background Changes in the procedures performed in the practice of the profession

(abandoned - newly introduced)
General idea about conflict of authority in medical field Projection about the boundaries between specialties
Experiences of conflict of authority at the personal and institutional
level

Idea about the motivation of patient choice when it comes to different branches
performing the same operation

General idea about the formation of the boundaries of specialties Definition of aesthetics
Ideas about how the boundaries of one’s own specialty are
determined

Responsibility for performing facial procedures

Ideas about the relation between the human body and the
determination of boundaries
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positioned in a broader context, namely within the overarching
framework of neoliberalism, which render the latter two a
commodity (Talley, 2012; Gimlin, 2000). In our field study, we
observed that this neoliberal logic left our interviewees in an
ambivalent position. Medical specialists complaining about the
commodification of health find themselves in a critical position,
but they can rarely escape the market-oriented medical practice,
since the “rules of the game” are “designed to encourage health
professionals to play the market game within and between
hospitals” (Kurunmäki, 1999, p.110). Although they frankly
affirm their precautions concerning an aggressive proliferation of
the medical cosmetic market, the socially-encircled domain of
their practice is largely shaped by the various actors of the game,
from the Ministry of Health to self-proclaimed estheticians. Even
though they severely criticized the medical interventions that
have rapidly become commercialized procedures, they defended
themselves by stating that continuing in their profession requires
their harmonization with market requirements, which they
claimed to be ‘out of their control’.

Now rhinoplasty has indeed become a commodity, and it is
becoming more and more so. A means of consumption.
And unfortunately, it is out of the physicians’ control. The
profession is about to transform into only satisfying
customer-based demands. (Interviewee 13,
Otorhinolaryngologist)

In aesthetic interventions on the face, something like an
artifact contract is signed. […] Since the face is directly in
front of the public eye and falls under the artifact contract,
you are promising contentment. (Interviewee 17,
Otorhinolaryngologist)

Given this, one can argue that what was once clearly defined
can become ambiguous as new understandings emerge, or that
the relevance or meaning of categories—and, by extension,
boundaries—might change depending on the context, making
them ambiguous in different situations or environments; this can
be seen in the notions of pathology, health, beauty, cosmetic
intervention, and medical treatment, which seem to have
undergone a transformation through the neoliberal reconfigura-
tion of the health sector. By “ambiguity”, we refer to a lack of
clear distinctions, varying interpretations, evolving definitions,
situational variability, and cross-specialty discrepancies in the
definitions of various categories of the medical field, which are
considered scientifically established and circumscribed by bound-
aries that are regarded as scientifically delineated. We argue that,
when medical categories such as “pathology” and “aesthetic flaw/
imperfection”, “health” and “beauty”, or “medical treatment” and
“cosmetic intervention” overlap, it becomes difficult to determine
where one category ends and another begins. This results in
confusion and inconsistent application of categories, which leads
to different individuals or groups interpreting the criteria for
categorization differently, leading to subjective and potentially
conflicting classifications that are accompanied by ambiguities
and conflicts in boundaries.

Moreover, some phenomena are inherently complex and resist
simple categorization—and, according to our interviewees, the
body is one of them. Although it has been atomized by modern
science in an effort to divide nature into more easily under-
standable and interceptive units (Foucault, 1963), the body itself
is intertwined in a way that cannot be reduced into categories of
modern medicine—for at its simplest, as our respondents
explained, the body exists as a living organism, and all units
within its organic boundaries are inextricably linked to each other
and function in conjunction with each other to sustain life and
maintain equilibrium.

The human body is a whole, and we have compartmenta-
lized it. In fact, the human body is one; all organisms work
together, and nothing is isolated from one another. […]
Thus, it’s expected that many branches are involved in the
same area. (Interviewee 5, Otorhinolaryngologist)

They [boundaries] are somewhat intricate. The exact
boundaries cannot be separated; in the body, every part is
related. Therefore, one cannot say one area belongs to this
branch and another to that. (Interviewee 28, Dermatologist)

This lack of clarity in the categorization of the body parts is,
according to our interviewees, one of the main drivers of the
changing definitions and situational variability—hence cross-
specialty discrepancies in their categorizations of the clinical
practice of cosmetic procedures, which can ultimately lead to
different branches being able to perform the same operations and
thus power struggles. As reflected in our interviewees’ statements,
these overlapping areas of practice arise from the inherent
challenge of schematically separating the body, and especially the
face, and serve as grounds of legitimacy in boundary disputes.
The simultaneous authorization of plastic surgeons to perform all
cosmetic surgical interventions, authorization of dermatologists
to deal with skin-related issues, and authorization of ENT doctors
to perform procedures on the ear, neck, and (especially) nose
present a rather intricate map of action regarding facial
operations. Here, specialists tend to profit from every opportunity
or void to extend their capacity to apply cosmetic procedures that
were once defined as under the authority of other specialties. One
typical example is rhinoplasty, which was primarily performed by
plastic surgeons but is progressively performed by ENT surgeons,
based on the argument of corporeal integrity. However, while
ENT surgeons claim an authority over rhinoplasty surgeries due
to the presence of the nose in the name of their branch, they seem
to be voluntarily abandoning prominent ear surgeries, which have
relatively less economic benefit, in favor of plastic surgery. Thus,
it is the ambiguities of pathology and aesthetics, as well as market
conditions, that facilitate boundary conflicts. These ambiguities
crystallize visibly when it comes to a body part such as the face,
which falls under the intervention of several branches. When
asked about the reason for the thorny struggle for authority
among the three branches included in this study, the inherently
difficult-to-define boundaries of the field of facial intervention
were emphasized, along with the financial considerations that
trigger these boundary violations:

A general surgeon does not interfere with the surgery
performed by a gynecologist, as those are organs with more
defined limits of authority. As head and neck surgery is also
included in our specialty, it is not possible to draw a border.
Therefore, in head and neck surgery, everyone’s fields of
practice interfere with each other. Anyone can enter them.
(Interviewee 16, Otorhinolaryngologist)

During our internship, when they asked us, “Can
otorhinolaryngologists perform rhinoplasty?”, we were
laughing uproariously, like “no way, what the hell!” But
of course, since it has the word “nose” in its name and there
are economic factors involved, this is not questioned any
more. Otorhinolaryngologists started to perform rhino-
plasty! (Interviewee 21, Plastic Surgeon)

Look, open the website of the Otorhinolaryngology
Department. The man wrote ‘Facial Plastic Surgery2 School’
there, shame on him! The man opened a “School of Facial
Plastic Surgery”. He is opening a school for another branch.
If these procedures are within your branch, why do you use
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the name “Plastic Surgery”? Because there is 60 years of
prestige in the world. We are considered in the top 6
countries in the world. (Interviewee 20, Plastic Surgeon)

However, these boundary-making strategies do not only
operate between plastic surgery and otorhinolaryngology: the
branch of dermatology, which has limited rights to subcutaneous
injections and interventions, also competes in this complex field,
both on an individual scale and on the basis of associations—
especially for dominance over botox and filler procedures:

The Dermatology Association says let’s get as much as we
can. I mean, let’s take botox, let’s take that too, why are
other branches doing it. (Interviewee 8, Dermatologist)

Here, we must underline that these overlapping areas of
jurisdictions are not merely a cause or an effect; rather, like all
other conceptions of norm, pathology, and aesthetics, these indicate
a relational existence. The ambiguous character of the social sphere
offers a general matrix of relationality, which is not just a structural
feature but a composite and dynamic context, a sum of the agencies
of a variety of actors (insiders and outsiders) involved in the
cosmetic market, entailing a series of uncertainties woven through-
out multiple strategies of profit-maximizing. Based on these insights,
we can argue that although scientific terms (here,“pathology” and
“indication”) claim epistemic objectivity and are considered
embodiments of pure objectivity and rationality, they are also
intricately woven into the practical context from which they emerge
(Knaapen, 2013). Such terms are not static entities: they are the
product of categorizations whose boundaries are open to constant
negotiation, and they are subject to revision and reinterpretation as
scientific knowledge and practices evolve. Given that even the
definition of science itself is not immune to various economic-
political spheres of influence (McLellan, 2021), boundary-making—
that is, defining what is scientific and what is not, or deciding what is
to be defined within a certain scientific field—itself becomes a social
interplay and cannot be considered independent of the sociopolitical
relationalities in which it is embedded. Drawing the boundaries of
what is included and what is excluded entails drawing the
boundaries of who can intervene in this field, and thus it functions
as a practical ground of legitimacy for claiming epistemic authority
(Burri, 2008).

The above-discussed difficulties in compartmentalizing the
body into specialties and the economic motivations that trigger
boundary intrusions are significant. In addition to these, our
interviewees also identified the increasing over-specialization of
the medical field as a contributing factor to boundaries blurring.
As medical professionals become more narrowly focused on their
specialties, clear delineation of roles and responsibilities becomes
more difficult, leading to overlaps and uncertainty in professional
areas:

The intricacies of life and anatomy do not allow otherwise.
Because everyone’s field has narrowed considerably. There-
fore, I don’t think any branch of medicine can say that only
they are dealing with this area. (Interviewee 21, Plastic
Surgeon)

As the process of categorization in the interpretation of the
human body in cosmetic interventions itself becomes ambiguous,
the answer to the question of who can intervene moves away
from scientific foundations and becomes dependent on negotia-
tions within a particular political economy, so much so that the
ambiguity becomes a tool for new actors—both medical and non-
medical—to utilize as an infiltration strategy, as will be discussed
in more detail in the following sections. As the cosmetic
procedures sector encourages newcomers from everywhere to
take part in the market structure it promotes, competing actors

try to intrude through the best adaptation strategy possible, such
as inventing attractive but ungrounded titles to legitimize the
position they aim to occupy (e.g., medical esthetician, beautician,
facial plastic surgery, etc.). In the case of cosmetic surgery,
ambiguity—specifically, the vagueness of which branch is
authorized to perform which procedure—is not an undesirable
outcome but in fact one of the defining elements of the field itself.

Strategies in the battlefield: rearrangement of medical
authority. Although the frontiers of medical authority between
specializations have never been stable or clearly defined (given
that the human body is a total but also fluent entity), the rise of
market rationale and the technology-intensive remaking of
medical practice caused widespread changes in the redistribution
of medical authority across specializations while highly blurring
the technical and ethical frontiers. In line with the market pres-
sure on medical specializations that incites them to enlarge or
redefine their boundaries of authority, their once-juridically fixed
professional positions have been partly abandoned. Thus, der-
matology—which was mostly concentrated on the illnesses of the
surface of the skin—began to intervene in deeper layers of the
flesh, while otolaryngology sought to extend its territory of
operation to cosmetic procedures on the face, slightly transgres-
sing its borders. Plastic surgery, which is the only specialization
that is not related to any specific organ, has been juridically
disoriented, given that most of the operations they were once
expected to do for cosmetic motivations (such as rhinoplasty, face
lifting, or reconstructive surgery) are either shared with or con-
fiscated by other specialties, essentially by otorhinolaryngology.
All parties engaged in this uncertain domain persistently try to
determine the frontiers of their authority and those of their
competitors. We observed that the more competitive the facial
procedures market becomes, the more that conflicts for power
tend to intensify, which in turn ignites juridical struggles between
professional associations. In this power game, where cards are
remixed and redistributed under market pressures (Bourdieu,
1988, p. 10), specialty associations emerge as significant actors in
the conflict, who implement various strategies to increase their
market share through their relations with the government, min-
istries, and the public. When asked about the relevant organiza-
tional strategies, interviewees responded as follows:

Plastic surgeons pursued an aggressive policy for 40–50
years. They officially became a branch from nothing; their
association was founded in 1962. […] After this association
was established, they declared war on other branches. With
very aggressive policies, using television, newspapers, etc.,
they tried to create an image that this work belongs only to
plastic surgeons. (Interviewee 16, Otorhinolaryngologist)

Power and numbers speak between associations. Unfortu-
nately, this is the case. Some very dangerous things happen.
For example, we call them dentists, but they are not actually
medical doctors. You see, because there are so many of
them, there is an arm-twisting, including in rector elections.
[…] Especially when a branch is in charge of the Board of
Medical Specialization,3 they can do these things much
more easily. (Interviewee 20, Plastic Surgeon)

Some authority transgressions are sued by those who defend
the monopoly of a certain domain of practice, and the courts
decide to limit medical abilities in a juridical sense or completely
ban them for certain members of other specializations, meaning
that gatekeeping strategies are implemented in order to safeguard
the current boundaries (Collyer et al., 2017); nevertheless, either
these regulations are not applied, or the actors negatively affected
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by them find out some legal—or even illegal—methods to bypass
them. This can be interpreted not only within the limits of the
medical field and its rising commercial character but also, more
profoundly, in relation to the continuous corrosion of the rule of
law (Çalışkan, 2018; Esen and Gümüşçü, 2016) under the ever-
more authoritarian tone of the AKP regime, which systematically
controls, intervenes in, and directs juridical instances and
institutions through the expansion of political oppression on its
officials, such as judges, attorneys, members of higher courts, etc.
Through authoritarian liberalism (to use the widely-shared
oxymoronic description for the AKP government), such political
ambition acts on the health market both by coercive force,
through the establishment of a quasi-total control on juridical
order, and by weightless liberalism, which lets commercially
motivated actors enter the medical cosmetic field without
confronting any obstacles. The heterogeneous milieu of medical
cosmetic interventions also seems to be implicitly encouraged by
the government, either by covert incentives or deliberate inertia:

Today, there is a field struggle in plastic surgery that has
accelerated a lot in the last five years […] Title usurpation,
field violation… The use of specialties and titles that do not
exist, the state’s indifference and lack of intervention…
(Interviewee 23, Plastic Surgeon)

However, this state of border uncertainty and disputes was not
necessarily met with criticism in our fieldwork—on the contrary,
while the plastic surgery branch (which had to share many
procedures with otorhinolaryngology) reacted negatively to the
lack of intervention by the state and ministries, ENTs tended to
interpret this as a means of legitimization:

ENTs are authorized to perform procedures on the face.
This includes botox, fillers, aesthetic procedures. As you
know, we do rhinoplasty, even more than plastic surgeons.
[…] We have already been authorized by the Board of
Medical Specialization appointed by the Ministry of Health!
In this sense, we are at peace, both in front of the ministry
and in our own consciences. (Interviewee 5,
Otorhinolaryngologist)

In addition to juridical cases, the power struggle also occurs
through the guidelines of specializations, a process through which
state institutions (such as the Ministry of Health) are directly or
indirectly involved. Indeed, professional guidelines—similar to
the phenomenon of medical scientific terms discussed above—
can also be considered inherently political, as standardizations
become a kind of negotiation tool in the struggle for authority
within the scientific field (Castel, 2009, p. 755). In the case of
cosmetic procedures, the preparation of professional codes—
which constitute the basis for the principles in resident formation
in a medical specialization—becomes another gray zone, despite
proponents spending considerable efforts to define them.
However, the Ministry of Health enters the power game as a
kind of pro-market deus ex machina, motivating all actors to
adopt a mercantile logic instead of playing a regulatory and
balancing role. In line with the profit-oriented public service
policies of the government, our interviewees stated that the
Ministry of Health plays a double role in managing the health
market: it intervenes by promoting non-medical and commercial
actors to be influential components without much considering the
medical authority question, and it does not adopt what should be
its regulating role as a public decision-maker.

There are some legal instances that demonstrate the intentional
ambiguity inscribed in the market. For example, in 2018, the
Council of State overturned a lawsuit filed by dermatologists and
plastic surgeons regarding the restriction on the authorization of
other branches applying botox and recognized the jurisdiction of

other specialties, such as dentistry.4 Furthermore, in further
regulations published in the Official Gazette, the former status of
beauty centers as health institutions was revoked, and their
supervision was transferred from the ministry to the munici-
palities.5 In other legislation, “beauticians” were legally recog-
nized, and their limits of authority were determined.6 All of these
both delegate legal responsibility from a centralized authority to
various actors and encourage different actors to get involved in
the cosmetic interventions field. Thus, the Ministry of Health lets
a field that is already juridically and institutionally a gray zone
function with its own pragmatism—in other words, in terms of
pure market rationale. This, in turn, makes a priority list placing
the capitalistic motivation at the top inevitable, so much so that
the policies of the Ministry of Health were frequently stressed
when interviewees were asked about possible explanations behind
borders becoming so prone to violations despite the presence of
established rules and regulations:

As an association, we went to the Ministry [of Health] and
explained our problems. They said that there are 250 official
hair transplant centers in Istanbul and 850 underground.
We questioned why they were not doing anything, and the
state said they were bringing in very good money.
(Interviewee 15, Plastic Surgeon)

There are so many people we are after as an association; a
man came from Iran, he is a normal medical doctor, a
general practitioner, he introduces himself as a plastic
surgeon, he has a practice in a five-star hotel in Istanbul. He
doesn’t have a license for his practice, people go to him and
have procedures done and the Ministry [of Health] doesn’t
do anything. (Interviewee 15, Plastic Surgeon)

Fifteen, maybe twenty years ago, the Ministry of Health did
something like this: Let’s organize two-month courses, let’s
give normal general practitioners a certificate under the
name of medical aesthetic certificate. And with this, they
can do fillers, botox, cosmetic procedures. The physician
who was given a medical aesthetic certificate there did not
only fill botox; he also treated blemishes, acne, scars, he did
many things. […] How can you give my branch to those
people and assign them the title of medical estheticians?
(Interviewee 31, Dermatologist)

Given the above, we can argue that the pressure of the market
economy is so strong that it incites the actors of the field to
legitimize actions that are destined to break the once-established
balance of power and its apparently scientifically founded rules.
Consequently, not only is the economic side of medical practices
on the face remodeled, but also the ethical considerations
characterizing the internalized contours of medical authority
are highly blurred. Naturally, whenever such an ethical
uncertainty prevails, actors tend to develop discursive instru-
ments that allow them to legitimize the entrepreneur posture they
tend to interiorize.

Toward a flexible ethos. As the appeal of cosmetic procedures
has attracted actors from many different fields, it has become
necessary for physicians to develop various neoliberal strategies,
such as advertising and marketing their services (Macgregor and
Cooke, 1984), in order to survive in an increasingly crowded
game. This has sown the seeds of commercial medicine (Sullivan,
2001) and thus morphed the very notion of medical ethics (Au,
2022; Sullivan, 2001; Hofmann, 2019; Vlahos and Bove, 2016),
reconfiguring healthcare as a commodity. Our field study reveals
that various facts—such as the proliferation of beauty centers and
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salons, and certificates and titles of specialization distributed
without supervision, as embodied in certain striking examples—
have encouraged even those who only finished primary school to
enter the medical field without any actual expertise. In this
contentious struggle, the ambiguous nature of the field has
become a valuable asset in a milieu dominated by the pursuit of
economic dynamism, so much so that the dissolution of the
boundaries between medical specialties is itself constitutive in the
power struggle of actors. This is a striking illustration of how the
boundaries of medical specialties are not shaped by rational ideals
but rather demarcated and distorted in a game of power
(Bourdieu, 1980) full of conflict and compromise (Turner, 2007;
Shiffman, 2015). Of course, the intertwining of scientific knowl-
edge with the social and the political is not a new phenomenon
(Jasanoff, 1996); however, when it comes to cosmetic procedures,
the medical ethos—re-conjugated by a neoliberal grammatical
mode through the overwhelming dominance of economic moti-
vations over scientific rationale—is characterized by chaos itself.
This chaos is in a symbiotic relationship with money and power
(Habermas, 1987). The ongoing commercialization of healthcare
services in Turkey gave way to the intrusion of various semi- or
non-competent actors into the market, which was fundamentally
stimulated by the attractiveness of cosmetic procedures; these
actors had the help of political and bureaucratic agents (parti-
cularly the Ministry of Health), who pushed the commercial drive
so as to financially animate the medical field or were passive
toward the invasions of outsiders, such as self-proclaimed “cos-
metic surgeons”, “cosmetic or esthetic specialists”, “estheticians”,
dentists, residents, and medical specialists from unrelated
domains or positions. While seemingly contrary to the raison
d'être of the Ministry of Health, its stance of encouraging non-
medical or non-specialized actors in the market is in line with the
AKP government’s purely capitalistic understanding of public
services. As a result, the ministry has permitted all actors who
enter the market to easily engage in a political game of both
economic competition and profit-making. The resultant unre-
gulated and complex character of the cosmetic health market has
created widespread dissatisfaction among doctors:

There are [medical] assistants on the beaches with fillers
and botox in their bags like peddlers! Our assistants are
doing botox and fillers alongside corn and mussel vendors!
Such behaviors are dishonoring to the profession. […]
Money is the only root of the problem. (Interviewee 15,
Plastic Surgeon)

Well, nobody wants to remove a chin tumor. No one is in
the race for it. But everyone is desperate for an eyelid
operation, lip augmentation, or nose surgery. Why? Because
there’s money there. Wherever there’s money, there’s a
fight. (Interviewee 25, Plastic Surgeon)

Boatloads of patients flood into Istanbul, Turkey for hair
transplantation and aesthetics. They are charged 10,000
euros for a rhinoplasty! And people pay! (Interviewee 7,
Otorhinolaryngologist)

Our interviewees emphasized that along with this paradigm
transformation in medical ethos regarding cosmetic interven-
tions, there is also a significant shift in the perception of the
patient’s body, which is no longer just an entity to be treated by
the physician but a living, breathing advertisement for the
physician’s skills and reputation. Cosmetic procedures—where
any defect is immediately visible and can directly affect the
reputation of the physician—provide external and highly visible
changes that are subject to public scrutiny and personal
judgment; consequently, “results” become a direct reflection of

the physician’s expertise. This not only adds a new facet to the
concepts of professional responsibility and reputation, but also
blurs the lines between medical treatment and personal branding,
making it a matter of public exposure. In other words, this
transformation is not only concerned with treating diseases, but
also with meeting society’s expectations of beauty and perfection.

If you remove someone’s tonsil, it is not directly visible
from the exterior. But in our practice, the flaw immediately
attracts attention! Then people will question who did it.
And it becomes a poor advertisement, bad publicity for you.
(Interviewee 1, Otorhinolaryngologist)

Our job is like putting your signature on people’s faces.
When you don’t meet expectations, you will have problems.
(Interviewee 7, Otorhinolaryngologist)

However, this change in ethos should not be considered
unilateral: various facets of a pre-existing transformation on the
part of healthcare providers crystallize when it comes to
aesthetics. For example, according to our respondents, plastic
surgeons, dermatologists, and otorhinolaryngologists are now
shifting from reconstructive or cancer surgery to cosmetic
procedures; as a result, medical interventions that require many
years of experience have begun to be abandoned, and the fact
that these fields are not economically appealing to physicians
has changed the notion of professional dedication. In addition,
our respondents indicated that their students want to go into
areas such as fillers, botox, and cosmetic surgery, which offer
better financial gains. In the field, a kind of disillusionment—
triggered by “external” factors such as economic conditions,
harsh working conditions, etc.—also shapes the practical
choices of newcomers (Becker and Geer, 1958), with individuals
making context-informed decisions as they navigate the
“realities” of practice and position themselves within it.
Moreover, it must be highlighted that this phenomenon is not
limited to residents, as medical specialists are also taking
aesthetic courses and leaving their specialties to pursue
cosmetic procedures:

The intensive care physician thinks, rightfully, why should I
get tired in the ICU when I can go and do cosmetics in an
enjoyable way and not have my patients die. Cardiovascular
surgeons do not operate, they do cosmetics. Neurosurgeons
do not operate, they do cosmetics. Intensive care unit staff
do not take care of the sick, they do cosmetics. We will die,
but we all will die pretty. (Interviewee 31, Dermatologist)

I will quote the last tweet I read. A cardiac surgeon, an
internist, a pulmonologist, a thoracic surgeon say that they
gathered at a medical aesthetics training course. (Inter-
viewee 7, Otorhinolaryngologist)

In Turkey, after completing their undergraduate education,
aspiring physicians are required to take an exam, starting their
residency programs and selecting a specialization based on their
scores. The changing tendencies have even influenced the scores
at which departments accept students, with the expected exam
scores increasing for departments that specialize in cosmetic
surgeries:

In my time, dermatology used to admit students from the
middle ranks [of the specialization exam ranking]. Now it
recruits only the top 50. There’s a big market […] General
practitioners from many branches, cardiovascular surgeons,
even obstetricians and gynecologists have started to enter
into these practices little by little. (Interviewee 18,
Otorhinolaryngologist)
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With regard to all the above, we must underscore that the social
field that this study attempts to visualize is relational. Neoliberalism,
which establishes uncertainty as the basis of its existence, makes the
field even more amorphous, but ambiguity does not mean the
absolute absence of order; instead, ambiguity itself becomes the
norm. Because every power is related to a certain structure of
knowledge, there cannot be a way of knowing that is independent of
power (Foucault, 1975). In this context, neoliberal power has
created its own way of knowing, which in turn has opened new
channels of power. Within this new matrix of relations, the power
struggles in the field render uncertainties into a tool that can be
converted into profitability, and they construct these uncertainties
as a strategy for opening up a new space for specialists in this
chaotic field. Eventually, all of the ambiguities mentioned in the
article—namely the body, pathology, aesthetics, and norm—have
created a market: a market of uncertainty.

The setting of an unregulated health market. The complex
struggle in the medical interventions market encompasses a
range of diverse stakeholders, including the Ministry of Health,
the Ministry of Labor and Social Security,7 insurance compa-
nies, technology marketers, pharmaceutical representatives,
hospital organizations, physician associations, educational and
training institutions, so-called non-medical beauticians, salons,
legislators, regulators, physicians, patients, courts, and social
media. As respondents revealed, medical practice involves
crossing the boundaries between specialties and draws in
people from many different backgrounds, including those
outside of the healthcare field. The interventions of these
external actors—who generally have not undergone medical
training, and if they have, lack specialization—are ignored by
the authorities of the domain, and they are not subject to any
inspection process:

He says, “I am a Doctor of Medical Aesthetics”! Who
granted you this title? He says, “I just wrote it.” You cannot
even do work on a test animal that easily in this country.
You cannot inject experimental animals so easily. (Inter-
viewee 20, Plastic Surgeon)

The beautician, not even a doctor, applies fillers, and refers
the infected patient to me. Shamelessly! And they can’t even
be sued, it’s funny—they can’t be charged because they are
not authorized anyways! (Interviewee 8, Dermatologist)

As the interviewees’ quotes indicate, the unregulated nature
of the field and its welcoming of external actors has
consequences for patient health, creating a context within
which the involved actors become ever-more intricate, thereby
producing a milieu of medical interventions in which the
products used and the competence of the people performing
the procedures cannot be evaluated. In the setting denoted
throughout the article, the fundamentals of medical ethics and
practice are intricately entwined with a body of knowledge that
is shaped by the political dynamics of state actors, influencing
what is regarded as the scientific domain within each medical
specialty. Here, it is revealed that neoliberalism is not merely a
market logic but an insidious, pervasive, and subtle ideology
(Brown, 2003), one that is not an entity apart from individuals
or operating at a higher level, but is rather reproduced even in
the smallest social units—from physicians to associations, from
patients to so-called beauticians. The unregulated nature of the
chaotic space—further reproduced by this ideology, which
maintains the continuity of the struggle to increase profitability
—is not a defect but a functional device. The uncertainty fuels
strife and conflict.

Conclusion
Scientific inquiry has prompted progressive specialization in
the medical field. Consequently, medical specialties have arisen
as scientifically well-founded fields of knowledge and practice,
which in turn organized medical power in the form of an
indubitable hierarchy of internal division of labor. However,
this more-or-less stabilized general medical field has rapidly
changed in shape and teleology since the 1980s, with the
increasing adoption of neoliberal policies in Turkey (as in
several parts of the world) that reduced the social character of
public services and replaced it with a merchant logic boosted
by private capital. In the neoliberal deregulation of public
service, healthcare service has largely been transformed into a
health market. One of the most immediate consequences of
this shift has been the triggering of authority conflicts between
medical specialties.

In our research, we focused not only on the ambiguous
setting of these fields in contradiction but also on the relational
character of neoliberal healthcare policies, the ambiguous and
fluid ontology of the human body, and the aesthetic demands
from individuals unsatisfied with their appearance. Once a
market logic dominates the medical field, the specialties
quickly get into conflicts over authority, legitimacy, and power
over certain procedures and zones. We discovered that these
conflicts are much more complex than they seem to be, given
that the transgressions or invasions of authority are animated
not only by opportunistic individual motivations but also by
the implicit policies of different political or market actors.
However, the most concentrated form of the conflicts occurs at
the boundaries between medical specialties, which incessantly
try to capture authority from others. Accordingly, we observed
that the field of facial operations is characterized by constant
frontier struggles, consisting of reciprocal intrusions. Indeed,
medical specialties operating on the face constitute, throughout
their conflictual relations, a kind of ecological equilibrium, in
which doctors are motivated to invade some procedures as yet
monopolized by other specialists, while abandoning other
procedures to newcomers. Here, we observed the development
of a discursive context wherein specialists tend to defend their
agencies by two types of argument: integration (coexistence
with another specialty) or exclusivity (confiscation of author-
ity). In any case, this power game is almost always legitimized
with scientific evidence, more specifically through anatomic
morphology. This means that political–ideological battles are
legitimized by scientific discourse that aims to make them
nearly indubitable.

Another outcome of this conflictual milieu is the accentua-
tion of cosmetic motives in the legitimization of territorial
struggles, which in turn initiates a market logic. Thus, the
medical specialty gains territory and authority, while devel-
oping discursive tools to pathologize ugliness. The insatiable
desire for cosmetic alteration by patients feeds the power
struggles among the medical specialties, all of which are cir-
cumscribed by a neoliberal rationale. Finally, the relationality
of the medical field around the face seems to instigate a rapid
ethical degradation among medical actors, with particularly the
notion of dedication in the profession vanishing, replaced with
the crude reality of a quest for money.

In summary, we highlight through our findings that the
frontiers between medical specialties are scenes of indefinite
conflict zones, instead of clear-cut, well-defined, strictly-
delineated limits of authority. This confusion is fed by two
kinds of ambiguity, which implicitly coalesce into the reproduc-
tion of a neoliberal and chaotic professional field of practice: (1)
An unregulated market, with political actors and opportunistic
outsiders; (2) Ontological fluidity of the human body, which

ARTICLE HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS | https://doi.org/10.1057/s41599-024-03487-3

10 HUMANITIES AND SOCIAL SCIENCES COMMUNICATIONS |          (2024) 11:958 | https://doi.org/10.1057/s41599-024-03487-3



permits the generation and perpetuation of conflicts for more
authority and power. Instead of isolating the conflicts between
medical specialists as micro-sociological games, we position them
in a broader framework that shows the relational character of the
social.

Data availability
The datasets generated and/or analyzed during the current study
are not publicly available, because some of the participants are
government officials and because disclosure of the datasets could
expose the identities of the physicians and lead to legal and
political troubles; nevertheless, they are available from the cor-
responding author upon reasonable request. Our dataset reveals
personal and identifying information (in terms of affiliated
institutions and participants’ city of residence), which may cause
difficulties for the interviewees in Turkey’s political climate.
While we value transparency, we prefer not sharing the interviews
of our interviewees, as we have a responsibility to them.
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Notes
1 Although the namesake of a trademarked injectable product, Botox® (Botulinum
toxin-A) has become a metonym for cosmetic injectables, particularly in the Turkish
context. Therefore, the use of “botox” in lowercase throughout the article is as an
eponym for subcutaneous injections.

2 Although it is a recognized branch in certain parts of the world, Facial Plastic Surgery
is not a subspecialty that is recognized or defined by legal authorities in Turkey.

3 The Curriculum Formation System of the Board of Medical Specialization (Tıpta
Uzmanlık Kurulu Müfredat Oluşturma Sistemi-TUKMOS), established by the Board
of Medical Specialization authorized by the Ministry of Health, shapes the limits of
authority of the branches by creating curricula.

4 For further information, please refer to the “Danıştay 15. Daire Başkanlığı 2015/10115
Esas 2018/3875 Karar Sayılı İlamı” (Certified Copy of Judgement Number 2018/3875
on Case 2015/10115 of the 15th Chamber of the Council of State).

5 For further information, please refer to the “Ayakta Teşhis ve Tedavi Yapılan Özel
Sağlık Kuruluşları Hakkında Yönetmelik” (Regulation on Private Health Institutions
for Outpatient Diagnosis and Treatment) still in effect.

6 For further information, please refer to the “İşyeri Açma ve Çalışma Ruhsatlarına
İlişkin Yönetmelik” (Regulation on Workplace Opening and Operation Licenses) still
in effect.

7 The Social Security Institution (SSI), a subsidiary of the Ministry of Labor and Social
Security, determines the amount of payment physicians are entitled to receive for each
procedure.
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