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1. We typically take it for granted that the goals of medicine are to restore and maintain health.

• The first of these goals is supposed to capture what may be called reactive medicine, what we
need when we fall ill.

• The second of these goals constitutes preventive medicine, what we engage in when, for instance,
we go for annual checkups or when we get flu shots or other vaccinations.

2. We also typically take it for granted that the goals of medicine are to cure (or eliminate) and prevent
disease.

3. Question: Are these two approaches to defining the goals of medicine equivalent to each other?

• In other words, we are asking: is health (the mere) absence of disease?

• Perhaps surprisingly, the answer to this question is not straightforward because there is vast
philosophical disagreements about the nature of disease (on which much has been written) and
perhaps even more uncertainty about the concept of health (on which comparatively less has been
written).

4. One influential source for the concept of health is the World Health Organization (WHO). It defines
health as “a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity” (WHO 1948).

• Health is thus much more than not being diseased.

• This is an expansive concept of health.

• We thus end up with a categorization in which we have the disease state at one extreme, the
health state at the other extreme, and an area in between which is neither.

• But what does it mean? The concept of well-being is notoriously ambiguous. Moreover, doesn’t
well-being, as a state of mind, involve a lot more than health? Being poor may generate lack of
well-being? But, is poverty a disease?

• Do we even have a term for this in between “gray” area? In English, nothing plausible (and also
credible) comes to mind.

• Ironically this expansive view of health is more restrictive than its alternative since it excludes
from the healthy those in the gray area.

5. Nevertheless, the expansive concept of health is becoming increasingly popular and has many advocates.

• For instance, at the University of Texas there are “wellness” programs for employees which im-
plicitly endorse an expansive concept of health.

• While these are promoted as examples of institutional concern, we may want to remain wary of an
implied paternalism, as well as remember our cynicism: the cold calculation behind such proactive
projects is likely to be that they save health insurance companies money in the long run.

6. A much narrower definition of health would be what medicine aims to restore (Kass 1975).

7. The assumption is the the goal of medicine is to restore something much more specific and limited
than some general state of well-being, perhaps mere functionality though, as we shall see, that is hard
to define.

8. From this perspective, not being healthy is being unhealthy which is not identical to being diseased.
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9. Let us turn to definitions of health and disease. Perhaps, once we define each of these concepts directly
(that is, not using the other as a foil), we can decide how to divide the conceptual space of health and
disease.

• There have been a wide variety of attempts to define disease first and, in many cases, use that
definition to define health. There have been fewer attempts that begin with health. The crucial
issue that divides disputants is whether disease can be defined entirely by recourse to empirical
facts and no value judgments in all cases or whether value judgements are necessarily involved
and, for some, all that are involved in defining disease.

• Following common practice, Ereshefsky (2009) divided the various attempts to define disease into
three broad approaches. He then proposed a new approach himself.

• We will use four approaches: empirical, normative, hybrid, and deflationary.

• The first three of these are the ones Ereshefsky uses. The fourth includes his own contribution.

10. Empirical approaches:

• These are also called naturalistic approaches or objective approaches. Neither of those terms
are philosophically satisfactory. “Naturalism” also refers to a philosophical position that claims
that philosophy should be practiced in continuity with science which is a question very different
from how health and disease should be defined. Calling these approaches objective suggests
that approaches that emphasize values are not objective which, in turn, suggests that all ethics
must embrace cultural or some other form of relativism. That is simply false. Calling these
approach empirical is better because what they do embrace is that facts of the matter, that is,
data ascertainable by measurement alone is sufficent to answer questions of health and disease.

• The best known of these approaches is due to Boorse (1977, 1997).1 It consists of four components.

i. Disease is defined with respect to a reference class determined by age and sex.

ii. For each such class there is a set of features that constitute natural functions that are statis-
tically typical and enhance or maintain biological fitness.

iii. Disease is an impairment of normal functionality no matter whether its origin is internal to
the body or in the environment.

iv. Health is the absence of disease.

• Objections to this and similar approaches are legion. Here we will consider only the most impor-
tant one: whether statistically defined normal functioning can serve its intended function.

– The reliance on biological function alone has bizarre consequences. Consider a post-menopausal
female. In such an individual, the persistence of a beating heart does not maintain or en-
hance biological fitness because she no longer has a reproductive capacity. Thus, even severe
arrhythmia that threatens death would not constitute disease.

– Moreover, as philosophers of biology have long pointed out, sometimes in excruciating detail,
definitions of function based exclusively on biological fitness are inadequate. (The heart
example is one of the reasons,)

– Biological facts also do not determine what is normal. This approach conflates two very dif-
ferent meanings of “natural”: statistically typical and what should be the case. We should
immediately note that it is the second that is most responsible for giving this approach any
plausibility. However, it is evaluative, going beyond empirical facts. Moreover, biological pop-
ulations, especially human populations, exhibit huge amounts of variability. (This variability
is important because it is what makes evolution possible.) One consequence is that there is
much that is not statistically typical that yet remains within what should be the case in any
reasonable sense of human functioning.

• Boorse’s approach also has other consequences that we may find unpalatable.

– For instance homosexuality becomes a disease. Boorse is willing to live with such an impli-
cation with the proviso that not all diseases require medical intervention.

1A more recent piece, Boorse (2014) is not an improvement.
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– There are also examples such as a brain lesion that turns an individual into a gourmet. The
lesion is dysfunctional brain tissue but how it manifests itself is generally not regarded as a
disease.

– There is the case of the female orgasm. Feminist philosophers of biology have argued that
it was not evolutionarily selected for and, thus, the inability of have an orgasm would not
be considered a disorder in this approach. It would, therefore, be considered to be part of a
healthy state.

• The conclusion should be is that empirical approaches have too many problems to be regarded as
giving satisfactory accounts of disease and health.

11. Normative approaches:

• These approaches are remarkably diverse but agree on the claim that diseases are violations of
social norms.

• Here are two examples:

– Engelhardt (1976, p. 266) claims: “Disease does not reflect a natural standard or norm,
because nature does nothing—nature does not care for excellence, nor is it concerned with the
fate of individuals qua individuals. . . . Health . . . must involve judgments as to what members
of that species should be able to do—that is, must involve our esteeming a particular type of
function.”

– Sedgewick (1982, p. 32) basically agrees: “All sickness is essentially deviancy [from] some
alternative state of affairs which is considered more desirable. . . . The attribution of illness
always proceeds from the computation of a gap between presented behavior (or feeling) and
some social norm.”

• Normativists do not deny that departures from the norm may be caused by biological (or other
empirical) factors. However, these causal origins are not pertinent to characterizing some feature
as healthy or diseased.

• Normativists correctly point out that their approach deals with examples such as homosexuality
or brain lesion-induced gourmet behavior better than empiricism.

• However, normativism faces a serious objection: there are many behaviors that we may find
undesirable and constitute violation of social norms but are not considered diseases.

– Consider mild alcoholims which may be undesirable but, unlike severe alcoholism, is not
regarded as a disease. Even with severe alcoholism it is controversial whether it constitutes
a disease and normativism cannot clarify, let alone resolve, that controversy.

– Consider deafness which may violate social norms about what is desirable but may not qualify
as a disease.

• Finally, this approach suffers from a hopeless cultural relativism. One example will suffice. In its
cultural and historical context, it would identify drapetomania as a disease. This is a nineteenth-
century behavior in the United States exhibited by slaves who try to escape.

12. Hybrid approaches:

• These approaches attempt to integrate empirical and normative considerations to define health.
In general they accept the criterion form normativism of a departure from social norms but include
its causal origin in the definition of disease.

• The most prominent example of this approach is that of Wakefield (1992:

– In his version: “A condition is a disorder if and only if (a) the condition causes some harm
or deprivation of benefit to the person as judged by the standards of the persons culture (the
value criterion), and (b) the condition results in the inability of some internal mechanism
to perform its natural function, wherein natural function is an effect that is part of the
evolutionary explanation of the existence and structure of the mechanism (the explanatory
criterion)” (1982, p. 384).
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– For Wakefield, health is the absence of disease.

– All the objections to the “natural function” component of Boorse’s approach carry over to
this hybrid approach.

• A way out would be to retain the value criterion but develop a better version of the explanatory
criterion to make it biologically plausible while still reining in normativism.

13. Deflationary approaches:

• These approaches deny the importance of defining health and disease. In stronger versions of this
approach, health and disease talk is either supposed to be eliminated or is treated as being loose
(informal) talk that may have a heuristic role but has no theoretical role. What these versions
do is try to clarify and resolve disputes about health and disease without relying on definitions of
these concepts. More tempered versions of these approaches, definitons of disease or health are
offered but relativized to cultural contexts. As in the case of hybrid approaches, these approaches
admit the relevance of both empirical and normative criteria but typically do not attempt to
synthesize them.

• In Ereshefsky’s (2009) version of this approach, empirical data provide state descriptions of an
individual’s physiological, psychological, or other such state. Examples include the body tempera-
ture, red blood cell count, feelings of anxiety or depression (appropriately operationalized). These
state descriptions are complemented by sets of normative claims about appropriate responses to
these states in a potential patient. There is no attempt to integrate these two factors.

– State descriptions avoid normative criteria, ideally completely. For instance, they do not
invoke predicates such as “natural” or “normal.” They also do not make functional claims.

– The normative claims make statements about what is appropriate as a response to a particular
state of an individual, whether it be accepted as part of human variation, whether they are
undesirable but not important enough for any intervention, whether intervention would consist
of advice to an individual (for instance, about lifestyle choices such as tobacco or alcohol intake
or exercise), or whether intervention would be at a societal level, or intervention would involve
action by medical personnel.

– This “state description and norm” approach, at the very least, is supposed to help clarify
disagreements about disease status.

– An example from Ereshefsky (2009) should help. Until the 1960s, the psychiatric profession
in the United States and elsewhere treated homosexual orientation as a disease. (This could
result in what we now regard as vicious abuse of state power, for instance, chemical inter-
ventions in the case of Alan Turing of computer fame in the United Kingdom.) Obviously,
there was vocal disagreement about this assessment by the psychiatric profession. Now what
is not clear is whether this disagreement was about state descriptions of individuals with this
sexual orientation: whether there was consensus about what physiological or psychological
parameters delimited this sexular orientation (and these would be complex); or whether, the
dispute was normative, about what society considered acceptable. If the Ereshefsky approach
had been followed, then it would have exposed the fact that the disputes were entirely about
social norms, more accurately about social prejudices, with no empirical basis.

– Of cours, these strong versions come with the cost that we no longer can talk of disease or
health. We would need a radical reform of language used to talk about medicine.

• A weaker version (also fleetingly and partially endorsed by Ereshefsky) would allow decisions to
intervene using medical personnel as defining what constitutes disease states. The set of state
descriptions for which the appropriate response is medical intervention would constitute and thus
define disease states.

– Effectively, this means that the set of norms plays the role of arbitrer in defining disease.
However, the use of these norms is heavily constrained by the explicit requirement that state
descriptions be available.

– However, what constitutes disease is relativized to cultural contexts by both technological
feasibility and social choice.
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– Take the case of deafness. For some forms medical intervention is available. However, faced
with an individual with a state description that corresponds to deafness, the societal response
could be to forgo medical intervention in favor of making American Sign Language commu-
nication with this individual mandatory in all relevant contexts. Deafness would then not be
a disease by cultural choice.

– Indeed, we as a society have increasingly been dealing with disability services in this way.
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