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This essay criticizes recent analyses of health concepts by four writers:  K.W.M. Fulford, Lennart Nordenfelt, Lawrie Reznek, and Jerome Wakefield.
   Elsewhere I have offered some critical remarks on all four while replying to objections to my own position (Boorse 1997).  I did not, however, try to expound their views systematically, as I do here.  To avoid duplication, I shall generally not repeat those earlier criticisms, nor restate my own view, only mentioning sometimes how it may avoid the difficulties of its rivals.  It is convenient to discuss these four writers in alphabetical order.  That is because, in many ways, the extensively overlapping views of Fulford and Nordenfelt are the farthest from my own.  At the other extreme, Wakefield agrees with me in his account’s most important feature, the requirement that medical disorder involve biological dysfunction.  In some respects, though not all, Reznek occupies an intermediate position.


I.  FULFORD AND NORDENFELT: “REVERSE VIEWS”

Fulford calls his account a “reverse view”
 because, in several ways, it inverts what he sees as the conventional view of health concepts.  Most importantly, he takes the basic medical concept to be illness, not theoretical concepts like disease, disorder, or dysfunction.  Nordenfelt, likewise, wishes to start from an ordinary concept of health and use it to define disease, injury, disability, and other “maladies.”  Since both these writers also ground their accounts in philosophical action theory, their views end up sharing many features.  Nordenfelt offers the following list of common theses:

1   Health is a kind of ability to act; illness is a kind of disability or failure of action.  The basic notion of action, at least, is intentional action as analyzed by action theory.


2   Physical and psychiatric medicine share the same basic health concepts.

3   Health and illness are primarily holistic concepts:  a human being as a whole is healthy or ill, with component organs healthy only in a derivative sense.

4   Health and illness are the primary concepts; disease, injury, and defect are derivative concepts.

5   A good analysis of health concepts should be a useful conceptual basis for medical science and practice.

To this fifth, methodological thesis I would add another, since it is both important and debatable. 


6   Professionals and laypeople share the core medical concepts of health and illness.

Before tackling this common ground, I shall first summarize these two writers’ individual analyses with a fairly broad brush.  I then criticize individual features of each in more detail, and end with four objections common to both accounts.


A.  Fulford

Fulford aims to analyze an “everyday usage” (27) of medical concepts largely common to physicians and the lay public.  Accordingly, he identifies his method as the “linguistic analysis” (22) practiced by such figures as Wittgenstein, Austin, Urmson, and Hare (xv, 22-3, 54, 121-22).   One major goal is to illuminate conceptual problems in, specifically, psychiatry.  Hence Fulford begins by relating his project to the controversy over Szasz’s claim that mental illness, as a conceptual impossibility, is a myth.  In his first chapter, he argues that we need to recast that controversy by rejecting two assumptions and a form of argument shared by both sides in this dispute, antipsychiatrists and psychiatrists.  The assumptions are that mental illness is, as physical illness is not, conceptually problematic.  The form of argument is to test alleged mental illnesses against properties thought essential to physical ones (5).  Fulford finds the concept of physical illness proven problematic by different writers’ analyses of it.  Hence, he suggests, the soundness of this concept is just as initially dubious as the soundness of its mental counterpart.  At the same time, clinical problems in psychiatry may reflect not conceptual confusion, but difficulties intrinsic to the subject matter (19-20).   What we must seek first, then, is a general analysis of illness (13-4).  Such an analysis should be judged by two outcome criteria:  (i) how well it explains both the similarities and differences of its mental and physical subtypes, and (ii) its clinical usefulness for conceptual difficulties in medical practice (24).


Fulford’s next two chapters seek to undermine the “conventional” view of medical concepts, here represented by my own analysis.  A brief chapter 2 identifies features of common medical usage that my view allegedly fails to capture.
  Then chapter 3 offers a debate between a metaethical descriptivist and a nondescriptivist over “Boorse’s version of the medical model” (37).  One of the main conclusions of this debate is that ‘dysfunction’ is a “value term,” i.e., has evaluative as well as descriptive content.  The main argument for this thesis, in chapter 6, proceeds by comparing functions in artifacts and organisms.  In artifacts, functioning is doing something in a special sense, “functional doing” (92 ff).   Fulford argues by a rich array of examples that the function of an artifact depends on its designer’s purposes in two ways, as to end and as to means: “for a functional object to be functioning, not only must it be serving its particular ‘designed-for’ purpose, it must be serving that purpose by its particular ‘designed-for’ means” (98).  Moreover, ‘purpose’ is “an evaluative concept,” i.e., “evaluation is ... part of the very meaning of the term” (106).  That is because “to describe something as one’s purpose while at the same time denying that one evaluates it (in some sense and mutatis mutandis) positively would ... be self-contradictory” (106).  From this Fulford concludes that claims of biological function also rest on value judgments.  He concedes that “biological functional objects, like nonbiological, are designed to serve particular purposes” (104); yet they have no designers (105).  Nonetheless, he believes that calling such outcomes as “survival and/or reproduction” (108) purposes presupposes a positive evaluation of them by someone, though not necessarily the speaker.


Having thus destroyed the “conventional view’s” key thesis (29) – that ‘dysfunction’ is a value-free concept in theoretical biomedicine – Fulford now develops his own positive account.  It can be summarized as follows.  Not only are ‘illness’ and the various “malady” terms such as ‘disease’ negative value terms, but they express a specifically medical kind of negative value involving action failure.  As the “reverse-view” strategy requires, ‘illness’ is the primary concept, from which the others are definable.  To motivate his account of illness, Fulford uses the point that bodies are dysfunctional, yet persons ill.  To what, he asks, does illness of a person stand in the same relation as bodily, or artifact, dysfunction stands to functional doing?  Since artifacts and their parts function by moving or not moving, Fulford considers illnesses consisting of movement or lack of movement.  Using action theory’s standard example of arm-raising, he suggests that the concept of illness has “its origins in the experience of a particular kind of action failure”:  failure of ordinary action “in the apparent absence of obstruction and/or opposition” (109).  By ordinary action, he means the “everyday” kind of action which, as Austin said, we “just get on and do” (116).  That is “not so different from” the fully intentional action distinctive of persons, in that we can state or reflect on our intentions if necessary, and our attention is drawn to them if the ordinary action fails.  Hence Fulford describes ordinary doing as “latent full” doing (117), which suitably restricts it, like ‘illness’, to persons.  He next suggests that this analysis also fits illnesses consisting in sensations or lack of sensations.  Pain and other unpleasant sensations, when symptoms of illness, also involve action failure.  That is because “pain-as-illness,” unlike normal pain, is “pain from which one is unable to withdraw in the (perceived) absence of obstruction and/or opposition” (138).  Finally, the analysis covers mental illness as naturally as physical illness.  As physical illness involves failure of ordinary physical actions, like arm-raising, so mental illness involves failure of ordinary mental actions, like thinking and remembering.  


From this basic illness concept, Fulford suggests that all the more technical medical concepts are defined, and in particular a family of concepts of disease.  He begins by separating, within the set I of conditions that “may” be viewed as illness, a subset Id of conditions “widely” viewed as such (61).  ‘Disease’, he thinks, has various possible meanings in relation to Id.  In its narrowest meaning (HDv), ‘disease’ may merely express the same value judgment as ‘illness’, 

but in relation only to the subset Id, not all of I (62-4).  A variant of this idea is a descriptive meaning of ‘disease’ (HDf1) as “condition widely viewed as illness,” which is not an evaluation, as is HDv, but a description of one.  Two other broader descriptive senses of ‘disease’ are then derivable from HDf1:  condition causally [HDf2] or statistically [HDf3] associated with an HDf1 disease.  Fulford provides no comparable analyses for other “malady” terms such as ‘wound’ and ‘disability’, nor for ‘dysfunction’.  Nevertheless, he seems to hold that their meaning depends on the concept of illness in some fashion.  Unfortunately, his view of this dependence is unclear.


Fulford judges his account a success by his two outcome criteria.  The first was that it find, if possible, a neutral general concept of illness, then explain the similarities and differences of ‘physical illness’ and ‘mental illness’ in ordinary usage (24).  As to similarities, by distinguishing illness and disease, the account lets us see that physical and mental illness are alike in being mainly constituted by mental phenomena, and in their subjective and value-laden character.  Physical and mental diseases are also alike in being classifiable into the same three categories (HDf1-3).  As to differences, while mental diseases differ somewhat from physical diseases in the properties of their “empirical” (80) features, the main difference is that people disagree much more in evaluating these features, e.g., anxiety compared with pain.  Since, Fulford believes, the evaluative meaning of terms is more prominent the less settled their “criteria” are (54), this difference explains why mental illness is seen as a problematic category.  Using the example of alcoholism, he tries to show how clinical difficulty in diagnosing mental illness results from the nature of the phenomena, which the concept, far from being defective, faithfully reflects (85,153).


Fulford’s account succeeds equally, he thinks, by his second criterion, clinical usefulness.  In psychiatric nosology, it suggests several improvements:  (1) to make explicit the evaluative, as well as the factual, elements defining any disease for which the former are clinically important; (2) to make psychiatric use of nondisease categories of physical medicine, such as wound and disability; and to be open to the possibilities that (3) mental-disease theory will look quite different from physical-disease theory and (4) in psychiatry, a second taxonomy of kinds of illness will also be required (182-3).  The account is said also to have major implications for psychiatric treatment.  It justifies retaining the general category of psychosis, now discarded by conventional psychiatry (194-97); it avoids the defects in textbook definitions of delusion, the key symptom of psychosis (213-18); and, in so doing, it clarifies the grounds for involuntary treatment of the mentally ill (236-43).  Finally, Fulford thinks his theory promotes improvement in primary health care, as well as closer relations both between somatic and psychological medicine and between medicine and philosophy (244-54).


My first criticism specific to Fulford is methodological.  His analysis is handicapped by a philosophy of language by turns archaic, useless for his purpose, and idiosyncratic.  Half a century after the heyday of English ordinary-language philosophy, its theories of meaning now seem undisciplined.  In particular, Fulford relies on writers from an era largely innocent of any semantics-pragmatics distinction.
  For example, Urmson’s view (1950) that general value terms like ‘good’ “convey” descriptive meaning, based on “criteria,” gives Fulford’s chapter-3 debate the musty aroma of a time-capsule.  There is no reason to say that ‘good’, used of strawberries, “signifies” the “descriptive meaning” of “‘plump’, ‘sweet’, ‘red’ and so on” –  i.e., the “criteria by which strawberries are judged to be good” (47-8).  That is, however, common ground between Fulford’s descriptivist and nondescriptivist.  Naturally, when speakers know they agree on “the qualities which make for good strawberries” (48), to call a strawberry good allows the inference that the speaker believes it to have these qualities.  But that is pragmatics, not semantics.  Fulford realizes this, in a way, distinguishing the “descriptive meaning conveyed by ‘good’” from “the meaning of the word ‘good’” (48).  Unfortunately, he fails to see that the former has nothing to do with conceptual analysis.  After all, factual terms may “convey” evaluations just as easily as the reverse.  If our only test of a good strawberry were its redness, to call it red might pragmatically convey that it was good; but that would scarcely prove the concept of redness, or of red strawberry, evaluative.  Such examples abound in medicine.  Obviously, medical practice rests on a presumption of the value of health, and no one disputes that most diseases are bad.  The main issues between normativists and naturalists are whether (i) badness and (ii) a specific factual property, biological dysfunction, are necessary conditions of disease.  To answer these questions, we must decide whether we accept the corresponding universal generalizations, in all cases real and hypothetical.  Pragmatic inferences in typical contexts are not enough.



At the same time, Wittgenstein’s idea of family resemblance seems useless for Fulford’s purposes.  Fulford not only endorses this picture of meaning, but combines it with a metaphor of evolution:  

After all, concepts generally are not, as it were, evolutionarily static.  They bud and branch and interconnect, forming what Wittgenstein described as families of concepts linked by a complicated network of similarities overlapping and criss-crossing. ... In principle any similarity might do; and which similarities ... have so far actually been involved, is as much a matter of psychology as of logic. (121-2)


It is hard to imagine a theory of meaning less suitable to resolving a dispute over whether ‘mental illness’ is a legitimate concept.  Assume (what is scarcely clear) that Wittgenstein was right about ‘game’.  Why, in the first place, would one suppose that scientific concepts are, or should be, similar?   There is no science of games, and no one much cares what is called a game and what isn’t.  By contrast, ordinary medicine purports to include a science of disease, pathology, and there is a heated dispute over the allegedly corresponding science of psychopathology.  It is, I believe, unclear that ordinary-language philosophy has any value in philosophy of science.  But, even if it does, then, in the second place, seemingly the last contribution it could make is to rule an analogical extension of a concept legitimate or illegitimate.  How could an “everyday” (27) term be ruled illegitimate by ordinary-language philosophy, the basic assumption of which is that all such terms are legitimate, philosophical problems being mere symptoms of our “distorted view” (23) of their meaning?  At one point, comparing sensation-based physical illnesses with movement-based ones, Fulford says “there is no philosophical necessity” (134) for the former to fit an analysis of ‘illness’ based on the latter.  The task of “philosophical theory” is only “to explain either how all these are related as species of illness or how they have come to be appear to be related” (135).  Such an explanation must always be possible, if only as a matter of “psychology.”  So a parallel explanation must be possible of the relation of mental to physical illness.  No one, after all, disputes that there are similarities, as well as differences, between conditions called mental and physical illness.  But Wittgensteinian semantics can never conclude that mental illness is not really illness, any more than it can conclude that some activity ordinarily called a game is not really one.  Thus, it is really at the beginning, not the end, of his analysis that Fulford rejects antipsychiatry.


An equally damaging methodological idea is the evolutionary metaphor.  Fulford’s thesis that the “logical origins of the medical concepts are in the experience of failure of ‘“ordinary” doing’” (121) is meant as both a historical and a semantic claim.
  Now it is a bit unclear how this statement is a semantic analysis, since it is unclear how the causal origin of a concept in an experience is to define its content.  In any case, as Nordenfelt notes, experience of action failure is not a necessary condition of illness.  A comatose person is ill without experiencing anything.  Perhaps Fulford can avoid this difficulty by deleting ‘experience’ from his formula, though one might still wonder how comatose people “fail” at intentional actions they are not attempting.
  Even more serious is the threat of genetic fallacy.  Biological evolution is notable for producing new types of organisms.  But if mammals evolved from ancient fish, that does not make human beings fish, ancient or modern.  The issue, surely, is whether dysfunction is a necessary condition of illness in current medical thought, not that of ancient Greece or primitive cultures.  Naturally I concede, in a passage Fulford quotes (68), that primitive concepts of illness need not involve the scientific idea of biological dysfunction.  But surely any controversy over Western medical science, including contemporary psychiatry, should analyze contemporary concepts, not their prehistoric ancestors  Worst of all, the evolutionary metaphor makes Fulford’s analysis essentially immune to counterexample.  This emerges in his discussion of how his analysis applies medical concepts to plants and lower animals.  On a single page (122), he asserts all the following theses: (1) that disease concepts are defined in terms of illness in the manner, e.g., of Hd1 and Hd2; (2) that plants and animals “in general” can be diseased; but (3) that only higher animals can be ill (except metaphorically, 123).  These three theses are contradictory.
   If this is not a serious objection to Fulford’s analysis, what would be?  And if nothing could be, then his evolutionary Wittgensteinianism does not seem to be a form of conceptual analysis. 


 Let me turn now to remarks on substance rather than method.  First, as just noted, Fulford’s thesis that the concept of biological function involves values is a minority view, and an unwelcome one to anyone who wishes biological science to be as value-free as physics.
 Interestingly, though, the sense of value-ladenness emerging from Fulford’s argument is very weak in two respects.  First, as noted below, one who makes a function claim may not be evaluating, on Fulford’s view, but only describing someone else’s values.  Secondly, Fulford seems to commit himself to the thesis that all organisms evaluate.  I quoted his earlier claim that purpose entails evaluation.  Yet he also thinks all organisms have “their own purposes” which they pursue in their actions.

Even the most lowly organisms serve their own purposes in what they do.  In this, indeed, organisms in general differ from functional objects.  Similarly, the purposes of even the most lowly organisms, though contingently limited, are not logically restricted ... as are the purposes of functional objects:  an amoeba, say, whose purposes in doing something were as a matter of fact not to survive and/or reproduce (cf. chapter 3) would none the less still itself and qua amoeba, be doing something. (115)

What lower organisms lack is merely consciousness, and thereby intentionality (115).  


This view has two interesting consequences.  First, it is a bit awkward for Fulford’s analysis of illness in terms of failure of “ordinary” doing.  Illness is supposed to be restricted to higher organisms.  But if ants, amoebas and azaleas have ordinary purposive activities, why isn’t their blockage illness?   Ordinarily, ants just get on and raise their legs; an azalea just gets on and blossoms.  When they suddenly don’t, why aren’t they ill?  Granted, nonsentient lower organisms don’t experience action failure; but the coma example shows that experience isn’t required for illness.  As well, there was the alleged latency of intention in human beings’ ordinary doing; but this seems to be an empirical matter of human psychology, not a conceptual fact.  A second point is that the quotation makes it unclear how Fulford’s nonintentional purposes of all organisms differ from the goals on which I and others rest our analyses of function.  If there is no difference, and to have such a goal is ipso facto to evaluate, then the value-ladenness of biological function statements may amount to very little.  Such statements will be laden, not with our values, but only with organisms’ own “values” implicit in their goal-directed behavior.  I would not call bacterial or protozoan goals values; but insofar as this is a merely verbal disagreement, it is of no consequence.


Here are some miscellaneous remarks on Fulford’s account of illness and its relation to disease.  First, illness is defined via action failure, yet is said to include unpleasant sensations from which one fails in the effort to withdraw.  Fulford’s original focus on action came from his discussion of artifact function, which was said to consist of moving or not moving.  Now there are at least some artifact analogues to sensation, as opposed to movement:  receivers tune signals, cameras record images, computers store data.  In any case, it seems false that what separates unpleasant sensations of illness from those of health is our ability to withdraw from them.  Stomach pain may be from hunger or an ulcer.  Both pains arise internally, not from an external stimulus; we cannot withdraw from either simply by movement; but we can withdraw from both by the action of eating something – if not food in both cases, then food in one and an antacid in the other.  Likewise, we can “do something about” sleepiness by going to sleep (135), even if we feel sleepy because of a disease like influenza, hypothyroidism, or narcolepsy.  Conversely, pain in childbirth is a normal pain of internal origin, which one cannot escape without drugs; but drugs kill the pain of disease as well.  I also wonder how the withdrawal idea applies to illness consisting in lack of sensation, as in leprosy or spinal injury.  After lepers lose pain sensation, do they fail in the ordinary effort to hurt themselves?   At any rate, it would seem Fulford might equally have based illness on unpleasant experiences, then said that this analysis also embraces action failure, since finding one’s ordinary acts blocked or distorted is very unpleasant.  If so, I do not see why action holds primacy over experience in defining the concept of illness.  


A second issue is the metaphysical relation between a person’s (case of) disease and a person’s (case of) illness.  Fulford rejects what he calls my “subcategory thesis” that all illness states are disease states.  But two of his reasons (31) are inconclusive.  First, that a hangover or drug overdose is illness without disease he himself eventually questions, saying that one may feel ill without being ill (134).  Second, that patients are commonly called ill before being diagnosed with a specific disease does not show their illness not to be a disease.  Perhaps we know they have a disease but do not know which, as one sees a bird in a tree without knowing what kind of bird it is.  Or perhaps that they are ill is only a hypothesis for which we have strong inductive evidence, but which is disprovable if we find a cause of their condition which is not a biological dysfunction.  A quite separate question is the relation between the two states, illness and disease, when both exist.  Fulford consistently says (e.g., 133 ff.) that movements, sensations, or the lack of either “constitute” a person’s illness.   But most physical illness -- unlike Fulford’s main example of migraine (10) -- is due to a disease with physical pathology.  Thus, if a person is ill from cancer or viral hepatitis, the tumor or viral infection is a physical process that is certainly not constituted by movements, sensations, or lack of either.  While the disease may cause the illness, it cannot, on Fulford’s usage, be identical with it.  In such cases, I have taken the illness state to include the disease state, pathology and all.  It may be that Fulford’s and Nordenfelt’s usage is preferable.  If so, then the subcategory thesis, which I maintain as basic to scientific medicine, is (roughly) that all illness is caused by disease, but not all disease causes illness.  However, ‘pathological condition’, not ‘disease’, is now my general term.


Finally, Fulford’s many claims of superiority for his analysis are debatable.  I doubt that his reply to Szasz is methodologically superior to others he discusses, such as Kendell’s and my own.  Both Kendell and I extract from physical diseases a general concept of disease -- roughly, “biological advantage”
 – that does not mention physicality and could apply unchanged to mental conditions.  Fulford says this procedure risks confusing the general concept of illness with the specific concept of physical illness, and that it is a mistake to “suppose that examples of physical illness are somehow more central or more authentic examples of illness than are examples of mental illness” (12).  It is, indeed, an interesting possibility that our procedure might overlook types of mental illness lacking the features common to physical illness.  But it does not seem that mentally defined conditions, such as schizophrenia or paranoia, which do have these features must therefore be physical illness.  Presumably, one can explain what makes a physical trait a talent without mentioning physicality.  Then many mental traits will fit the same description, but will not be physical talents.  And if one just presupposes, as Fulford suggests, that some mental illness is as authentic as any physical illness, one has not answered Szasz’s paper “The myth of mental illness,” but dismissed it.  Given the presupposition, the only issue is whether illness exists at all, which no one disputes.  In reality, Fulford’s substantive answer to Szasz is of the same type as Kendell’s and mine.  All of us rebut Szasz’s main disanalogy between physical and mental illness:  that the former is value-free, the latter value-laden.  Fulford replies that physical, like mental, illness is value-laden.  I reply that mental, like physical, disease is value-free if defined by a genuine theory of biological dysfunction.  But the two replies are of the same kind.


More importantly, my view of health concepts is consistent with nearly all of Fulford’s critique of contemporary psychiatry, and supported by some of it.  The “conventional view” against which he pits his own account is just the current psychiatric consensus.  But this consensus includes many empirical theses in no way entailed by a philosophical analysis of disease as biological dysfunction -- or, as Wakefield would have it, harmful biological dysfunction.  I bear no allegiance to recent DSM classifications; instead, I have said (1987, 382) that atheoretical nosology is likely to be sterile. Wakefield (1992, 1993, 1997a, 1997b) offers very extensive criticism of the current classification.  Thus, I can applaud Fulford’s defense (195-7) of psychosis as a general category; its elimination seemed to me an especially silly feature of DSM-III.  And his demolition of textbook definitions of delusion, the centerpiece of his analysis of psychiatry, is not only consistent with my analysis, but often confirms it.  


Fulford quotes a dictionary defining a delusion as

a false belief, held despite evidence to the contrary, and one which is not explicable in terms of the patient’s educational and cultural background.  It is held with complete conviction and cannot be shaken by argument.
  

He argues that these features do not even jointly suffice for delusion without a “defect of reason” (199-200).  Worse yet, the four features in the first sentence are not individually necessary either.  For example, delusions may be true factual beliefs (204-5).  Or they may not even be factual beliefs at all, since affective delusions are value judgments (206-7).  Except for the last point, however, the definition’s faults are just what one would expect on a part-dysfunction concept of pathology:  namely, that pathological beliefs must be defined by their causal origin, not their surface features.   Even Fulford concedes that these problems might be fixed by appeal to an “implied cognitive defect” (209), though he finds the evidence for such a defect weak (201-2).  But affective delusions cannot, Fulford notes, be due to a “cognitive defect.”  With this, moral noncognitivists, at least, must agree.  Still, that hardly shows there is no deeper or more general dysfunction, like the ego breach of psychoanalysis, in the process by which delusions of all types, both factual and evaluative, arise.  So far, Fulford’s analysis is consistent with psychopathology’s being mental part-dysfunction.


Fulford claims three advantages for his view over conventional psychiatry.  By revealing the essence of delusions, it vindicates the category of psychosis and explains the ethics of involuntary medical treatment.  First, all delusions can be seen as defective “reasons for action,” whether cognitive or evaluative (215).  Second, since this defect is structural, psychosis is the most radical and paradigmatic type of illness (239) – “not a difficulty in doing something, but a failure in the very definition of what is done” (238).  Third, that is what explains, as rival views cannot, both why psychotics escape criminal responsibility and why only mental, not physical, illness justifies involuntary medical treatment (240-3).  Again, however, insofar as Fulford’s points are correct, it is at most textbook definitions of delusion, not a dysfunction analysis of pathology, which are incompatible with them.  Insofar as it is true that mental, but not physical, disorder justifies nonconsensual medical treatment, there is no moral mystery about why.  By the usual ethics of autonomy, what matters is the validity of consent.  Thus a mentally competent person can refuse even life-saving therapy, while one who is mentally incompetent – because of coma, infancy, retardation, or mental disorder – may be treated without consent.
  On virtually any analysis of pathology, as much as on Fulford’s view, psychoses, or some subset thereof, can involve irrationality so deep as to make refusal of medical treatment invalid and destroy criminal responsibility.  


Finally, there are special difficulties in his own view of these matters.  Common sense certainly does not see psychosis as more “paradigmatic” (239) illness than physical diseases like cholera, yellow fever, or cancer.  If Fulford’s analysis implied that it were, that would be a point against it.  Actually, it does not, I think, imply this.  Even if the essence of delusion is practical irrationality, why is irrational intentional action any the less intentional action?  That the criminally insane lack intent (242) is an old, implausible account of the insanity defense, exhaustively criticized by Fingarette (1972).  The better view is that insane killers fully intend to kill their victims, and fully act in doing so.  In that case, as Nordenfelt notes, far from Fulford’s account’s revealing the essence of psychosis, it is unclear that it covers psychosis at all.  There is no “failure of ordinary doing” if psychotics can do all the ordinary actions they decide to do; indeed, manics may do them even more effectively.
   Finally, I fail to see how Fulford can simultaneously hold (i) that the “logical origin” of the concept of illness is “in the experience of  failure of ‘“ordinary” doing’” (121) “in the (perceived) absence of obstruction and/or opposition” (138) and (ii) that psychosis is the most paradigmatic form of illness (239), yet grant (iii) that psychotics usually do not see themselves as ill (194).  Assuming psychotics have the ordinary concept of illness, if they do not see themselves as ill, then they do not experience action failure without external obstruction, and so are at best atypical examples of illness.  All in all, I do not see that Fulford’s account of disease and illness has the psychiatric advantages he claims for it.


B.  Nordenfelt

As we saw, Nordenfelt shares with Fulford six important theses about medical concepts.  Nordenfelt also names key differences, including the following. Where Fulford uses English ordinary-language philosophy, Nordenfelt’s style of conceptual analysis is the rational reconstruction of theory characteristic of logical empiricism.
  He is less centered than Fulford on psychiatry; and he begins with health rather than illness.  Finally, as to result, the ability that Nordenfelt takes to constitute health is defined not via ordinary action, as with Fulford, but in terms of vital goals.


Like Fulford’s, Nordenfelt’s is a “holistic” account on the level of the whole person -- not the “analytic” (xiii) level of part-function.  Thus, its basic concepts belong to psychology and sociology (35).  He begins with an “everyday” idea of health: “a person is healthy if he feels well and can function in his social context” (35).  But Nordenfelt immediately replaces feelings by abilities, assuming that major pain or suffering conceptually entails disability, but not conversely.  Consequently, his task is to characterize that kind and level of ability which constitutes health.  Moreover, his target is perfect health, which is the total absence of illness – not, for example, some idea of minimal health, or health adequate for some practical purpose, such as hospital discharge.  There must be such a thing as perfect health, Nordenfelt thinks, if health is to be distinct from other ability concepts, such as excellence, with no upper limit.  Once perfect health is defined, however, one can also view health dimensionally, according to how close a person is to perfect health.


Nordenfelt’s exposition begins with some concepts of action theory, which I mostly omit.  It is important, however, that ability is the set of internal factors required for doing something.  For the practical possibility of action, one also requires opportunity, or favorable external circumstances.  All talk of ability, therefore, presupposes some background environment.  For health judgments, Nordenfelt calls this environment “standard” -- more recently, “accepted” (2000, 72-3) -- circumstances, and he usually takes it to be relative to a particular society.

What are counted as standard circumstances vary from epoch to epoch, and from society to society.  Consider the differences in natural environment between Greenland and the Congo, or the cultural differences between life in the United States and life among the aboriginal tribes of Australia. (48)


Given the standard background of one’s society, what abilities constitute health?  For convenience, Nordenfelt reformulates this as a question about goals (53):  what goals
 must a healthy person be able to achieve?   He first considers two unsatisfactory answers.  The first is that health is a person’s ability to fulfill his basic human needs (57-65).  A serious problem here is that a need, as opposed to a want, must be necessary for some special goal; unfortunately, writers on human needs usually define them in relation to not just survival, but also health, making the first theory circular.  The second failed theory is that health is a person’s ability to attain his own chosen goals (65-76).  To this view Nordenfelt sees three fatal objections.  A person with very low ambitions – e.g., one who has accepted death from terminal cancer -- will be perfectly healthy.  So will a person, like an alcoholic, with irrational, self-damaging goals.  And, since plants, lower animals, and even babies cannot choose goals at all, only adult higher animals can be healthy.  


Nordenfelt now proposes his own theory, the welfare theory, which combines some elements of the other two.  His basic intuition is that to be healthy is to have the abilities required for a certain level of welfare; and, for humans, welfare is happiness.  Thus, to be healthy is to be able to fulfill all one’s “vital goals”:  “those goals which are necessary and jointly sufficient for a minimal degree of  happiness” (78).  A person’s vital goals are partly objective, partly subjective.  They are subjective in that, of course, people vary greatly in the goals they find crucial to their happiness.  At the same time, we evaluate the fulfillment of very low or primitive goals as not “minimal human welfare” (79), hence not real happiness (78).  So vital goals have an objective side as well.  It is important to note that this account 

implies neither that health is sufficient for minimal happiness, nor that it is necessary.  Health is not sufficient, since the ability to fulfill one’s vital goals does not imply that one actually fulfills them. (78)

For example, one might be in nonstandard circumstances – e.g., locked up by kidnappers.  Or one might simply choose not to be minimally happy, preferring others’ happiness to one’s own.  And “health is not necessary, since the vital goals can be fulfilled by other means, for instance by the actions of someone else” (78).  


Finally, the abilities at issue are second-order, not first-order, ones.  Nordenfelt adopts this view to handle the case of a healthy person moved to a new environment.  For example, an uneducated African farmer moves to Sweden as a political refugee.  Initially, he can no longer support himself and his family (49).  To avoid counting this first-order disability as illness, Nordenfelt appeals to a second-order ability:  the ability to acquire the first-order abilities, such as reading and speaking Swedish, needed for a happy life in Sweden.  Thus, in a sense, the essence of health is not so much ability, as adaptability.  Nordenfelt’s final formulation is as follows:  

Health (the welfare concept of health applied to human beings).  A is healthy if, and only if, A has the second-order ability, given standard circumstances, to realize all the goals necessary for his minimal happiness.


Any deficiency in health so defined – any second-order disability in realizing one’s vital goals -- is illness (109).  An interesting feature of the account is that illness can be medical or non-medical.  It is medical when it results from one of the types of conditions discussed in medical books, for which Nordenfelt adopts Culver and Gert’s umbrella term ‘malady’.  Maladies include diseases, impairments, injuries, and defects (105).  In each case, a malady is essentially a type, not a token.  For example, a token episode in an individual person is disease only if it belongs to a disease type, and 

D is a disease-type in environment E if, and only if, D is a type of physical or mental process which, when instanced in a person P in E, would with high probability cause illness in P. (108)

Thus, a disease is a type of internal process most instances of which cause illness.  The various kinds of maladies differ ontologically:  disease is a process, impairment an endstate of disease, injury an externally caused event or state, and defect a congenital state (149).  A family of technical medical concepts of health can now be defined via maladies.  For example, one could define three different medical concepts of health as follows:  lack of disease; lack of malady; lack of in-principle curable malady (110-1).  Nonetheless, there is also a whole realm of nonmedical illness.  As far as I can see, nonmedical illness is one of two things:  either an impairment of universal vital goals by a process that does not usually impair them, or an impairment of idiosyncratic vital goals not shared by most people.  An example of the latter, perhaps, might be muscle weakness in an Olympic weightlifter who has his heart set on a medal (cf. 122).  Another example is unwanted pregnancy (114).


Pregnancy is one of four disputed cases that Nordenfelt uses his analysis to clarify.  Despite involving discomfort and physical disability, pregnancy is not a disease, because most cases of it are chosen to satisfy the woman’s vital goal of motherhood.  At most, its negative aspects involve the common phenomenon of goal conflict.  But pregnancy with a baby that will never make its mother happy remains illness (113-4).   In somewhat parallel fashion, grief, and most other negative emotions, are not illness, since the disability caused by grief is a nearly inevitable effect of the emotional sensitivity required for a happy life (116).   There are two possible ways, Nordenfelt suggests, to view old age.  If senile degeneration is incurable in principle, one might call it again nonmedical illness in the sense just defined.  Alternatively, insofar as the aged adjust their vital goals to their diminished abilities, it is not illness at all (113).  Finally, homosexuality is not a disease or pathological condition, but it may be an illness in some cases.  The reasons it is no malady are as follows.  First, the evidence that most homosexuals are unhappy and disabled is weak; moreover, those who are unhappy may be so because of the “severe circumstances” of social condemnation (136).  Second, reproduction and family life are not universal vital goals, nor are homosexuals, in general, unable to pursue them.  Still, those homosexuals who do have these goals, but cannot pursue them, have nonmedical illness (139).


My specific objections to Nordenfelt all involve ways in which his concepts of health diverge from medical ones.  In brief, his account explicitly relativizes health both to the environment and to the individual, while there is no good evidence that medical health displays either relativity.  At the same time, his illness category looks so much broader, and at the same time narrower, than medical illness as to make it an implausible analysis of illness or health.


I begin with environmental relativity.  As noted, Nordenfelt takes a person’s health to be relative to two things:  a physical and social environment in which he lives, and a set of vital goals.  The basic concept is “A is healthy in E with respect to G” (127).  But I do not believe his examples, or parallel ones by other writers, show medical health to be environmentally relative.  Rather, they rest on confusing ill health with what causes ill health, obliterating the distinction between health and adaptation.  Nordenfelt’s African transported to Sweden, who can’t support himself, is a social counterpart of Engelhardt’s (1986, 169) Norwegian transported to Africa, who gets a skin disease.  In neither case is the visitor’s initial state of maladaptedness – linguistic or integumentary – pathological.  At most, it causes pathology in the new environment.  But the visitor’s vulnerability to a novel environment has no more logical significance than all human beings’ vulnerability to an even more extreme environment.  Any of us, transported to mid-Antarctica without suitable gear, will die shortly.  That does not mean that we are unhealthy now, nor immediately after transport.  


Nordenfelt says the African in Stockholm is healthy because of his second-order ability to acquire necessary first-order abilities – in other words, his adaptability.  But, in the first place, this is a solution to a nonproblem, since the lack of first-order ability is not a health defect in the first place, but merely causes one.  In the second place, the solution fails anyway, because not every comparable lack of first-order ability is second-order remediable.  There are limits to normal adaptability, including the irreversibility of some adaptations.  I know no medical basis for saying that a normal 45-year-old man must be able to change from any human lifestyle in any environment to any other and eventually match the natives.
   To apply this point to Nordenfelt’s own example, while young children can learn to speak a new language with no accent, most adults cannot.  If Sweden were a less tolerant country, and the African were forever handicapped by his accent, that would not make him unhealthy, despite his lack of second-order ability ever to sound like a true Swede.  In general, some adaptations are quickly reversible in the human species; some are reversible more slowly; and some are irreversible.
  A person thrust into an environment quite different from the one to which he is irreversibly, but normally, adapted will get sick and may die; but neither his maladaptedness, nor his unadaptability, is itself disease or sickness.  It is an empirical question how much adaptability, and of what kinds, is normal in the human species.  As long as one is normally adapted to some environment and normally adaptable to others, one is medically healthy.  Thus, the difference between first- and second-order abilities seems irrelevant to defining health.


My other criticisms involve two ways in which, I believe, Nordenfelt oversimplifies the relationship of health -- even health as lack of illness -- to happiness.  The first problem is that people can be very happy even with a clinically serious disease.  Like most writers, Nordenfelt notes that one can have disease without illness, as in early, perhaps subclinical, stages of a disease.  Now one can describe such a state as disease that does not impair health, if one avowedly means clinical health, or some other “holistic” concept at the level of the whole person.  I find it odd to call this state complete or absolute health, since some part of the person is unhealthy.  But the worse objection is that even serious disease with major clinical effects need not, it seems, be illness for Nordenfelt.  That is because a person’s individual vital goals can take precedence over typical ones.  Albert, a mathematician, devotes his life to proving the Riemann conjecture.  Finally, after years of rich, exciting work, he does so.  During this period, he also suffers, say, from recurrent influenza, or progressive diabetes, or muscular dystrophy.  In both lay and medical usage, Albert is ill.  Nevertheless, he may be happier than he would have been with neither the disease nor the creative success.  That is because he values intellectual work more highly than physical comfort or ability.  There is nothing subhuman about this preference, as there was in the alcoholic’s supreme goal of perpetual drunkenness.
  Moreover, all relevant causes of Albert’s happiness are internal.  So it seems Nordenfelt must deny that Albert is ill, because his particular set of vital goals, unlike most people’s, allows minimal – indeed great -- happiness despite serious disease.


Indeed, this phenomenon of goal compensation – that brilliant success with one goal makes up, in total happiness, for failure with another -- may be a general problem for the analysis.  Perhaps most people are Alberts in one way or another.  It seems clear that most people would in some possible state be quite happy despite somewhat disabling disease.  But then the abilities in question are not, at least, theoretically necessary to their vital goals.  For example, everyone, surely, has some goal for which he would willingly endure, say, a common cold.  How, then, can the common cold be illness or disease?   Presumably, Nordenfelt’s reply is that, although a common cold is theoretically consistent with everyone’s happiness, it is not actually so in most people’s environments, since most people are not offered such a trade.
  This reply threatens to leave the account with awkward judgments on hypothetical cases where someone does confront such a choice.  For almost anyone, we can describe a scenario where he can fulfill one of his strongest desires at the cost of a brief illness -- for example, if he travels to a foreign city whose residents bear an upper-respiratory virus new to him.  It is counterintuitive to say that a brief bout of infectious disease is not illness if it benefits you.  Cannot illness be advantageous in special circumstances?   Nordenfelt can reply that special circumstances are not standard circumstances.  But, first, this raises the question why personal goals count in defining health and illness, but not personal circumstances.  And, second, there seem to be real cases where the necessity of illness to a goal is a standard feature of the environment.  Early microbiologists deliberately gave themselves infectious diseases in their search for a cure.  Many athletes accept permanent injury as the price of pursuing their sport.  Nordenfelt, it seems, can call these people’s conditions disease or injury, but not illness.  On his theory, it is impossible to sacrifice one’s health to achieve goals one prefers to it, if the need for such a tradeoff is a standard feature of one’s environment.  But that is how we would normally describe the athlete and microbiologist.


Conversely, Nordenfelt’s category of nonmedical illness includes much that English speakers, even laymen, would never call illness.  Roughly speaking, it covers any lack of internal resources that causes major unhappiness.  That must include, for example, a lack of talent, although Nordenfelt said at the outset that a person’s intelligence or talent status is excluded from health (1).  Suppose a boy of only average intelligence is born to a family of professors, or a boy with a tin ear to a family of musicians.  If he absorbs the family values, he may end up chronically unhappy at his inability to meet them.  Nordenfelt would probably diagnose the boy’s problem not as a lack of talent, but as an unrealistic goal.
  Certainly, only the latter can be remedied.  But either judgment stretches the concept of illness beyond ordinary English usage; it is more natural to describe this case as unhappiness without illness.  More clearly, the Olympic medal favorite  whose body, on the day of the finals, leaves her in fourth place is not necessarily ill, no matter how unhappy she is about it.
  Yet her expectation was entirely realistic.  And surely pregnancy cannot be an illness or not, depending on whether the woman wants a baby.  Nordenfelt concedes at one point that he may be “operat[ing] with a stipulative definition of health which covers more ground than ordinary language permits.”
  I sense, however, behind these judgments a basic mistake:  to suppose that ‘illness’ means, in effect, ill-being or illfare (if there were such words).  Nordenfelt seems to assume that illness is any internal cause of ill-being (i.e., of subminimal well-being) – any way, so to speak, of being badly off inside.  Of course, ‘ill’ can be a synonym for ‘bad’, as in ill luck, ill winds, and ill repute.  But, as the second edition of the OED confirms, the noun ‘illness’ can no longer mean just badness.  This basic mistake, I suggest, makes Nordenfelt’s category of illness an amalgam of disparate elements.  Roughly, it fuses pathological conditions needing treatment with internal obstacles to happiness that have nothing to do with health.  What he offers, in the end, is not so much a welfare theory of health as a welfare theory of welfare.


C.  Objections to both Fulford and Nordenfelt

1.  Illness too narrow a holistic concept to define disease.  In modern English, the gross effects of many diseases or other “maladies,” even in full-blown form, are not called illness or sickness.  Cataract and macular degeneration are diseases that cause partial or total blindness.  But blindness is not illness.  Nor is deafness, due to degeneration of the hair cells of the inner ear.  A sprained ankle, a blown knee, a snapped Achilles tendon is an injury or a disability, but not illness.  Even purely local inflammatory or infectious disease is not illness:  laryngitis, athlete’s foot, conjunctivitis, cystitis, gum disease, and so on.  Probably most conditions treated by some whole medical specialties – ophthalmology, otolaryngology, dermatology – are not illness.  Discarding my original view, I suggested (1987, 365) that we call a clinically evident disease an illness when it is systemic, as opposed to local, in some way pervading the whole organism.  I have not tried to clarify this idea further, and I am not sure how precise a concept illness is anyway.  But examples like these do show that what Nordenfelt calls maladies cannot be, as he says, conditions that usually cause illness.  Likewise, none of Fulford’s three disease concepts – conditions widely viewed as illness, or causes of them, or statistical correlates of them – has a hope of covering all diseases recognized by medicine.  Ringworm or myopia is not widely viewed as illness, and it neither causes nor is associated with any condition that is.


2.  No holistic concept defines disease except via part-dysfunction.  One might think the previous point a mere linguistic quibble.  Perhaps, to define maladies, we need only start with a broader holistic concept.  Certainly both Fulford’s and Nordenfelt’s notions of disability are intended to cover examples like mine above.  A more important point, which I have made before (1997, 47), is that it is simply false that most cases of every disease have gross effects.  There are diseases the vast majority of cases of which are, and remain, subclinical.  Most carcinoids are discovered as incidental findings at autopsy; so were most prostate cancers, at least of the slow-growing type, before PSA screening.  Most diverticula do not cause diverticulitis, yet diverticulosis remains a disease.  The obvious weaker criterion – some cases of the condition cause gross effects – is not proposed by Fulford or Nordenfelt; in any case, it is far too weak.  Many normal conditions sometimes lead to full-blown illness, but are not diseases.  Pregnancy can lead to eclampsia and kidney failure, or death in childbirth.  Having an appendix can lead to appendicitis.  And to search for some probabilistic test of intermediate strength is not appealing, since there is no reason to think that an average diverticulum, or even diverticulous colon, is more likely to become infected than an average appendix.  It is also hard to imagine how any holistic notion can distinguish the ill effects of local pathology from those of normal variation.  Almost everyone, including me, would rather have Harrison Ford’s face with a small scar than mine without one.  What makes a small skin lesion pathological is only local dysfunction of skin cells in a tiny area of tissue, not gross effects on the person.  I do not see how anyone can peruse a dermatology textbook or atlas and remain convinced that what makes the listed conditions pathological, but unlisted ones not, is any holistic effects.  


At the same time, all major accounts of biological part-function but one have their holistic side.  All, that is, define the functions of a part or process in terms of some effect on the whole organism.  Etiological, or selected-effect, analyses take a part’s function to be the effect by which natural selection, via the organism’s reproduction, preserved and shaped it.  Goal-contribution and S & R analyses take a part’s function to be its species-typical contribution to the individual organism’s survival and reproduction.  Cummins-style analyses take a part’s function to be its contribution to outputs of the organism as complex containing system; value-based accounts, its benefit to the organism.
  Thus, Nordenfelt’s contrast between holistic and analytic views of health is misleading.  The contrast should be between accounts that are (i) only holistic and (ii) both holistic and analytic.  Accounts such as mine which he calls analytic do, in fact, like his, begin at the level of the whole person.  What Wakefield and I maintain is that a specific kind of relation to holistic effects – statistically species-subnormal biological part-function – is essential to any accurate account of such basic concepts of scientific medicine as disease or pathological condition.  Attempts, like Fulford’s and Nordenfelt’s, to define pathological conditions by any relation to holistic effects without the “analytic” elements of part-dysfunction and species-normality
 will fail.


3.  False relativity to social values.  The issue between naturalist and normativist views of health is usually said to be whether health, in theoretical medicine, is value-free or value-laden.  One thing Fulford’s text helps remind us of is the wide range of relations that a term’s meaning can bear to an evaluation.  At one extreme is a term like, say, ‘slut’ in the vocabulary of traditional sexual ethics.  To call a woman a slut is to condemn her for excessive sexual behavior.  Thus, the predicate expresses an evaluation of the subject by the speaker.  Let us call such predicates value-laden, of type I.   From such terms, one can readily define other predicates that need not evaluate their subjects, negatively or otherwise: ‘former slut’, ‘sister of a slut’, ‘slut’s dentist’, ‘professional slut reformer’.  These terms rest on a negative evaluation by the speaker, but not of their subjects.  Let us call such predicates value-laden, type II.  Alternatively, we have terms like ‘considered a slut by Jonathan Edwards’, ‘considered a slut by the Taliban’, and so on.  The meaning of these terms rests on an evaluation of the subject, but not by the speaker.  I can truly say that Paris Hilton would be considered a slut by most Afghans, without calling her a slut myself, or even evincing belief in the possibility of sluthood.   Such a statement is a description, not an evaluation.  It describes other people’s evaluations, as anthropologists describe a culture’s morality, religion, or magical medicine, without endorsing them.  Still, one could call a predicate that describes people’s evaluations “value-laden, type III,” as long as one remembers that to attribute it is pure description.


Both Fulford and Nordenfelt explicitly make the point that to describe values is not to evaluate.  Both hold, however, that medical concepts span both possibilities.  Fulford’s view seems to be that to call a condition illness is always to evaluate it yourself (type I), while to call it a disease may also be to report an evaluation by others or some relation to such an evaluation (type III).  As we saw, his view of the value-ladenness of biological function, though not explicit, seems to make it type-III as well, insofar as organisms themselves determine the goals in relation to which their parts have functions.  Clearly, in the artifact analogy on which he relies, if part-functions are determined by designers’ intentions, then a statement of function by anyone but the designer is purely descriptive.  Nordenfelt’s detailed analysis (2001, 103-8) seems to conclude that ‘illness’, and therefore ‘health’, has at least a triple ambiguity spanning type II and type III.  Two independent elements in his analysis of health, minimal happiness and reasonable circumstances, rest on evaluation.  Since Nordenfelt holds that A’s own view of his minimal happiness is not authoritative, to determine A’s minimal happiness partly requires an evaluation by others – by the speaker, or by A’s society.  The same is true for reasonable circumstances.  Nordenfelt apparently holds (2001, 107-8) that either a first-person statement (“I am healthy”) or a third-person statement (“A is healthy”) can be either evaluative or descriptive, depending on whether the speaker is expressing his own evaluation or describing his own or society’s evaluation.
  Hence, he concludes, “third-person ascriptions of health either are already descriptive statements or have a descriptive content which can easily be extracted” (108).


This ambiguity thesis of Nordenfelt’s seems implausible, for reasons familiar from the metaethics of cultural relativism.  Even if speaker X and patient A belong to the same society S, there is a huge gulf between X’s saying that A’s happiness is subminimal and saying that it is considered subminimal by S.  X may be a harsh critic of his society’s values.  If X belongs to a different society, S, from A, the contrast between these two statements is more obvious still.  Logically, X might judge A’s minimal happiness either by the values of S or by those of S.  But in either case, there is no reason to think medicine ever properly makes health judgments in this manner.  A medieval Christian, or contemporary Islamic, society, could well judge the life of an atheist subhuman.  Atheists, after all, lack the ordinary ability to just get on and worship God; their natural faith is crippled by a peculiar hypertrophy of reason.  An Islamic fundamentalist society might say the same of a woman who is unable to just stay happily at home, illiterate and pregnant, except for brief trips outside wearing a blue tent.  As Kendell noted, most of Soviet society may have shared government’s view of dissidents.  In Engelhardt’s examples, 19th-century white Southerners may have thought that escaping slaves had the disease of drapetomania, and nearly everyone thought masturbation was a disorder.  Surely we do not believe that it is, in any sense, a fact that these social deviants are or were unhealthy.  Yet it is a fact on the ambiguity view.  What current psychiatry tells us, surely, is that these deviants were not, in fact, unhealthy, though their societies considered them so.  There is no more reason to think that ‘ill’ is ambiguous between “actually ill” and “considered ill by society” than to think that ‘good’ is ambiguous between “actually good” and “considered good by society.”
   So it is false, I suggest, that ‘disease’ ever means either a condition widely regarded as illness, or a condition causally or statistically associated with one.


4.  Health concepts inapplicable to babies, lower animals, and plants.  We noted earlier Fulford’s difficulty in explaining how the concept of disease covers plants and lower animals (henceforward, PLA).  Nordenfelt is admirably clear:  his own analysis cannot literally apply to PLA, or even to human babies, without “reconstruction” (104).  First, as to babies:  they have no abilities, he says, and cannot realize their vital goals without adult aid.  Hence, he suggests calling a baby healthy when its internal state is suitable for its minimal happiness “given standard adult support” (104).  He does not explain why a need for other people’s physical care is consistent with babies’ health, but not adults’.  As he himself emphasized, ill adults can reach minimal happiness with others’ support (78).  Moreover, his whole account is based on action theory.  It seems, therefore, that to deny that babies have abilities means that babies cannot, in fact, be healthy or ill, except in a fundamentally different sense from adults.  As for adult higher animals, he thinks that his welfare theory of health applies to them “in all its essentials” (141).  But lower animals and plants, which are incapable of happiness (141), can be healthy or diseased only in some “parasitic” sense based on “incomplete analogies” to human beings (143).  He suggests two such analogical health concepts for PLA.  One is that the same biological processes, such as “steady growth, reproduction and development of potentialities,” which support human happiness also occur in PLA and so can be taken as “criteria” for their “welfare” (142).  Another possibility is to use the benefit of PLA for man to define their health.  Milk cows, beef cattle, hunting dogs, wheat crops, berry bushes, medicinal plants, and ornamental flowers will be “ill” if they cannot, in standard circumstances, “fulfill the goals for which they have been cultivated and trained” (142-3).


These two concepts of PLA health are, of course, different and can conflict.  Farm animals, even pets, are often treated in ways that make them more useful to us, but would impair the health of a human being.  Many mutilations, including castration, are of this kind, as are restrictions on development like veal calves’ inability to move.  A clear example of such conflict is laboratory animals deliberately given injuries or diseases for the sake of human medical science.  An “animal model” of disease D is useful to humans precisely by having disease D; here health in the one sense is disease in the other.  For that matter, food animals are actually only useful when they are dead and can be eaten, so they achieve their greatest health by dying.  I have elsewhere argued that the value-to-humans notion of PLA health is a corruption of health concepts, and uncharacteristic of the two disciplines concerned with PLA health:  veterinary medicine and plant pathology.   In any case, it is not an attractive line for Nordenfelt, since a view that defines health in terms of the healthy organism’s own welfare is hardly analogous to one that defines it in terms of the welfare of some other entity.


In his most recent writing on nonhuman health (2003), Nordenfelt downplays the human-centered view.  Instead he expands his previous remarks on how PLA show analogues to the biological basis of human abilities.  Besides the capacity of higher animals for suffering, emotion, and even intentional action, he says that all animals have goals and engage in goal-directed behavior. We may use these “factual” goals (1987, 17) as the vital goals defining their minimal welfare, and say that internal obstacles to achieving these goals are illness.  For plants as well as animals, we can define their quality of life, or welfare, by the notion of vitality or flourishing.  He thinks the simplest organisms may have no goals beyond the biological ones of survival and reproduction.  But more complex animals can have other goals than these, and even plants can have aspects of quality of life unrelated to survival or reproduction.  


Now many writers, including me, who see life in terms of goal-directedness not only admit, but insist, that organisms have subsidiary goals – both internal states like temperature constancy, and external states like nest-building or web-spinning – the achievement of which serves the ultimate goals of individual survival and reproduction.  In my view, when a part or process typically serves such goals in a species, it has a species-typical function required for health.  Other writers require a part’s effect, to be its function, to have shaped or preserved the part via natural selection.  But no one denies that organisms’ parts can be directed at goals subsidiary to fitness.  So it seems that species-typicality is the only important element dividing Nordenfelt’s new ideas on PLA health from my own and, especially, Wakefield’s view.  I welcome this convergence of Nordenfelt’s analysis on ours.  My objection is merely that goal-success, in nonsentient beings, is not welfare.  Singer and other writers are right:  only sentient beings can be better or worse off, have better or worse quality of life, and so on.  All organisms can achieve their goals fully, partly, or not at all.  But achieving goals – indeed life itself – is of no value to a nonsentient organism.  Thus, Nordenfelt meets the PLA objection only by changing his account’s fundamental nature, metamorphosing it into ours.  He rightly demanded, of an acceptable theory of health, that it allow all organisms to be healthy in a way that is “not radically different” (1987, 5) from human health.  But if PLA health is analogous to human health, and PLA health is not welfare, the natural conclusion is that human health is not welfare either.


II.  REZNEK

Our third author, prolific yet strangely neglected, is Lawrie Reznek.  I begin with a summary and critique of the analysis of health concepts in his first book.  In due course, I will discuss his modifications of it in a later one.


On the first page of Reznek’s The Nature of Disease, he explains the significance of the problem:


The classification of a condition as a disease carries many important consequences.  We inform medical scientists that they should try to discover a cure for the condition.  We inform benefactors that they should support such research.  We direct medical care towards the condition, making it inappropriate to treat the condition by medical means such as drug therapy, surgery, and so on.  We inform our courts that it is inappropriate to hold people responsible for the manifestations of the condition.  We set up early warning detection services aimed at detecting the condition in its early stages when it is still amenable to successful treatment. We serve notice to health insurance companies and national health services that they are liable to pay for the treatment of such a condition.

To show how serious these issues can be, the chapter offers a provocative collection of disputed diseases.  Should an insurance company have to pay to treat stuttering?  Does an eyeglass company have to get a license to treat presbyopia?  Should the National Health Service pay for nicotine-laden gum to treat smoking?  Was masturbation a disease requiring “horrifying” (4) medical or surgical treatments, such as clitoridectomy?  Is homosexuality a disease justifying such treatments as electric shock or hypothalamic surgery?   Should hyperactive children get Ritalin?  Is alcoholism a disease that should block criminal charges of public drunkenness?  Philosophy, Reznek argues, can help settle such disputes as these by clarifying “the exact boundaries of the concept of disease” (1).


Having thus set the stage, Reznek proceeds, chapter by chapter, with deep, rich analyses – to which, as usual, I cannot do justice here -- of a series of key issues.  After a general discussion of taxonomic realism in and out of science, he concludes that unlike many other scientific classes, diseases share neither a real nor a nominal essence.  That is, ‘disease’ does not refer to a natural kind; nor, in fact, can one even find qualities separating pathological conditions called “diseases” from those that are not.  Pathological conditions in general -- not just diseases, but also injuries, poisonings, and various other “negative medical conditions” (63) -- also fail to be a natural kind.  One can, however, analyze the meaning of ‘pathological’, and to this task Reznek devotes most of the rest of the book.  


He first concludes that a condition is “pathological if and only if it has an explanatory nature that is of a type that is abnormal and that causes harm or malfunctioning” (91).  The normality in question is ideal rather than empirical.  The norms of health “cannot be theoretical,” since, as he has already argued, “there is no natural boundary to be discovered between normal and pathological conditions” (95).  Nor can they be merely statistical.  Whole populations already suffer from diseases – dental caries in the West, dyschromic spirochetosis or intestinal worms in Africa.  And our whole species might be judged abnormal:  for example, we might discover that we all have a slight copper poisoning that lowers our IQ by 30 points, or a nuclear war might kill everyone lacking Huntington’s chorea.  Instead, we choose norms of health by their “practical consequences” (97).  


[W]e wish to create certain priorities in dealing with all those conditions that we would be better off without.  We would all be better off if we did not age, if we did not suffer from a need to sleep for 8 hours a day, if we did not synthesize uric acid and thereby be liable to gout, etc. But we are not diseased because of this – we are not diseased because we are not supermen! ... [W]e regard [dental caries] as an abnormal process because we choose to give its cure the same priority as we give to the cure of TB and multiple sclerosis. ... We regard the process of aging as normal, because we consider that it is more important first to rid ourselves of those processes we take to be abnormal. 


An important factor that will influence whether to regard some process as normal is the ability we have to treat the condition medically.  We are unlikely to regard ageing as a disease, even though we would be better off without it, because we are at present unable to do anything about it.  However, if we discovered a drug that enabled us to live healthy lives to 200-years-old, would we not come to view the drug as vitamin F, and regard our present ageing process as abnormal and as a vitamin-deficiency disease?


Reznek next finds harm, not dysfunction, to be the second main element of a pathological condition.  After surveying analyses of function and endorsing an etiological account, he argues that dysfunction is neither necessary nor sufficient for pathology.  It is not necessary because lack of a trait with no biological function – the female orgasm, perhaps, or life itself after one’s last reproductive contribution – could still be pathological, since harmful.  It is not sufficient because functions can be harmful, in which case their lack is not pathological.  Here Reznek’s examples are functions that harm, even kill, the individual in the service of reproduction or group survival.  Adults of many species must die to reproduce, such as the male praying mantis who loses his head to ejaculate (111), or the female gall-midge whose young eat her alive (121).  Hypothetically, we could imagine equally painful and lethal self-destruct mechanisms favored by group selection.  Lack of any of these functions would benefit the individual, but would not, Reznek thinks, be pathological.  What makes an abnormality pathological is not dysfunction, but harm.  After surveying various “theories of human good,” he settles on a “normativist” account of harm: “X does A some harm if and only if X makes A less able to lead a good or worthwhile life” (152).  For human beings, good or welfare “consists in the satisfaction of worthwhile desires and the enjoyment of worthwhile pleasures” (151).  But all organisms, even those with no desires or pleasures, have some sort of good or welfare defined by their flourishing (135).


To a first approximation, then, pathological conditions are harmful abnormalities.  But Reznek’s final analysis includes amendments provoked by assorted objections.  It runs:

A has a pathological condition C if and only if C is an abnormal bodily/mental condition which requires medical intervention and for which medical intervention is appropriate, and which harms standard members of A’s species in standard circumstances. (167)

Reference is made to species because “one species’ disease [is] another species’ adaptation” (160).  Malformed wings harm mainland flies, but, on a windy island, a different fly species may be better off flightless.  Standard circumstances are included because diseases can be harmless to individuals in special environments.  A victim of hemophilia or immune deficiency may be lucky enough never to encounter the danger against which he is defenseless.  And pathological conditions harm only standard species members, not necessarily all of them.  A man set on being a jockey may welcome pituitary dwarfism; a woman who wishes no children may be glad to be infertile.  Finally, for pathological conditions, medical treatment is both necessary and appropriate.  It must be necessary because various harmful abnormal conditions, such as starvation or being very cold, are not considered pathological, presumably because they can be treated by nonmedical means.  By contrast, hypothermia, which requires medical intervention, counts as pathological (163).  And medical treatment must be appropriate.  If we discovered that all criminals have a specific neurologic abnormality treatable by frontal lobotomy, we might still reject such surgery, because we regarded criminal behavior as freely chosen.  Then we would not consider the neurologic state pathological, medical treatment being inappropriate for it.  Reznek reasserts this strong semantic link between the pathological and medical treatment in the last two sentences of his chapter: “Judging that a condition is a disease commits one to stamping it out.  And judging that a condition is not a disease commits one to preventing its medical treatment” (171).


I begin my critique with this disease-treatment link.  It not only is clearly wrong, but also illustrates methodological defects in his analysis.  That nothing is a disease unless medical treatment is “appropriate” for it is a hard thesis to reconcile with the history of medicine.  Until 1900 or even later, physicians had no helpful way to treat the vast majority of diseases, including the major causes of death.  That is especially obvious because Reznek, in an effort to avoid circularity, defines medical treatment enumeratively as drugs or surgery.
  By this definition, the few helpful treatments available to early medicine were almost all nonmedical.  Reznek surely would not deny that cancer, coronary atherosclerosis, smallpox, syphilis, and gout were diseases before the twentieth century.  While contemporary doctors know beneficial medical treatments of all these diseases, doctors before 1900 did not.  Many earlier doctors believed they knew good medical treatments of some of these conditions; others fully realized their ignorance and impotence in the face of disease.  But neither group, on Reznek’s account, had good evidence that these conditions were diseases.  That they were diseases was at best an article of faith, which is surprising, since these are paradigms of disease.  Conversely, it is hard to imagine a moral argument to condemn ameliorating any nondisease by any drug.  Most clearly, doctors often recommend specific exercises to treat some diseases.  Yet exercise is also proper for nondiseases, as when someone with normal muscles practices weightlifting.  Of course, Reznek could abandon all enumerative definitions of medical treatment, instead defining medical treatment sociologically as treatment by a specific kind of practitioner.  Still, only an ultra-conservative medical ethics rejects treatment by physicians for all nondiseases.  That view condemns contraceptive pills, obstetrical anesthesia, and all cosmetic surgery, including circumcision.  And the sociological definition seems misguided anyway, since there is no reason to deny that nonphysicians treat genuine diseases:  nurses, dentists, podiatrists, optometrists, as well as psychotherapists of every description.  It seems hopeless to define health via the health professions, instead of the other way around.


It is better to admit that there is no conceptual link between disease and any treatment, medical or otherwise.  Rather, that is a simple-minded preconception which is one of the first casualties of philosophical analysis.  Indeed, the same seems to be true of all six “consequences” of disease status with which Reznek began his book.  It is false that courts should never hold people responsible for disease manifestations.  A car driver who crashes due to epilepsy or narcolepsy is rightly blamed for the resulting damage if he knowingly put other people at risk.  Anyway, a person’s disease can be his own fault:  he may have deliberately acquired it or refused treatment for it.  Not even all mental disorders do, or should, block civil or criminal liability.  Nothing is a clearer manifestation of pedophilia than child rape, but such acts are and should be criminal.  In only one brief period did one American court claim to excuse defendants for all acts that were the “product of mental disease,” and even that court did not apply this test in full generality.  Otherwise, all Anglo-American insanity tests add further requirements beyond mental disease.
  Nor is it clear that health-insurance companies or national health services ought to pay for all diseases.  There is no reason why private insurers should not be free to offer policies excluding some diseases, such as pre-existing conditions.  Nor is it obvious that socialized medicine should pay for all diseases, and only diseases.  Again, it might be reasonable for government to refuse people coverage for diseases that were their fault in some way; or coverage of some diseases might be judged too expensive compared to other social needs.


For the same reason, it is not even true that to classify something as a disease implies that medical scientists should try to discover a cure for it or that benefactors should support such research.  The former is true only if no more important diseases need research; the latter is true only if there are no more important needs of any kind.  As I have said elsewhere, even if diseases were necessarily bad, all one could conclude is that one ought to cure all diseases, along with all other bad things, if one can do so for free.  But the cost issue is crucial, especially regarding all the exciting examples in Reznek’s first chapter.  Even if masturbation were a disease, it could be a trivial one, like acne vulgaris, athlete’s foot, or a tree allergy.  Disease status alone could never justify its treatment by clitoridectomy, any more than one should treat athlete’s foot by foot amputation.  Similarly, even if homosexuality is pathological, that does not show it should be treated with electric shocks, let alone hypothalamic surgery.  And if there is a disease of hyperactivity, that does not settle whether Ritalin therapy is appropriate.  One must always ask whether the cure is worse than the disease.


Thus, any “role for philosophers” (11) must include questioning all the simple general premises about disease and pathology with which Reznek began.
  None of the six generalizations on his first page seems to be true of disease, or pathology.  And no concept can simultaneously fix the boundaries of proper medical care, scientific research, legal responsibility, and private or public insurance, since these boundaries are not the same.


The importance of this point is reinforced by other aspects of Reznek’s methodology.  It is a mistake, I think, to pay attention to lay concepts of disease (66-7) as well as medical ones.  And it is surely a mistake to look for a lay idea of pathology, a concept of medical theory par excellence.  If one seeks to analyze the normal-pathological distinction, the key facts are actual medical usage -- above all, actual disease classifications.
  Reznek grants a similar point regarding taxonomic realism.  He writes:

We need to discover which of these possible languages is the one that we speak.  It is not enough to know what meanings our classificatory terms could have – we must find out what meanings they actually have. (51)

Yet he later relies heavily on his own intuitive judgments about hypothetical cases.  He rejects accounts of pathology as biological dysfunction mainly by such judgments as these:  that an infection blocking female orgasm would be pathological even if such orgasms have no function; that a horrible species-typical death during reproduction is pathological; that senescence and death are pathological if curable by a drug; that any other self-destruct functions created by group selection are pathological as well.  All these cases are hypothetical.  What we know is that senescence is not judged pathological, in the absence of a curative drug or any established group-selectionist function.  We also know that pregnancy is not judged pathological, despite its typical disabilities and risks.  Given the latter fact, Reznek’s hypothetical cases do not seem damaging to a dysfunction account once we discard his mistaken premise that a condition is pathological if and only if it merits medical treatment.
  At the same time, he rejects actual medical or scientific judgments.  He denies that cowpox was a disease during the smallpox era, since it did no net harm (161).  And there is, as far as I know, no scientific dispute that species-typical reproduction is normal, not pathological.  Yet Reznek apparently holds that his examples of actual lethal reproductive processes in lower organisms– the octopus (103), the praying mantis (111), the gall-midge (121) – are universal diseases of them.


Indeed, this methodological problem reaches a climax in Reznek’s second book, on the conceptual foundations of psychiatry.  Here his first chapter describes a “medical paradigm,” in Kuhn’s sense, consisting of eleven theses about disease.  The second of these is the “Conceptual Thesis”:  “A disease is a process causing a biological malfunction” (1991, 12).  Later, however, he concludes that “[t]he conceptual thesis of the medical paradigm is false” (179).  It is false that “diseases are malfunctions” (157) because “[m]any biological functions do not serve the good or well-being of the individual organism” (159).  His main examples are as usual:  the mother octopus’s hunger-suppressing gland, the possible group-selectionist function of human aging.  A process that blocked these self-destruct functions would cause malfunction, but would not be a disease.
  In other words, Reznek claims that medicine misunderstands the concept of the pathological.  It is not easy to make sense of this claim.  ‘Pathological’ is a technical term of scientific medicine, not a lay term.  One can easily see how medicine could have false empirical theories of disease -- e.g., if it believed that all diseases were bacterial infections.  But how can medicine misunderstand its own fundamental concept?   Perhaps Reznek is claiming that physicians have a false semantic belief about their term ‘pathological’.  Perhaps this would be shown if they conceded, after reflection, that all male praying mantises and all female octopuses and gall midges have a pathological reproductive mechanism.  To the contrary, I suggest that it is Reznek who fails to grasp what pathology is.  The opposite of pathological being normal,
 it is impossible for species-typical reproduction to be pathological.  Reznek is, of course, free to analyze his own personal concepts.  But normal reproduction is certainly not pathological in the language “that we speak” (51).  Rather, his examples are just normal conditions of an organism that are bad for it, at least if it prefers its own life to others’ (Boorse 1997, 94).


In general, Reznek implausibly makes medical normality an ideal state wholly independent of species statistics.  At several points, as in our earlier quotation, he says that our human limitations do not make us all pathological – “we are not diseased because we are not supermen!” (94, 160).  But this statement is misleading.  On Reznek’s view, the only reason why a universal human weakness, such as aging or a need for sleep, is not pathological is that we have not decided so to view it.  Pathological conditions are abnormal in an “idealized sense” (97), the norm being “selected for its practical consequences.”  We have seen that Reznek’s explanation of norm selection, quoted above, is hard to fit to past or present medicine.  It is obviously false that we view aging and death as less important than tooth decay.  We call our gravest concerns “life-or-death” issues, not “tooth-or-gum” issues.  And 18th-century physicians, say, had no more “ability to treat the condition medically” for cancer, syphilis, or gout than for senescence or the need to sleep.
  Even today, there is no reason to think we will find a way to cure Down’s syndrome before we find a way to double normal people’s lifespan.  Medical judgments of normality and pathology do not, in fact, depend on either doctors’ priorities or their abilities, real or anticipated, at treatment.  Even when physicians have an easy cure for a normal condition and think it right to apply it, they do not therefore judge the condition pathological.   As far as I know, penile foreskins were not judged pathological even in the era when almost all male babies were circumcised.  And that is because medical, or more generally biological, normality is based on the nature of the species.  If we prioritized the ability to fly, and embarked on a crash program to develop surgically implantable bionic wings, medicine would still not view human winglessness as a universal genetic disease.  Thus, I see no foundation in actual medical judgments for Reznek’s thesis that medical normality is ideal.  “Ideal” is not what ‘normal’ means, in or out of medicine.


As for other substantive criticisms, since harm is injury to welfare, Reznek’s account is as inapplicable as Nordenfelt’s to plants and lower animals (PLA).  As with Nordenfelt’s theory of “vital goals,” Reznek’s complex analysis of harm has no relevance to PLA.  For human beings, he surveys and rejects naturalist accounts of harm in terms of normal functioning, pleasure, and desire satisfaction.  Human good is ineluctably normative:  it consists in living a “good or worthwhile life” (150), and specifically in “the satisfaction of worthwhile desires and the enjoyment of worthwhile pleasures” (151).  This account is doubly inapplicable to PLA.  First, PLA have no desires or pleasures at all.  Second, the normative contrast between lives that are or are not worthwhile makes no sense for PLA.  What kind of life for an amoeba or dandelion is just not worth living?  One can make no sense of this question for nonsentient beings.  So if this contrast, with its irreducible evaluation, is crucial to defining human health, the proper conclusion is that the concept of health cannot apply to PLA.  Another feature of Reznek’s analysis, independently, leads to nearly the same conclusion.  If the appropriateness of medical care is necessary to a pathological state, then no state is pathological in any species for which we do not consider medical care appropriate.  At the least, no species whose lives we do not value can be unhealthy.  Thus, even if PLA had a “good of their own,” if we did not find that good worth preserving by medical care, harm to it could not be pathological.  And if one takes the institutional, rather than the enumerative, route to defining “medical care,” it is unclear that any species can be healthy or unhealthy unless veterinarians or plant pathologists do -- or, at least, should -- give it care.  All this is contrary to the widespread usage of health concepts in general biology.  It is much simpler to admit that the concept of the pathological is that of species-subnormal biological part-function, and leave judgments of the value or disvalue of pathology, or of life itself, to medical practice, not biomedical theory.


At one point Reznek, too, clearly embraces a false environmental relativity of health.  He begins five paragraphs on the subject as follows:


[W]hether a process is pathological or not depends not just on its nature, but on the relation of the organism to the environment in which it lives – ‘one environment’s adaptation is another’s disease’. (85)

But most of his examples are unconvincing.  It is true that if mainland flies and island flies are different species, shriveled wings can be normal for the latter yet pathological for the former.  The island flies’ wings would be somewhat analogous to vestigial traits, such as eyes in blind fish.  But he offers no evidence that medicine judges, or should judge, sickle trait pathological only “at high altitudes” (85).
  His pygmy-Masai example implicates two kinds of relativity, race and environment.  Perhaps medicine should relativize normality to race, as it does to species, sex, and age, though I have seen no evidence of its doing so.  But there is no reason to add environmental relativity as well.  Then a pygmy would become pathological by moving to live with the Masai, which is absurd.  The natural way to treat such examples is as normal polymorphism.  Many traits come in several varieties, differently adapted to different environments in the species’ range.  But there is no reason to say that the same trait changes from normal to pathological just because the organism moves to an environment where it will cause disease.  Again, this view confuses disease with what causes disease, the pathological with the pathogenic.  


Health and adaptation are two different concepts -- health species-relative, adaptedness not.  If health worked the way Reznek and other writers claim, then we would all become instantly pathological by moving to an environment lethal to humans.  Conversely, a diseased person would become instantly healthy by moving to a special environment where the disease does no damage.  It is true that “for any genetic disorder we like, we can imagine an environment where it would not be pathological” (86).  Indeed, it is true for most disorders of any kind.  But Reznek fails to see that this fact refutes, not supports, the thesis for which he is arguing.  Medicine does not regard a disease as normal merely because it is masked or compensated by a special environment.  Indeed, Reznek later makes this very point about people with hemophilia or immune deficiency; it is why he requires a disease to be harmful “in standard circumstances” (160).  But then what is pathological does not, after all, vary with environment within a single species.  It seems to be false, even on Reznek’s own view, that a pygmy who grew to normal human height because of lacking typical pygmy insensitivity to growth hormone would have a pathological trait, however poor a hunter it made him.
  The health of an individual organism depends causally, but not conceptually, on its differential adaptedness to specific environments within its species’ range.  


Reznek also makes normality and pathology falsely relative to social evaluation.  He wants to hold that disfigurement, along with death, disability, and discomfort, is one ground for considering a condition pathological.  To this Barnes objected that disease will then not be an evaluative concept, since disfiguring scars need not make one worse off.  Reznek replies that your scars are only disfiguring, and so pathological, if they make you worse off (158).  Deliberate patterned scars in Africa, or European noblemen’s duelling scars, are therefore not pathological, since the African scars are considered attractive and the European ones enhanced a nobleman’s status.  This is doubly wrongheaded.  All scars are pathological, since they replace injured tissue with new tissue incapable of the same normal functions.  The attitudes of one society can have nothing to do with a medical judgment of pathology, in this or any other case.  Any kind of pathology might be considered attractive or a mark of high status in a given society.  If, after a war, European veterans with missing arms or legs had enjoyed high status and women had gone wild for them, that would hardly have shown leglessness medically normal.  In much of Africa today, social values demand the genital mutilation of young girls.  That hardly shows that having scarred labia and no clitoris  is medically normal, even if we assume, as might be the case, that the mutilation makes the girls better off if they are going to live in their societies.  


Reznek’s most obvious mistake in this discussion is to allow one society’s reaction to a condition to determine its normality – an instance of false environmental relativity.  But his wider error is normativism itself, the view that conditions must be bad to be pathological.  This normativism, plus his rejection of all descriptive constraints on pathology, leaves Reznek no adequate reply to the remarks he quotes by Kendell about Soviet psychiatry.

[T]o accept Sedgwick’s argument that the attribution of disease, mental or physical, is fundamentally a social value judgment ... would mean that we could never maintain on medical grounds that x or y were, or were not, diseases.  We could only argue on social grounds that they ought, or ought not, to be regarded as diseases. ... [W]e could not criticize Russian psychiatrists for incarcerating sane political dissidents in their beastly asylums [on medical grounds]:  they would be perfectly entitled to regard political dissent as a mental illness if, as is probably the case, most of their fellow-citizens disapproved of political dissenters and it happened to be more convenient to deal with them as patients than as criminals.  (We could still, as laymen, criticize them on humanitarian or political grounds, but not as doctors on medical grounds.)


Reznek replies that “Kendell assumes here that Normativism commits us to Relativism” (170), and proceeds to show that it does not.  With his sensible critique of cultural relativism about values I have no quarrel.  He concludes:

Even if disease judgments are normative, this does not mean we cannot oppose the Russian psychiatrists.  Just as we are prepared to defend our value-judgment that Hitler was an evil man, so we are similarly prepared to defend our value-judgment that political dissidence is not a disease. (171)

But Reznek does not notice that he has not answered Kendell’s last point:  we are left with no medical basis for criticizing Soviet psychiatry.  We can defend our value-judgment that Hitler was an evil man, but not on specifically medical grounds.  On Reznek’s view, the key issues about whether political dissidence is a disease will be whether it is harmful and whether drugs or surgery are appropriate for it.  But it is hard to see what psychiatry, as a medical specialty, has to add to lay “political or humanitarian” judgments on these issues.  One would hope that the judgment whether resisting Marxism is pathological would not be as thoroughly evaluative as Reznek ultimately makes it.


To the contrary, as with methodology, so with value-ladenness: the problem gets worse in Reznek’s second book.  There his thesis of the infinite pragmatic malleability of normality acquires a new dimension – a political one.  He now includes the social effects of labeling a condition as pathological among the “practical consequences” that should determine norm choice.  One example is homosexuality, and, to show his position, I must quote two paragraphs in full.


We can clarify matters by supposing that homosexuality is the result of some childhood endocrine abnormality or the failure of the foetal hypothalamus to differentiate.  Let us also imagine a drug that can treat this, thereby preventing homosexuality.  Would we prescribe the drug?  I would, because heterosexuals are better off in being able to have their own children.  But this does not mean that homosexuality is a disease – this is the treatment fallacy.  We might be able to develop a drug that ensures that a foetus will be male.  But this would not mean that being female is a disease! (1991, 169)


But judging heterosexuals are better off does not mean that homosexuality is a disease.  This is because in judging that a condition is a disease, we have to make a political judgment.  We have to ask not only what sort of people it is worthwhile being, but also what sort of society we ought to create.  A society where we stigmatize homosexuals is cruel and divisive.  While there are conditions like AIDS that are diseases in spite of the stigma involved, they would still cause major suffering and disability without any stigma.  The same is not true of homosexuality – most suffering comes from the label.  Most homosexuals would choose to remain the way they are even if there was an effective ‘treatment’ – homosexuality is more like a choice than an illness, and it would be unjust to stigmatize a choice.  Therefore I conclude that homosexuality is not a disease.  This illustrates that the concept of disease has a political dimension.


How do these two paragraphs fit Reznek’s account of disease?   By the “treatment fallacy,” he means simply supposing that a condition is a disease because it can be treated by medical methods (1991, 51).  But that a harmful abnormality is a disease because medical treatment is appropriate for it is not, for Reznek, a fallacy – it’s his analysis.  According to his first paragraph, homosexuality is intrinsically harmful, and medical treatment to prevent it would be appropriate.  According to the second paragraph, it is, nevertheless, not pathological.  Why?  Because there would be bad results from saying so.  This is consistent with his analysis, insofar as he is claiming that homosexuality is not abnormal in his own special sense.
  One thing that determined normality, in his first book, is what kind of people we want to be (1987, 166).  Another, new thing is the social effects of calling something a disease.  The second factor, however, means that normality has no real content at all.  Reznek’s new view makes pathology a strange concept, even among normative ones.  We do not say that a bad person must be good if calling him bad would have poor consequences.  Admittedly, there is a sort of analogy in law.  Legislatures, sometimes even courts, do decide whether a legal category should apply partly according to the practical effects of so holding.  Not all causes in fact are legal causes; not all harm is legally compensable harm in tort law; arguably, not all coerced agreements are invalid for coercion in contract law.  But this analogy seems to fail:  it would at most show that the institutional consequences of applying some institution’s term can rightly affect its scope.  Reznek has already included the institutional consequences of medical classification – medical treatment – in his definition of disease.  Now he wants to include political ones as well.


To hold that even an intrinsically harmful condition suitable for medical treatment should not be called pathological, when to do so would “stigmatize” its bearers, is to surrender medical theory to public opinion.  The same plea can be, and increasingly is, made on behalf of sufferers from ordinary physical diseases and disabilities – the deaf, the blind, the paraplegic.  Such pleas make no more sense for homosexuality than for paraplegia.  The proper view is that blindness or paralysis is a biological dysfunction, and so objectively pathological.  Where social attitudes to people with pathological conditions, or social institutions serving their needs, are unjust, they should be changed.  Naturally, people should not be bigoted against other people with diseases.  But to deny that disease is disease is not the answer, any more than it is a good remedy for people’s hatred of bats to call them butterflies.  Surely to hold disease classification hostage to public prejudice is to strip medicine of its last shred of honor.  In the end, therefore, despite his philosophical erudition, his great analytical power, and the finest collection of provocative examples ever assembled, Reznek ends up with an unappealing analysis of health.  And that is partly because of his misplaced loyalty to some overly simple premises about disease on his first book’s first page.


IV.  WAKEFIELD

Our fourth writer is Jerome Wakefield, whose views so often parallel mine.  Wakefield has growing influence on mental-health professionals through a long series of articles, from 1992 onward, in psychiatry and psychology journals.  His theory is easy to summarize: disorder is harmful dysfunction.  Initially, we need only clarify two of the three component terms.  First, his target concept, disorder, is avowedly medical and is apparently meant to coincide with pathological condition.
  As for dysfunction, it is biological:  a failure of a part of the organism to perform one of its evolutionarily designed functions.  As noted below, Wakefield embraces an etiological account of function, on which statements about biological part-function are value-free.  Consequently, on his view disorder is a mixed normative-descriptive concept.  Its dysfunction conjunct is value-free; its harm conjunct is value-laden, although, unlike Reznek, Wakefield spends little time defining harm or arguing that it is an evaluative category.


There are only two significant differences, a major and a minor one, between Wakefield’s account and mine.  The major one is his harm requirement.  For me, all biological dysfunction is pathological; for Wakefield, harm is required as well.  The minor difference -- at least as regards issues about health -- is in our analyses of biological function.  For me, a part’s normal biological functions are its species-typical contributions to the organism’s goals; for him, they are its naturally selected effects.  This function difference seems to have scant impact on Wakefield’s controversies with clinical professionals.  And he himself says (1999a, 374; 1992b, 470-71) that the harm requirement rarely affects them:  the clinical debate is not over whether disorders are harmful, but over whether they necessarily involve biological dysfunction.  Consequently, in professional controversies, I nearly always agree with Wakefield against his critics.
  For the most part, his writings are a brilliant defense of our common thesis -- that pathology requires biological dysfunction – and of its importance for contemporary psychopathology.  Some of his replies to opponents parallel my own, with the same objection receiving the same answer.
  In other ways, his defense of the dysfunction thesis extends mine.  He is especially effective, for example, in attacking the Roschian (or Wittgensteinian) view of conceptual analysis (1999a).  Another major difference is that he gives much more attention than I to disputed disorders, and to the general approach to nosology in recent editions of the standard psychiatric classification, the DSM (APA. 1980).


At the risk of understating our vast landscape of agreement, I will offer some criticism on our two differences.  First is the issue of biological function.  From the first, Wakefield has adopted Wright’s “etiological” view that the essence of function is a certain kind of history:  namely, the functions of an item are those of its effects which help explain its presence.  Recently, like other post-Wright etiologists, Wakefield offers his own specific account of biological functions.  He calls it “black-box essentialism,” basing it on the Kripke-Putnam line on natural kinds like water.  As with water, biological functions have prototypical examples, such as vision in the eye, or grasping by the hands.  The “complexly related, hierarchically organized, remarkably beneficial” effects of organs are so “puzzlingly miraculous” (1999b, 471) as to cry out for explanation.  

So independent of any theory, function is defined to refer to any explanatory effect that is caused by the same process as the one that explains the base set of nonaccidental benefits. ... The definition is limited to the biological realm because it is an attempt to distinguish a specific process seemingly unique to that realm.


It turns out that this process is natural selection acting to increase inclusive fitness of the organism.  Therefore, a function of a biological mechanism is any naturally selected effect of the mechanism.  (Ibid.)


I was an early critic of Wright’s etiological view, and, although many of my objections are often addressed, a few are still ignored.
  I agree with Wakefield (2000, 37) that his view handles the Harvey objection better than Millikan’s or Neander’s.  On the other hand, it requires ‘biological function’ to be a natural-kind term, which some find implausible.  And his statement that “there has been a convergence in the philosophical literature on the view expressed here that natural functions are naturally selected effects” (ibid.) is, at best, only partly true.  Apart from him, all major post-Wright etiologists, including Millikan and Neander, are what Godfrey-Smith (1993) calls “pluralists”: they hold that there are different kinds of biological function, some selected and some unselected.  What is true, at most, is that these writers believe only selected functions to be “proper” functions, the kind whose failure is pathological.  Whether this restriction is plausible is a topic too large for this space.
  Its plausibility depends, for one thing, on one’s views about “spandrels” and “exaptations” and their relevance to normal function, as well as on how one defines vestigiality.
  Wakefield’s own account of function would lead to de-facto pluralism if it turned out that some of the prototypical nonaccidental benefits of organs were unselected.  Besides his assumption that none were, his criticisms of basing normal function on current, not evolutionary, causal role mostly do not threaten the goal-contribution account of function that I and others defend.
   It is also possible that, although functions in general are causal contributions to goals, only naturally selected such contributions are relevant to health.  As yet, I see no good reason to say so.  But I stress again that my analyses of health and of function are independent:  either could be right without the other.  Anyway, no real case has yet emerged where Wakefield’s evolutionary analysis of function seems to imply different judgments about health than mine does.


As to the harm requirement, it is hard to see why Wakefield thinks it necessary.  One motive could be to give disorder clinical significance, e.g., by connecting it to a need for medical treatment.  But we saw with Reznek how dangerous this idea is.  Moreover, now that Wakefield has made it clear that his target concept is the standard medical category of pathological condition, his original example supporting the harm clause is clearly wrong. 

To be considered a disorder, the dysfunction must also cause significant harm to the person. ... For example, a dysfunction in one kidney often has no effect on the overall well-being of the person and so is not considered to be a disorder; physicians will remove a kidney from a live donor ... with no sense that they are causing a disorder, even though people are certainly designed to have two kidneys. (1992a, 383, 384)

To repeat my earlier criticism,
 there is no doubt that unilateral kidney disease (e.g., one medullary sponge kidney) is pathological even if there is no gross effect on renal function.  And whether a condition -- e.g., unilateral anephria -- is pathological hardly depends on who creates it or with what intention.  And, as I have repeatedly noted (1997, 51), pathology can be trivial, as with a tiny scar in no way “significant.”  We saw earlier the problems of the “reverse-view” strategy of defining disease by its effect of illness.  Wakefield faces the same questions as Fulford and Nordenfelt about how often cases of a given disease must cause harm.  Since he has a dysfunction requirement, he, unlike them, could answer “sometimes.”  Still, that harm test seems too weak to be worth stating, since nearly every dysfunction – indeed nearly every normal trait -- is harmful in some circumstances.  More recently, Wakefield uses the example of a redundant immune receptor, the absence of which supposedly protects one against AIDS (2001,353?).  But this case resembles cowpox and smallpox; there is no reason why one disease can’t protect against another, especially in novel environments.  


Against the thesis that pathology must be harmful, we have already seen how it blocks all application of health concepts to lower animals and plants.  Moreover, even in our species there are similar objections, which I have saved until now.  Arguably, at least two types of human pathology cannot harm their bearers:  essential pathology and contrasentient pathology.  Pathology is essential when it is metaphysically necessary to one’s identity.  Now opinions differ on necessities of origin.  Not everyone would take one’s whole genome as an essential property; one might think, for example, that the same sperm or egg that formed you could have been genetically altered by radiation.  But many people believe that gross changes in an embryo’s genome change its identity.  Possibly, then, the trisomy of Down’s or Klinefelter’s syndrome and the monosomy of Turner’s are essential to their bearers.  If so, they cannot harm them, because of what Feinberg called the “counterfactual element in harming.”  To be harmed is to be made worse off than one otherwise would be; but without this pathology one would not have existed at all.
   (It is no help to claim that some states of existence are worse than nonexistence, unless one believes that Down’s or Turner’s makes life not worth living.)  A second, independent, objection is pathology inconsistent with sentience.  If a human embryo, fetus, or baby could never have been conscious, as in anencephaly and many other CNS defects, it seems odd to ascribe it harm.  Admittedly, there is at least a single organism here that one might think is worse off nonsentient.  But it seems odd to say so.  Neurologically, an anencephalic baby is basically a congenital decapitate.  Do we really wish to say a headless body would have been better off with a head?   Is one not rather inclined to say that there was never any determinate person there to be harmed or benefited?  Yet anencephaly and similar defects are certainly pathological.


With contrasentient pathology, one might try to hang on to the normative content of pathology by replying that anencephaly in a child is bad for other people, e.g., its parents.  It is simpler, however, to recognize that clinical practice involves a huge variety of value judgments,
 none of which are part of the basic concept of disorder.  Sometimes clinicians seek to help a patient by curing his disease; sometimes, as in genetic testing, they seek to help other people, by preventing a disease that cannot harm its bearer.  There are also many diverse social, institutional, and legal judgments made about disease states, often with doctors’ aid.  As I have said, to rest the pathological on biological dysfunction alone

provides a theoretical, value-free concept of disease or pathological condition.  But on this foundation one can build value-laden disease concepts, by adding evaluative criteria, to taste.  Starting from the basic disease concept, one can define clinically evident disease, or harmful disease, or serious disease, or treatable disease, or disabling disease, or disease that should be covered by insurance, or disease that should remove civil or criminal responsibility, and so on.  Best of all, one can use different “disease-plus” concepts for different purposes.  (Boorse 1997, 100).

Change ‘disease’ to ‘disorder’, and that is my answer to Wakefield’s harm requirement.  At best, he is analyzing “harmful disorder,” not “disorder” itself.   One should define the pathological simply as statistically species-subnormal biological part-function, separating all normative issues, including harm, from the basic issue of what is a disorder.  Obviously, to do so makes values no less important.  The merit of so doing is conceptual clarity and simplicity, and the exclusion of values from the scientific foundation of medicine.
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	�Many other recent writers are omitted, for various reasons.  For some, such as Engelhardt and Culver and Gert,  I have nothing to add to my earlier discussions of their work (Boorse 1987, 1997).  Others are left out for reasons of space.


	�Fulford 1989, 67.  Parenthetic page references in the text are to this book.


	�I partly quote and partly rewrite this list from Nordenfelt 2001, 72-3, collapsing two of his entries (#1 and #3) into one (#1).   He continues with a list of six differences, most of which I mention eventually below.  


	�E.g., that one can be called ill but not diseased, as in hangovers or illnesses of unknown cause (31); that not all diseases are dysfunctions, while many medical maladies, like wounds and disabilities, are dysfunctions but not diseases (32); and that only people can be ill, while it is bodies or body parts that fail to function (32).  Fulford later mutes the first criticism; see below.


	�He notes that wounds, disabilities, and other “maladies” are objects of medical concern, though he thinks the conventional view largely ignores them (32,176).  Hence, given his thesis that “the logical origins of the medical concepts” (121) are “in the experience” of illness, one would expect him to hold all the malady concepts to be definable via illness.  However, he says that such concepts are “not directly related to ‘illness’ at all” (89).  At the same time, ‘illness’ and ‘dysfunction’, at least, “despite their logical non-equivalence,” are “connected by ... a bridge of meaning ... formed by ‘disease’ having the capacity in different contexts to be synonymous with either” (32-3).  I have no idea what this means.


	�For example, he uses all of the following verbs, or their corresponding nouns, more or less interchangeably: ‘’connote’ (54), ‘convey’ (48), ‘mean’ (47), ‘signify’ (47), ‘express’ (58), ‘imply’ (61), as well as ‘refer to’ (59) and ‘use of’ (58).


	�See 121-23. Fulford, like his English ordinary-language mentors, consistently uses ‘logical’ to mean ‘semantic’.


	�All three of these points are made by Nordenfelt 2001, 83-4.


	�They would not, of course, be contradictory if diseases in lower animals were conditions causing illness in higher animals.  But not all diseases of plants and lower animals affect higher animals too; rather, none, or almost none, do.  


	Fulford does say that with lower organisms there is “often ... a distinct element of ‘as if’ in our use of the medical concepts in respect of them” (122).  But to be as if diseased is not a way of being diseased; it is a way of not being diseased.  (As the maiden says to Woody Allen in Mighty Aphrodite:  “I’m not such a Cassandra.  I am Cassandra.”)  In Fulford’s own example, if leaf-mold on a plant is a disease (122), yet plants cannot be ill (123), then ‘disease’ is not, in fact, definable via ‘illness’ in any of the ways he says it is.  To talk of ‘as if’ is to try to have it both ways at once.


	�Even if the minority view is right, it is possible, as Melander (1997, 98) suggests, that biology can simply dispense with the notion of function, substituting notions of fitness and adaptation.  If so, then medical concepts previously defined in terms of biological function might be in practice replaceable, without loss, by parallel, value-free ones defined in terms of the function substitute.  


	�Kendell 1975, p. 309, quoted by Fulford , 6.


	�Harre and Lamb 1986, quoted by Fulford, 198.


	�Fulford says that intuitively, “the grounds of compulsory treatment” in a typical case of mental illness are “quite different from those in cases of mental deficiency or dementia” (200).  However, he never explains why.  Even in a simple coma, treatment targets the very condition blocking valid consent.  Only in mental illness, of course, is that target mental illness, but that is tautological.


	�Both points are from Nordenfelt 2001, 91.


	�That is, while he partly endorses the Wittgensteinian picture of a “family” of health concepts (9), his main goal is to find a “core” meaning in established usage of ‘health’, then “logically reconstruct” it to “sharpen its borders” and make it “coherent” and “scientifically useful” (11).  This is the goal of Carnap, Hempel, or Quine, not Wittgenstein or Austin.


	�Nordenfelt 2001, 73-74.  I omit two differences on his list, since I do not see the difference he claims in concepts of disease, and I discuss both writers’ views on value-ladenness later.


	�Nordenfelt 1987, 97-8.  ‘Perfect’ is my term.  Nordenfelt actually speaks of “complete” or “absolute” health, using “optimal” for the same state as the highest level along a dimension.


	�The kind of goal at stake here is what Nordenfelt calls an “ideal” goal, the kind set by a conscious being (53).  This notion differs from a merely “factual” goal, to which I and others appeal in the concept of goal-directedness, that is just “a state of affairs that an entity has, as a matter of fact, a tendency to approach” (17).


	�Nordenfelt 1987, 148.  More recently (2000, 72-3), he uses “accepted circumstances” as a general term.  What circumstances are accepted may be idiosyncratic to one individual’s judgments of health, or standard in the health judgments of a whole society.


	�Likewise, in another of Nordenfelt’s examples of environmental relativity, I know no medical authority for holding that lactase deficiency is a disease in Sweden but not in North Africa, just because Swedes but not Africans drink lots of milk, making most lactase-deficient people ill in Sweden but not in Africa.  By this standard, blindness is not pathological if one lives deep in Crystal Cave; severe combined immune deficiency is not pathological if one lives in a sterile plastic tent.


	�On disease and environment generally, see Boorse 1997, 78-84.


	�One might, however, have challenged Nordenfelt’s view of the alcoholic.  Drug addictions are often seen precisely as an objection to identifying welfare with happiness.  And even if one adopts a Millian line on higher pleasures, the appeal to humanity is a sort of covert species-relativity in Nordenfelt’s account.


	�One could not avoid this problem by saying that breathing easily through the nose is necessary for minimal happiness in some short period, since Nordenfelt accepts that long-term happiness may require short-term unhappiness (89).  Nor could one avoid it by saying abilities relevant to vital goals need only be present sometimes; after all, many diseases, like malaria or migraine, are only intermittently disabling.


	�In discussing the subject-goal theory, he says we should not just consider a person’s adequacy vis-à-vis one particular goal, but someone who is generally unrealistic in his goals is ill (74).  On his own theory, however, unrealism about even one vital goal must be illness, since each such goal is necessary to minimal happiness.


	�Besides using individual vital goals to define illness, Nordenfelt also uses them to define degree of health, in the sense of distance from perfect health.  He writes:





[W]e cannot truly say that a pianist who has broken her or his fingers and a singer who has broken the same fingers in a similar way, are in the same state of health.  Health is a three-place relation between person, vital goals, and circumstances.  The pianist’s situation, that is health, is much worse than the singer’s situation.  Thus, health care can justifiably pay more attention to the pianist’s condition. (2001, 112)





I agree that the pianist’s situation is worse.  Hence, if resources are scarce, then, ceteris paribus, no doubt the pianist’s fingers can claim therapeutic priority.  But this is a moral judgment which does not entail that the pianist is in worse health.  Other moral factors could give the singer priority:  perhaps she has dependents, or is much younger, or the pianist was to blame for his injury.  Even as to patient welfare, all sorts of extraneous factors make the same pathological condition more or less harmful.  A given cold might be worse for one of two workers, both of whom have already taken five sick days, simply because her job contract allows only five and the other’s allows ten.  Her health defect, the cold, is worse for her, since she must work while sick or be fired.  But it is not a state of worse health; it is worse in a non-health dimension.  In terms of medical theory, I would call the two musicians’ (digital) health identical.


	�2001, 97, responding to a different criticism involving talents by Brülde 1998.


	�For a thumbnail summary of these types of function analysis and their difficulties, see my 2002, 64-68.  The one view of functions that does not fit my description is the intentionalistic view; see, e.g., Woodfield 1976 and Nissen 1997.


	�Nordenfelt does state one element of statistical normality:  he assumes that most of “the population” is healthy (56).  But this is not species-normality, since his usual reference group is one society.  Note again how this assumption blocks any view of perfect health as absence of disease, or of pathological conditions.  It is beyond dispute that the bodies of most, if not all, people, have some pathological features.   


	Fulford, too, appeals to statistical normality, via the concept of “ordinary” doing.  Illness excludes “failures to do things which one would not ordinarily expect to do,” such as limits on performance based on age, or unfitness, or humanity itself (125).  He accepts, moreover, the implication that “essentially static” conditions, such as paralysis by poliomyelitis, which cause “a permanent change in one’s expectations” of one’s ability (125) are not illness, or even disease, but disability.  This seems wrong.  If right, though, it highlights the problem of how the concepts of disability and dysfunction fit Fulford’s thesis about the logical origin of “medical” concepts.  Are they, for example, not medical?   People with congenital pathology may never have any expectation of doing things ordinary for normal people, such as seeing, hearing, or conceiving a child.  Is, say, Turner’s syndrome therefore not pathological?


	�I omit expressing a social evaluation merely because to do so, it seems, is simply to describe a social evaluation and at the same time endorse it.  If health and illness statements can have this meaning, then they are quadruply ambiguous, at least.


	�For ‘X’ to mean “considered X” seems, at first sight, to generate an infinite regress.  One can avoid it by distinguishing two senses of ‘X’, X1 and X2, and holding that X2 means “considered X1."  But I doubt that any value-laden term is, in fact, ambiguous in this manner.    And there is no real advantage in viewing medicine as, in part, a division of anthropology, passively reporting some society’s values.  For example, it is far from clear that social evaluations can justify medical treatment of deviants.  Given physicians’ superior education and scientific training, one might, on the contrary, expect them to avoid their society’s cruder prejudices -- not to give them medical effect.  


	�Lawrie Reznek, The Nature of Disease (NY: Routledge and Kegan Paul, 1987), p. 1.  Parenthetic references in my text will be to this book unless otherwise indicated.


	�Ibid., 94,97.  Reznek cites the longevity-drug example to Margolis 1976.


	�He does so because it “will be circular to define disease in terms of what requires medical intervention if medical intervention is defined in terms of what is needed to combat disease” (163).  At the outset, he added “and so on” to this formula (1), but to do so would reinstate the circularity.  His list of types of medical treatment is clearly too short:  it omits mechanical manipulation, radiation, diet, exercise, etc.  But it is implausible that any such list defines medical treatment, since doctors can always discover a wholly new treatment modality.  


	�See Fingarette (1972) and Fingarette and Hasse (1979) for analysis of insanity tests.  In chapter 12 of his second book (1991), Reznek himself makes all the points in my text about responsibiliity, and many more.  Unfortunately, he is never equally critical of the other preconceptions, especially the disease-treatment link.


	�Least of all if disease were a natural kind (a view that Reznek, in my view, rightly rejects) would we “have an easy solution to the many problems” of his chapter 1 (64,81).  For every one of these issues requires a value judgment.  Discovery of the true essence of the pathological would only make it easier to question Reznek’s general normative premises about pathology.


	�On this issue cf. Boorse 1997, 62-3.


	�See Boorse 1997, 90-94.


	�This is implied by his remarks on the plant (165), although earlier (127) he seemed to concede that scientists judge typical reproduction normal.


	�Reznek 1991, 159-60.  He also argues that “Ultimate biological success is measured in terms of reproductive fitness,” yet diseases could raise fitness.  It could happen that people with Huntington’s chorea or mania had more offspring, but these conditions would still be diseases (160).  These examples pose no problem for defining disease by statistically species-subnormal part-function, since the Huntington’s patient, no matter how many children he has, has neuromuscular dysfunction compared with the average human being.


	�Of course, medical could differ from statistical normality.  My point is that it obviously doesn’t in the way Reznek claims, viz., that basic universal features of a species’ design can be pathological.


	�97.  Nordenfelt (2001, 40) notes that to determine abnormality by medical treatability risks making abnormality redundant in Reznek’s definition of disease, which already includes a treatability element.


	�For my discussion of this example, see Boorse 1987, 87-90.


	�Reznek 1987, 85.  (He says ‘sensitivity’, but this is just a slip.)  Despite the standard-environment clause in his definition, Reznek continues to assert the environmental relativity of disease within a species: ‘x is a disease-for-humans-in-high-altitudes’ is his example of the “contextuality” of health judgments (169).  This is inconsistent, unless standard circumstances themselves are to vary within a species.  In that case, why isn’t the immune-deficient bubble boy perfectly healthy?


	�Kendell 1976, 508, quoted by Reznek 1987, 168.


	�Reznek 1991, 169.  For Nordenfelt’s criticism of this political test and its application to homosexuality, see Nordenfelt 2001, 40-44.  


	�This sense is, of course, neither statistical normality nor medical normality.  He explicitly denies the first reading.  As for the second, in medicine, the pathological is the opposite of the normal; thus medical abnormality is the whole of the concept, not one part.


	�1992b, 234: “a correct definition of disorder must classify every pathological condition as a disorder whether or not the condition is currently an object of professional attention.” Conversely, Wakefield gives no hint that a disorder could fail to be pathological; rather, he describes ‘disorder’ as “the generic medical term of art for all medical conditions, including diseases and traumatic injuries” (2000, 19).  So his analysis seems to have the same target, pathological condition, as Reznek’s and mine.  Perhaps he uses the term ‘disorder’ because it is the most common one in mental-health fields (2000, 18), though ‘psychopathology’ is also familiar.


	�My few disagreements would include the following.  It is not clear to me, as it is to Wakefield (1992a, 393), that the “normal” grief of bereavement is not pathological as injury.  And I am not sure that a trait’s normality can vary with subpopulation of a species. Wakefield, unlike so many writers, gets environmental relativity right.  In his example, a normal southern bacterium placed in the northern hemisphere remains normal -- “a nondisordered bacterium that is the victim of a fatally changed environment” (1992a, 386).  But I do not agree that a qualitatively indistinguishable mutant northern bacterium is pathological, unless they are different species.  Within one species, regardless of selection pressure in any area, I would tend to see normal polymorphism, as I suggested in relation to Neander’s peppered moths (Boorse 2002, 100n38).


	�Compare, for example, our answers to the defense-mechanisms objection:  Boorse 1997, 84-86; Wakefield 1999a, 393 and 1999b, 465-66. 


	�Boorse 1976.  Etiologists typically answer the circularity, Harvey, and instant-lions objections, as well as the laser counterexample.  Usually unanswered are my points about weak function statements and about functions of artifact parts unknown to their designers.


	�For my criticisms of competing views of function, and of the notion of “proper” function in Millikan, Neander, and Plantinga, see Boorse 2002.  Particularly relevant to Wakefield is my critique (101-2) of Neander’s view that evolution determines the boundaries of a function’s normal range.  Except for this issue, Wakefield’s remarks on purely quantitative abnormality (1992a, 387 ff) seem consistent with my view, and his remarks on vagueness (1992a, 378-9) exactly parallel mine (1977, 559; 1997, 19).


	�For Wakefield’s reply to criticisms based on these phenomena, see his 1992a, 380-85, and 2000, 254-57.


	�See Wakefield 2001.  The one exception is his objection based on “dysfunctions” of clouds, sun, and gravity.  Recently I noted that objects in an organism’s environment can naturally be said to have functions in its life.  They are merely not evolutionary functions that help explain the objects’ presence.  But one can easily exclude such functions from health:  health is a state of the organism, not its environment, so only the functional status of its parts is at issue. 


	� 1997, 49; cf. also 113-4 n35.


	�For some discussion of essential pathology, see Kahn 1991 and Zohar 1991.  The Feinberg phrase is from his 1984 essay.  Thanks to three colleagues:  to Mark Greene for making me aware of this whole issue; to Richard Hanley, for noting that Kripke, in Naming and Necessity, takes one’s genome to be essential; and to Joel Pust for the radiation scenario.


	�I thank Roy Sorensen for this argument and for the anencephaly example.


	�Wakefield explicitly recognizes this variety: “The concept of disorder is only one of many important factual and value considerations that enter into decision making in mental health practice and policy” (1999b,468-9). 










