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Abstract

Medical scientists have expressed skepticism about whether philosophy is relevant to medicine. We challenged this in a conference on the topic of ‘too much medicine’ (TMM) held in Oxford in April 2017. The topic of TMM provided an opportunity to bring the two disciplines together because of its history both in philosophy and in medicine. We found that the collaboration between the two disciplines was fruitful when two conditions were met. First, both disciplines had to avoid discipline-specific jargon. Second, each discipline had to engage with the other. Specifically, medical scientists had to engage with some philosophical literature, and philosophers had to ‘get their hands dirty with data’. In this conference report we provide an overview of our discussions and summarise the other papers in the series.



Towards a new kind of philosophy of medicine

Medical practitioners have not always taken philosophy of medicine seriously. In a rather extreme version of this position, David Colquhoun stated in 2011:

I take it to be the job of scientists to try to distinguish between what is true from what is false by means of observation and experiment. That job has been made harder by some philosophers of science who appear to give academic respectability to relativist, and even postmodernist, postures. Luckily it has not been made very much harder, because these philosophers argue mainly with each other and practising scientists are hardly aware of their existence.1

However the topic of ‘too much medicine’ (TMM) shows that the rejection of philosophy by medical professionals is too radical, at least in some cases. A main cause of TMM is ‘disease mongering’, whereby diseases are arguably invented, or at least the thresholds for what counts as a disease, are lowered. Of course, it is hardly the case nowadays to find ‘diseases’ such as drapetomania, i.e. a mental illness of Afro-American slaves’ tendency to flee captivity .2  Yet, it has become common to take fairly normal mental traits, give them new names, and classify their profound forms as diseases so that they can sell pills they happen to have manufactured to solve these ‘problems’. For example, most of us sometimes have trouble focusing on things—it is normal. Yet there is now a name for its severe form: adult attention deficit disorder, which can be treated by methamphetamines (speed).3 It is true that diseases seem to be a matter of degree, even in paradigmatic cases such as cancer and then we face the philosophical question of normativity; at which stage should we define some structure or function as deviant. Furthermore, there is also an ongoing academic discussion about the ethics of pathologizing ugliness in which certain physical features are seen as unattractive to the extent that they are viewed as disorders.4

Relatedly, risk factors for disease are increasingly being treated as if they were diseases in and of themselves. Preventive medicine is nothing new, but the question of what constitutes futile and unnecessary harm becomes important in this case. For example some elderly people get antipsychotic drugs to prevent dementia, although most will never experience it.5 And statins are recommended for people with low risks of heart disease although the benefits of statins for low risk individuals are very low—between 1% and 2% risk reduction.6 Unnecessary diagnoses, including screening programs (for people with no risk factors) are other examples of TMM. A recent report found that screening for breast cancer made a net contribution to mortality (due to radiation) rather than preventing disease.7

But every cloud has a silver lining, and the problem with TMM provides fertile ground for collaboration between philosophers and medical researchers. Philosophers, after all, have been discussing the problem of defining disease for decades.8While philosophers have not come to a consensus about this issue (which has arguably left the door open for disease mongering), philosophers are experts in conceptual thinking and clarification. Based on this potentially fruitful alliance, we brought philosophers and medical researchers to a conference in Oxford in April 2017 to address the problem of too much medicine. We found that medical researchers were already engaging with philosophical concepts of disease, while a growing number of philosophers are working closely with medical professionals. Overall, the conference showed that a new way of practicing philosophy of medicine is emerging, one where philosophers are deepening their engagement with actual medical practice.

The papers presented at the Conference that are published in this special issue addressed the problem of TMM in different ways. To facilitate collaboration, all participants avoided discipline-specific jargon, and also engaged (to varying degrees) with each other. Unsurprisingly, the issue of defining disease was tackled from several novel angles. Jonathan Livingstone-Banks takes a ‘metalevel’ approach and looks at the current practices of defining and classifying diseases. He questions the metaphysical grounds of these practices and suggests ways in which the current understandings could be improved, both on theoretical and empirical grounds. Wendy Rogers and Mary Walker argue for a précising definition of disease, which could provide a tool for decreasing or preventing overdiagnoses. Their proposal draws not only on a naturalistic account of (dys)function, but also a normative account of harm, and a probabilistic understanding of risk. Huw Llewelyn takes a practical view and illustrates the advantages of incorporating a wider range of evidence than the current practices hold. He argues that this would address the problems of TMM as well as providing the means to assess the methodology.

Relatedly, Benjamin Smart and his colleagues focus on the classification of a specific disease: chronic kidney disease, and illustrate the problems in practice with maintaining its current conceptualization. Their interest lies in improving the wellbeing of the patients whose conditions are asymptomatic yet labelled as disease thus creating (unnecessary and avoidable) distress for the patients. Also from within health care, Petra Mäkelä looks at the practice of hospitalisation of residents of nursing homes. She uses post-structural means to question the routinised classification of some elderly patients as ‘frail’ in the nursing homes. 

Ethical issues, and questions about value also arose. Saloni de Souza even asked whether (for some people) ‘illness’ is preferable to health. She suggests practitioners who refuse to consider that, for some patients, illness is (arguably) preferable, leads to over-treatment and even harm. Lynette Reid, in turn, focuses on the assumptions about objectivity implied in imaging. She fleshes out these problems with the cases of breast and cervical cancer screening and thyroid cancer detection, and shows how much our assumptions about objectivity lead us to miss. These cases highlight that the issues of TMM are far from marginal and have far-reaching consequences.

Overall, the conference and its outputs in this special issue demonstrate that philosophers and medical researchers can work together for their mutual benefit. This requires that each discipline avoids jargon, and engages with the other. It also revealed another advantage of ‘empirical philosophy of medicine’ which involves philosophers ‘getting their hands dirty with data’. Empirical philosophy of medicine makes philosophy relevant to actual medical practice—and further downstream, to patients. It also opens the door for medical researchers to witness the benefits of engaging with empirically minded philosophers. To wit, several informal collaborations have sprung up as a result of the conference, and several presenters from the conference wrote interdisciplinary papers that appear in this special issue. Because of this, we expect to see more interdisciplinary collaboration and empirical philosophy of medicine in the near future. While there may have been a time when Colquhoun was correct that practicing scientists were not aware of what philosophers of science were doing, that no longer seems to be the case.
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