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This workshop is sponsored by the Research Project num. FFI-2008-03599 “Philosophy of 

Social and Human Technosciences”, (Instituto de Filosofía, CSIC), the “Cátedra Pfizer-UAM de 

Teoría de la Medicina” and the Departamento de Lógica, Historia y Filosofía de la ciencia 

(UNED). Six young philosophers of medicine will give short presentations of their work (15 

mins) followed by a discussion. 

 

DATE: Friday, November 4th 2011;  16,30-20,00. 

 

VENUE: Fundación Ramón Areces, c/ Vitruvio, n.º 5, 28006 Madrid (Metro: República 

Argentina, línea 6).  

 

LANGUAGE: English (No translation). 

 

ORGANIZER: Fundación Iatrós – Cátedra Pfizer-UAM de Teoría de la Medicina. 

 

ADITIONAL INFORMATION: Juan Carlos H.-Clemente ( jcarloshc18@hotmail.com  Tlf 

600 736 912 ) 

 

PROGRAM (Abstracts below) 

 

16:30-18:00 

 

“Till I See His Brains”: Psychiatric Nosology in the Early Modern View 

Kathryn Tabb | University of Pittsburgh 

 

Value, Dysmenorrhea and the Definition of Disease 

Lauren Ross| University of Pittsburgh 

 

Searching for epistemic certainty during this crisis of cause. 

Michael Cournoyea | University of Toronto 

 

 

18:30-20:00 

 

The Problem of Unreportable Awareness 

James M. Hitt | Saginaw Valley State University 

 

Risk information processing and rational ignoring in the health context 

Barbara Osimani | Università Cattolica del Sacro Cuore 

 

Standards of evidence and the ethics of randomised trials 

Adam La Caze | The University of Queensland 

 

 



 

 

Searching for epistemic certainty during this crisis of cause. 

Michael Cournoyea | University of Toronto 

 

In medical theory and practice, there is a crisis of cause: the linear causal reasoning upon which 

medicine relies cannot explain complex chronic diseases. This crisis overshadows every niche 

of clinical medicine but few physicians acknowledge it and few patients see its repercussions. It 

undermines allopathic medicine’s quest for certainty: a quest to act pragmatically despite the 

causal ambiguity of health. I discuss the role of certainty in medical explanations as they 

struggle to understand the causal etiologies of disease, develop interventionist treatments, and 

transform pathophysiologies into health. 

 

 

 

Standards of evidence and the ethics of randomised trials 

Adam La Caze | The University of Queensland 

 

Randomised trials are firmly entrenched as the `gold standard' method for assessing the efficacy 

of therapeutic interventions. But the ethics of randomly allocating patients to an experimental 

treatment or control is fraught. 

Much has been written on when, and indeed whether, random allocation in clinical 

studies can be justified. Clinical studies testing the efficacy of extracorporeal membrane 

oxygenation (ECMO) for persistent pulmonary hypertension in newborns provide a 

paradigmatic case study. The key studies for the case study were conducted from mid-1980 into 

the 1990s. Ethical, statistical and methodological debate has continued since the time these 

studies were published. 

The ethical debate surrounding the ECMO case revolves around what constitutes 

sufficient evidence for the efficacy of a treatment. Once sufficient evidence is available, 

randomised allocation of patients to an inferior treatment is appropriately viewed as unethical. 

But what counts as sufficient evidence? And, should the same standard of evidence apply to 

both clinical and research situations? 

Two prominent responses to the ethics of randomised trials provide very different 

advice. Clinical equipoise suggests that randomisation is justified providing there is genuine 

uncertainty in the clinical community. The uncertainty principle suggests that clinician-

investigators should only enrol patients if the clinician is uncertain whether the treatment will 

benet the patient. Neither of these approaches is clear on what evidential standards the clinical 

community or individual clinicians should hold (or be held to). 

I argue that a standard of evidence can be provided that better delineates when random 

allocation provides sufficient epistemic benets to be ethical. 

 

 

 

The Problem of Unreportable Awareness 

James M. Hitt | Saginaw Valley State University 

 

Two distinct stances toward consciousness are often expressed in discussions about 

unreportable awareness in patients. On one, awareness essentially depends on articulation. On 

the other, the notion of awareness is freed from such notions and tends to be supported by 

philosophical intuition. I will discuss both approaches and argue that the first best approximates 

evidence-based medicine while the latter falters as it elides the distinction between reporting 

and expressing. 

 

 

 



Risk information processing and rational ignoring in the health context 

Barbara Osimani (Università Cattolica del Sacro Cuore) 

 

Findings about the desire for health-risk information are heterogeneous and sometimes 

contradictory. In particular, they seem to be at variance with established psychological theories 

of information-seeking behavior. The present paper posits the therapeutic decision as the causal 

determinant for the expected net value of information, and attempts to explain idiosyncrasies in 

information-seeking behavior using the notion of decision sensitivity to incoming information. 

Furthermore, active information avoidance is explained by modelling the expected emotional 

distress potentially brought about by “bad news” as a disutility factor in pay-off maximization. 

In this context two notions of uncertainty are distinguished: an epistemic uncertainty related to 

the prognostic probability assigned to the risk, and an emotional uncertainty related to the 

expected damage. Health-risk information can both reduce epistemic and increase emotional 

uncertainty, giving rise to idiosyncratic processing strategies. 

 

 

 

Value, Dysmenorrhea and the Definition of Disease 

Lauren Ross (U. Pittsburgh) 

 

Two main philosophical positions contrast the role of value in the definition of disease. The 

descriptivist position, championed most influentially by Christopher Boorse’s biostatistical 

theory (BST), claims that the definition of disease should be value-free, an “objective matter” 

that can be read, more or less, from the scientific facts of nature. The opposing normativist 

position asserts instead that this definition should involve value, although many different 

philosophers have widely different conceptions of how exactly it should. 

I argue that the Boorsian theory fails to provide a definition of disease that accounts for 

dysmenorrhea, a disease of severe pelvic pain with menstruation. According to Boorse’s BST 

an organism is diseased if and only if it experiences subnormal function, with regard to its 

species, age-group and sex, which impinges upon the organism’s survival or reproductive 

fitness. The example dysmenorrhea not only fails to fit the BST’s analysis in that it lacks 

dysfunction and does not reduce survival or reproductive fitness but it also undermines the 

rationale for that analysis in that its treatment (hysterectomy) diminishes the patient’s survival 

and reproductive fitness, and does so far more than the disease itself. 

Second, I argue for the normativist position in maintaining that the definition of disease 

must include at least some value because, as demonstrated by the example of dysmenorrhea, it 

encompasses the notion of suffering—a subjective experience of the patient. Suffering is value-

laden because it depends on the patient’s judgment of her condition (its effects on daily life, 

severity, etc.) and personal preferences (longevity, quality of life, etc.).My assessment of 

“value”, in the definition of disease, refers to a subjective assessment of worth made by an 

individual or collective, and as such, depends on their judgments or preferences. Values are 

often juxtaposed to objective or empirical scientific facts which, through detached scientific 

experimentation, provide descriptions of ourselves and our world. Of course whether there is a 

sharp fact-value distinction is controversial; my argument requires that only a rough distinction 

of this sort exists and I will not broach the controversies related to the topic. 

 

 

 

“Till I See His Brains”: Psychiatric Nosology in the Early Modern View 

Kathryn Tabb | History and Philosophy of Science University of Pittsburgh 

 

In contemporary medicine it is often assumed that our best scientific theories undergird and 

motivate our best medical practices. It has not, however, always been obvious that this was so. 

This paper examines mental pathology in the early modern era in order to suggest that there is 

nothing inevitable about the convergence of scientific and medical knowledge upon a single 



“correct” medical taxonomy. I argue that the distinction maintained between the seventeenth-

century projects of researching the brain and of improving treatment of the insane was 

beneficial to the nascent field of psychiatry. Applying this conclusion to the modern context, I 

suggest that the call of some philosophers and practitioners of psychiatry to unify explanation 

and practice may be overly hasty. 

I focus my analysis on two profoundly influential seventeenth-century doctors, Thomas 

Willis and Thomas Sydenham. While Willis’ careful anatomical work revolutionized the study 

of the brain, it was Sydenham’s typological approach to medicine that provided a foundation for 

improved treatment practices and pharmacological interventions. Sydenham’s scorn for the 

empirical efforts of Willis and his colleagues at the Royal Society was in part due to their failure 

to close the explanatory gap between their new anatomical advances and the Galenic treatment 

methods they still championed. While Willis maintained hope that his new anatomy would 

introduce a mechanistic nosology based on known etiologies, within which an individual 

pathology could be identified and corrected, Sydenham believed diagnostic concepts were at 

their most valuable when they abstracted away from particulars. 

With this history in mind, I conclude that diagnostic categories are at their best when 

they synthesize contemporary knowledge from the clinic as well as the laboratory. To be sure, 

diagnostic categories are a problematic aspect of medical theory and practice, but they are also 

an inevitable one. They allow for communication between clinicians, provide a shared target for 

research groups, act as loci at which patients and treatments can be matched, and have a 

profound effect on patients themselves. However, when diagnostic boundaries are drawn on a 

particular explanatory level – for example, that of neurons – symptom clusters at other levels of 

explanation, crucial for abetting the suffering of the patient, may take on a minimized 

significance. Above all, in order to be medical rather than simply scientific, diagnostic 

categories must be humane – that is, they must describe the patient as a person as well as a 

pathology. Despite the fact that psychiatric knowledge and clinical practice have begun to 

successfully dovetail with the advent of psychopharmacology, I will conclude that there are still 

advantages to recognizing the different aims and methods of these two investigative modes – 

differences that were undeniable in the early modern period but which have become obscured 

by the outstanding successes of neuroscientifically informed psychiatric medicine. 


