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P hysicians talk about diseases all 
the time, whether in the abstract, 
when discussing the presenta

tion or treatment of a given diagnosis, or 
in the particular, when giving a diagnosis 
to a patient. Yet, the remarkable fact is 
that we cannot easily say what diseases 
are. What is their nature? Are they part of 
the furniture of the world, like electrons, 
or something humans create, like coun
tries? And regardless, what are they 
made of?

An equally troubling question is, 
what does it mean to categorize some
thing as a “disease?” Why is tuberculosis 
a disease? It may seem obvious, but 
explaining why is difficult. Some appar
ently plausible answers may also require 
one to consider pregnancy or homosexu
ality as diseases. Other answers may rule 
out hypertension as a disease. The trick 
is explaining why all and only the “right” 
conditions are indeed diseases.1 I men
tion this problem to avoid confusion 
(and provoke further curiosity). The 
question “What is disease?” is a topic for 
a separate article. The questions now 
are, what is the nature of a particular 
disease and of what do diseases consist?

Responses to these questions fall 
into 2  categories: realism and construc
tivism.2,3 Consider a patient who pres
ents with cough, fever and malaise for a 
week and foot pain for 2  months. The 
physician’s first job is to figure out 
which of these complaints form a single 
disease. The foot pain is of longer dura
tion and likely unrelated to the other 
symptoms, so the physician will proba
bly decide that the cough, fever and 
malaise constitute the patient’s acute 
disease. The next question is, what dis
ease is this  — influenza, an upper respi
ratory infection or pneumonia? Only by 

appropriately answering both questions 
can the physician supply appropriate 
treatment and prognosis. This distinc
tion, between the particular instance of 
disease that a patient has and the diag
nosis to which it belongs, can be difficult 
to keep track of, as “disease” refers to 
both. They can be kept distinct by refer
ring to them, in this context, as “dis
ease” and “diagnosis,” respectively.

Realists and constructivists disagree 
about what is going on at both steps. 
Regarding diseases, realists believe that 
some sort of physical entity (roughly 
speaking) determines whether the phys
ician is correct in delineating the extent 
of the disease, just as there is a correct 
answer as to whether a given limb is part 
of this or that person. A realist will then 
say that whether or not 2  patients have 
the same diagnosis is determined by the 

outside world, just as is the question of 
whether 2  elementary particles are the 
same (e.g., 2 electrons) or different (e.g., 
an electron and a photon).2,3 In the lan
guage of philosophy, groupings that are 
imposed by the outside world are called 
“natural kinds.”4 Thus, diagnoses are 
natural kinds for a realist.

Constructivists do not believe that the 
identification of diseases and diagnoses is 
determined by the natural world. Rather, 
they believe that in identifying the com
ponents of a patient’s disease, the phys
ician is making a choice. The choice can 
be better or worse, but there is no abso
lute sense in which it can be correct. Iden
tifying the different diagnoses is likewise 
a choice that can be better or worse, 
albeit a choice that takes place not during 
an encounter with an individual patient 
but at a higher level.2,3,5,6
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At this point, I expect that some read
ers are thinking that diseases and diag
noses are obviously real, whereas others 
are thinking that they are obviously 
constructed. It is therefore important to 
note that there are strong intuitions 
and arguments behind each position. 
Certainly, a scientist who says, “I am 
studying glioblastoma to develop a cure” 
seems to be saying something as real as 
a scientist who says “I am studying pho
tons to figure out how to make a new 
type of laser.” Furthermore, our success 
at developing new treatments makes it 
seem like there are entities out there 
that we learn to control better as we 
discover more about them. 

On the other hand, anyone who has 
taken care of patients cannot fail to be 
struck by the often vast differences 
between 2 patients with the same diagno
sis. Are 2 cases of cystic fibrosis really the 
same in the same way that 2  electrons 
are? What does it mean to say that dis
eases are out there in the world ready to 
be found in the patient? What sort of thing 
are they? There is nothing you can hold 
and point to as a disease, the way you can 
hold a cat or even, in a way, an electron.

Let us consider in more detail what 
realists and constructivists think. First, 
what is the nature of the entities that 
constitute an individual patient’s disease 
according to the realist? There are 3 main 
approaches. Realist philosophers have 
understood diseases as bundles of signs 
and symptoms, as parts of the underlying 
microstate of the patient or as a process 
the patient is undergoing. Consider 
 insulindependent diabetes. If diseases 
are a bundle of signs and symptoms, then 
to have insulindependent diabetes is to 
have, for example, high blood glucose 
and frequent urination. If diseases are an 
underlying state of a person, then having 
insulindependent diabetes is being in a 
state of low insulin production (and per
haps some related changes). To under
stand insulindependent diabetes as a 

process (somewhat more difficult to 
articulate), the focus would be on the 
processes of metabolizing (or not) vari
ous energy sources and the ongoing 
effects this has on the body. Moving on to 
the level of diagnoses is relatively easy 
for the realist, as realists agree that dis
eases belong to natural kinds.2,3

For constructivists,  a disease is 
merely signs, symptoms and study 
results in the patient that are grouped 
by a physician taking into consider
ation which diagnoses might fit the 
patient’s symptoms. The interesting 
question is, where do the choices of 
diagnoses come from?  Someone is 
deciding the criteria for various diagno
ses, but who, and how? Each of these 
q u e s t i o n s  h a s  s e v e r a l  p o t e n t i a l 
answers. Regarding who, the most 
straightforward answer is physician–
scient ists ,  but  other  possibi l i t ies 
include the government, business inter
ests or patient interest groups. Obvi
ously,  none of these other groups 
directly sets criteria, but a constructiv
ist could argue that when physicians 
promulgate criteria, they are doing so 
at the (possibly hidden) direction of 
one of these other groups.2,3

How the responsible parties make 
these decisions, that is, by what criteria, 
likewise has several possibilities. One 
possibility is that diagnoses are recog
nized to help maximize our understand
ing of the world. This is superficially like 
the realist position, except that there are 
no right or wrong answers here, just 
tools that seem more or less useful to 
scientists, subject to revision as needed. 
Other possibilities are that diagnoses are 
identified to maximize the wellbeing of 
those who seek medical care, the wealth 
of certain groups or the political power of 
an elite. All of these positions have been 
proposed.2,3

To a philosopher, the nature of dis
eases and diagnoses is an interesting 
topic for its own sake. However, the 

question has potential ramifications for 
clinical practice. If the realists are cor
rect, then we can study and treat only 
the diagnoses that nature has given us. 
Once we have done that, we can use this 
knowledge to help people. But the sci
ence is conceptually primary, and phys
icians can only help patients by identify
ing and learning about real diagnoses. If, 
however, there are no real diagnoses, 
just constructed groupings of ill people, 
then it may be reasonable for those who 
study and treat diseases to consider the 
best way to group patients. Who should 
do it, and based on what? What will 
allow medicine to do the most good?7

For centuries, these questions did not 
matter, because medicine could do rela
tively little to help people. Now that 
scienific enquiry increasingly informs our  
understanding of  how to treat people, it 
is imperative that physicians understand 
what we are doing so that we can best 
direct our efforts.
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