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Abstract 

In this article, I present a philosophical account of medical treatment. In support of this account, 
I offer a suggestive account of medical conditions. The account of medical treatment uses three 
desiderata to demarcate treatment from non-treatment. Namely, a treatment should: (1) be 
describable by features that enable it to be standardized and characterized as a discrete 
intervention, (2) target a specific medical condition, and (3) have the possibility of being 
effective. The account of medical conditions underlies the second desideratum and attempts to tie 
medical conditions closely to biological dysfunction, while also including some conditions for 
which biological dysfunction is absent or its presence uncertain. I offer a simple typology of 
treatments and show how the accounts are relevant to treatment effectiveness, disease, placebos, 
contested treatments, and treatment standardization. 
 

Keywords treatment; standardization; disease; mental disorders; medicine; clinical conditions; 
effectiveness; placebo; medicalization 

Introduction  

Which among the following are medical treatments?:1  

• swimming with dolphins 
• so-called placebos (such as microcrystalline cellulose pills or saline injections)  
• lysergic acid diethylamide (i.e., LSD) and other psychedelics 
• homeopathy (either as part of a treatment package, or without any awareness of its 

administration) 
• having morphine administered surreptitiously (and not with advanced consent), or 

with prior consent and awareness that it will be administered, just not when  
• conversion therapy (i.e., psychotherapeutic methods to change people from being 

homosexual) 
• acupuncture in which the needles have the appearance of puncturing the skin but 

 
* University of Antwerp, Department of Philosophy, Rodestraat 14, 2000 Antwerp, Belgium. 
1 My target in this article is medical treatment, not treatment in general. For simplicity, henceforth I simply mostly 
refer to “treatment”. 
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actually do not 
• euthanasia 
• using the substance abused to treat substance abuse (such as using opioid agonists to 

treat opioid use disorder) 
• smoking cigarettes 
• yoga for menstrual pain and discomfort 
• liposuction for obesity 

 
Historically, innumerable exotic, commonplace, unexpected, outlandish, and dangerous 
substances and procedures have been deployed in sundry attempts to mollify, care for, repair, 
nourish, fortify, and cure patients [1]. In addition to some of the items on the aforementioned list, 
there are procedures that currently are — or at one point were considered to be — medical 
treatments, such as psychotherapy, exorcism, a ritual in ancient Greece involving sleeping in a 
temple, and diagnosis itself [2]. Additionally, substances as diverse as aspirin and human 
excrement2 and many procedures involving medical devices, such as tourniquets, acupuncture 
(according to Traditional Chinese Medicine [TCM] principles), and percutaneous coronary 
intervention, are considered medical treatments. There are also procedures and substances whose 
effectiveness has not yet been determined or — based on unknown or implausible mechanisms 
of action — are likely to be ineffective. If the history of medicine is any indication, most of these 
are likely to be placebos [1]. Yet, are placebos treatments?3 

Treatment and medical conditions are central to medicine. While it could be argued that there is 
no correct definition of treatment or medical conditions, or that such definitions do not have any 
significant implications, the designation of something as a treatment or medical condition can 
have profound health and social ramifications. “Treatmenthood” and status as a bona fide 
medical condition can result in something being accorded or denied medical reimbursement, can 
circumscribe the domain of substances, procedures, and conditions suitable for medical research, 
and can suggest standards of effectiveness, including for whom and which conditions a putative 
treatment might be effective. Simply designating something as a treatment could influence 
attitudes and expectations towards potential effectiveness — which could become a self-
fulfilling prophecy, as with some placebos. Whether something like swimming with dolphins 
(which has been claimed to be effective for patients with mild to moderate depression [3]) even 
falls under the category of treatment or potential treatment can determine whether resources 
should be spent on further assessing its effectiveness. The existence of contested or debatable 
medical conditions such as short stature, ugliness, menopause, and stuttering, and contested or 
debatable treatments, such as LSD for depression, using the substance abused for the treatment 
of substance abuse [4], sham acupuncture for anxiety, or typically harmful activities such as 
smoking cigarettes for “stress” or anxiety, lends gravity to why accounts of treatment and 
medical conditions might be immediately and clinically useful. Disqualifying such substances 

 
2 Currently, as fecal microbiota transplantation for recurrent Clostridium difficile infection. 
3 In a work in progress, I answer this affirmatively. The implications of this — for characterizing placebos and 
placebo effects and establishing treatment effectiveness — are too complex to go into here, which is why I address it 
in another work. Nonetheless, such work is underscored by the importance that placebos-being-treatments holds for 
philosophical accounts of placebos. Importantly, for the present work, what have been used as placebos in clinical 
practice and clinical trials satisfy the “treatmenthood” desiderata I outline in the section on medical treatment 
desiderata. 
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and procedures outright from being the types of things that could even potentially ameliorate a 
medical condition — such as is done for LSD in the United States and other countries — could 
deprive patients (such as those with severe depression) from what might otherwise be a 
successful treatment for a refractory condition. Discounting such conditions’ being “medical” 
could deprive people of access to reimbursed treatments and other social resources, such as the 
sick role. 

Overall, these — and the examples I offered in the opening list (not all of which are necessarily 
treatments) — are meant to show that an account of treatment that could demarcate treatment 
from non-treatment could be philosophically important (e.g., by clarifying the relationship 
between treatments and placebos, and treatment and disease), informative for bioethical debates, 
and of potential clinical relevance. My intended contribution in this article is to offer accounts of 
treatment and medical conditions that are useful in these regards and that can fill gaps in little-
explored areas of the philosophy of medicine.  

My accounts rest on analyses of treatment and medical conditions whose targets are largely for 
medical and socio-anthropological usage of the terms. Whether they are correct analyses, 
however, only partly depends on this usage because (with respect to treatment) my account may 
accord or disclaim treatmenthood to what some consider (or have historically considered) to be 
(non)treatments. Examples of what I consider to be non-treatments are conversion therapy, 
homeopathy (for any medical condition) when considered outside of the treatment package in 
which it is typically administered (i.e., if it were administered surreptitiously), and anything to 
“treat” drapetomania. Conditions that I think are non-medical are some of the conditions in the 
Diagnostic and Statistical Manual of Mental Disorders (DSM). In this respect my accounts are 
not solely descriptive but could be seen as being revisionary and offered in the spirit of 
philosophical explication [5].  

I develop my account of medical treatment by offering a set of desiderata for treatmenthood that 
is able to demarcate treatment from non-treatment. I also attempt to show how understanding 
treatmenthood can help distinguish among treatments. Accordingly, I explore various ways in 
which treatments have been categorized (in the next section), and later I provide a simple 
typology of treatments (in the penultimate section).4 If my account is successful, it will be able to 
offer a principled understanding of why something should or should not be considered a 
treatment, and at least one way in which treatments can be classified. 

A comprehensive philosophical account of medical treatment does not appear to exist. Multiple 
factors could explain this lacuna. These include how common treatments are, how readily 
innumerable examples of treatments can be proffered, how simple and apparently unambiguous 
it is to identify treatments, how extensively individual treatments can be characterized and 
explained without need of an underlying theory, and how ostensibly lacking in conceptual 
problems treatment presents. Yet these factors also underlie why an account of medical treatment 
could be philosophically significant and practically important. Before I present my account, I 
next provide an overview of various ways in which treatments have been categorized. 

 
4 None of which should be taken to mean that I think there is a clear-cut individuation of treatments, but rather that 
certain classifications are useful for certain purposes. 
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Treatment categorizations 

Much of what are considered treatments by modern medicine reflect a basic division of 
treatments into pharmacological (e.g., drugs and biologics) and nonpharmacological treatments 
(NPTs; e.g., the expressive arts therapies such as dance, drama, music, and art therapy; physical 
therapy; acupuncture; yoga; meditation; exercise; medical devices; nutrition therapy and diet; 
psychotherapy; surgery). This division illustrates how a traditional view of medical treatment as 
consisting mostly of drugs and surgery is far too constricting of the range of treatments that are 
and have been used by medicine. Treatments have existed since prehistory [6] and have been 
characterized in various ways. The earliest reported comparison of treatments may have been 
that of diets mentioned in the Book of Daniel in the Bible. The many healing systems that have 
existed underscore not only the diversity of treatments but also how diversely treatments have 
been conceptualized. Yet throughout much of medical history most treatments have been deemed 
(in retrospect) as nothing more than placebos [1]. With the advent of randomized controlled trials 
(RCTs), a mark of treatmenthood could be considered comparison with placebos [7], although 
many treatments that could not be studied with RCTs were and are still recognized as treatments.  
 
Specific treatments have been characterized in explicit detail from a range of perspectives and 
methodologies: biochemical, anthropological, psychological, economic, sociological, and, more 
specifically, from biopsychosocial models, etiological models, hermeneutical approaches (e.g., 
[8]), and from non-allopathic medicine, such as TCM and complementary and alternative 
medicine viewpoints. Simple typologies of treatments based on the treatment target can be 
imagined, such as viewing treatments as those which treat, inter alia, the person (e.g., according 
to TCM, treating a person having a “heat pattern” with heat-clearing herbs [9]), the 
disease/condition (riboflavin supplementation to treat cheilosis), symptoms (lip balm to treat 
cracked lips, a symptom of cheilosis), or risk factors (statins to treat high cholesterol). This can 
engender distinctions between treatment that is holistic, therapeutic/curative, palliative, and 
preventive, respectively. However, because many treatments cross these boundaries and because 
the boundaries between these targets are themselves vague, I do not examine these distinctions 
any further, with the exception of preventive treatments in a later section. 
 
Beyond these approaches, several broader categorizations have been offered. For example, a 
taxonomy of medical treatments meant to encompass all human therapies has categorized 
treatments on the basis of three types of therapeutic elements: defining or characteristic, 
contextual or incidental, and preliminary (such as diagnosis and other factors that trigger self-
healing even before when treatment is formally given [10]). In articulating their theory of 
placebo effects, Miller, Colloca, and Kaptchuk [11] posited healing as being of three types: 
natural, interpersonal, and technological. Yet another tripartite classification divided treatments 
into autonomous, specific, and meaning categories [12]. This taxonomy was not developed into 
an account of treatment but rather offered passim, en route to a theory of placebos.  
 
In summary, various frameworks have been used to categorize treatments, although less attention 
has been paid to what makes something a treatment in the first place. I next discuss two such 
approaches.  
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Accounts of medical treatment based on effectiveness or placebo  

Of the scant philosophical work that exists on treatment, treatment has typically been defined or 
could be understood not intrinsically but instead relative to something else, such as effectiveness 
or placebos. Each approach, however, has important limitations. 

Effectiveness 

Effectiveness could be considered as necessary for treatmenthood; i.e., something has to be 
effective for it to be a treatment.5 I reject the necessity of effectiveness for treatmenthood as it is 
too demanding, vague, and dependent upon an unspecified account of treatment effectiveness. 
Treatments can have a range of effectiveness, including ineffectiveness. Instead of viewing an 
ineffective — or probably ineffective — treatment as not being a treatment at all, an alternative 
is to simply consider such treatments as ineffective or probably ineffective. Although conceptual 
issues should not be confused with epistemic ones, maintaining that effectiveness is necessary 
for treatmenthood could render the demarcation of treatment from non-treatment subject to the 
vicissitudes of establishing effectiveness and an attribution that could only be made 
retrospectively after an effectiveness determination is made. There is no widely accepted account 
of effectiveness; indeed, there are few to choose from [13–15]. Accordingly, for any given 
treatment there can be difficulty reaching agreement over a standard of effectiveness.6 Many 
treatments that were considered bona fide treatments throughout history, such as trepanation, 
bloodletting, or pouring boiling oil on gunshot wounds, are now known to be ineffective or 
downright harmful, yet have been used for many reasons [16]. While it is possible to conceive of 
ineffective treatments as not treatments at all, an alternative approach does not tie treatmenthood 
to effectiveness. This approach better reflects medical history and clinical reality by allowing for 
the possibility of there being ineffective treatments — just as there can be bad treatments, 
unethical treatments, or treatments whose effectiveness is unknown. 

Placebo 

Treatments have also been characterized in relation to placebos, most notably with those based 
on Grünbaum’s [17] account of placebos. Briefly, such accounts divide treatments into incidental 
and characteristic features; placebo effects result from the incidental features of treatments in 

 
5 This approach, for example, is taken by Stegenga [13]; see also the section on pathology in the present article. This 
is different from requiring the possibility of effectiveness (discussed later), or something’s being effective offering 
presumptive evidence of treatmenthood. Knowing that a treatment is effective could be used as a meta-heuristic in 
cases of contested treatmenthood; i.e., something’s being effective could offer support for it being a treatment. 
6 Which can especially be the case when safety is subsumed under effectiveness, a situation illustrated by a medical 
advisory board meeting I once attended where a distinguished oncologist, in full view of representatives of the 
pharmaceutical company that sponsored the meeting, along with a room full of other oncologists, declared the 
company’s drug to be poison, despite the median one month extra survival it was shown to provide in clinical 
studies, though at the expense of intolerable side effects. Granted, this was a view not shared by the pharmaceutical 
company, who believed their drug to be effective because of the improvement in survival. 
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clinical trials [18–19]. One motivation behind Grünbaumian accounts is being able to identify 
placebos via a treatment’s incidental features, which can then enable setting up a placebo-
controlled trial to evaluate the effectiveness of that treatment. Such accounts suggest that 
whether something is a treatment can be tested by the use of a placebo. Holman [18, p. 1334], for 
example, on his way to a more comprehensive definition of placebo, as a first pass writes, “a 
treatment t* is a placebo in an RCT testing t for D iff it plays the methodological role required to 
determine whether t is a treatment for D.” Basing an account of treatment on such an account of 
placebo (were that to be done), however, involves circularity, since the definition of placebo 
itself involves the notion of treatment. There are other problems with Grünbaumian accounts of 
placebo. These include indistinguishability of incidental and characteristic features, failure to 
offer a positive account of placebo effects, and dependence upon (potentially labile and 
contestable) theories of the specific treatments in question [20]. This latter aspect has the effect 
of turning placebo boundaries into moving targets, similarly making treatments into moving 
targets. 

Admittedly, understanding placebos may be integral to understanding important aspects of 
treatment; e.g., placebo effects accompany almost all medical encounters, and the ways in which 
meaning and expectations can interact with the non-psychological features of treatments show 
why placebo effects are vital to the theory and practice of medicine [10, p. 457; 21, p. 9; 22, p. 
1874]. Most accounts of placebos, however, cannot satisfactorily reconcile the role of placebo 
effects in treatment (clinical practice) with the role of placebos in testing treatments (research) 
[23–24]. In summary, placebos are not needed to determine whether something is a treatment, 
and having incidental and characteristic features is not a necessary attribute of treatments.  

Medical treatment desiderata 

As mentioned above in the first section, my account of treatment reflects the incredible variety of 
substances, devices, and procedures that have been and are considered treatments. This is 
informed by treatments from medical textbooks; treatments used in non-allopathic healing 
traditions, such as TCM and complementary and alternative medicine; and treatments from 
medical history. A potential shortcoming of this reckoning, however, is that the attribution of 
treatmenthood has not always been officially sanctioned by the healthcare community or even 
made explicit. It could also differ among and between individual patients, clinicians, and 
cultures. Nonetheless, one salient mark of treatment attribution throughout history has been the 
idiosyncratic nature of many treatments. My account therefore can capture treatments only used 
or considered as treatments by a single person. After all, new treatments must arise somehow, 
and though not all treatments are successful enough to rise to the level of widespread use, there 
are many treatments that people may swear by that are never studied or even considered by the 
medical establishment.  

Whether something is considered a treatment or medical condition depends on a complex 
interplay of cultural, personal, social, and political factors, and could change with different 
societal norms and technologies. The use of methadone as a treatment for heroin addiction or 
opioid dependency exemplifies this: methadone is viewed by some people as simply a way to 
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manage undesirable addiction behavior, whereas others frame its use within a disease model and 
therefore consider it a medical treatment [25]. Other examples are any idiosyncratic activity that 
a person thinks might help them, which might nonetheless be considered by others to not be a 
treatment. 

Therefore, the following (possibly non-exhaustive) list of desiderata is meant to capture 
necessary features of treatment. Medical treatments: 

1. are describable by features that enable them to be standardized and characterized as 
discrete interventions; 
2. target a specific medical condition; and 
3. can possibly be effective; i.e., are not solely explainable (in terms of potential 
effectiveness) by highly implausible mechanisms of action. 

Discreteness and standardization 

Standardization is how treatments are made discrete and differentiated from other treatments. 
The simplicity and obviousness of this desideratum should not belie its importance: if treatment 
types could not be individuated and distinguished from other treatments then identifying a token 
treatment would be impossible. Standardization can be conceptualized as the package of features 
describing a treatment. Although this desideratum might seem obvious — after all, if treatments 
were not defined by features then by what would they be defined? — standardization defined this 
way (and the inclusion of this desideratum) is meant to reflect the fact that treatments have often 
been defined not by a unitary set of features but rather as a portmanteau of characteristic and 
incidental features. In the section above on placebo, I suggested that treatments should not be 
necessarily viewed according to this Grünbaumian account.  

What is sufficient for standardization may involve specifying which elements of a treatment are 
necessary, which are optional, and what are the bounds for deviation. By looking at 
standardization this way, treatments with very wide variations can still be (seen as) standardized 
and validly compared across settings and populations. However, when treatments deviate from 
what is specified, or are described in ambiguous terms, then treatment comparisons become 
problematic for research and clinical use. The possibility, especially for complex interventions, 
of treatments studied in clinical trials being different from treatments administered in clinical 
practice (despite having the same name and intentions) underscores the importance of 
standardization and not overlooking contextual factors in the description of a treatment.  

How treatments should be described and what should be considered a treatment variation as 
opposed to a different treatment depend on social and personal factors, including social 
acceptability, costs, goals, stakes, personal preference, and amenability to research.7 When are 
variations in treatment descriptions acceptable? Walker [26, p. 341], writing in the context of 
conducting valid RCTs for patient-specific devices, posits that variations are impermissible when 
they are causally effective; for example, changing pen color in surgery is likely an acceptable 

 
7 Elaborating on these factors or other relevant factors and how they interact to differentiate specific treatments is 
beyond the scope of this article but may be a fruitful area for future research. 
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variation, whereas changing the surgeon typically is not. However, in terms of standardization as 
a desideratum for treatmenthood, a type of surgery performed even with a different surgeon 
could still be considered the same treatment. This is because more than causal efficacy 
determines what makes a treatment discrete. After all, the causal efficacy of components may be 
unknown or difficult to assess.  

In terms of characterizing a treatment, one proposal I can offer is that treatments should be 
described at a level of detail sufficient for good predictions of treatment effectiveness in the 
desired target setting and population.8 What constitutes good will differ depending on the social 
and personal factors just mentioned. Treatments consist of far more than the so-called active 
ingredient, and which factors (including which contextual factors) are subsumed within the 
description of a treatment also reflect the aforementioned social and personal factors. Large 
differences in effectiveness, however, even if consistent across different subpopulations, do not 
necessarily mean a different treatment is involved. For some drugs, such as morphine, the 
environment in which it is taken — and even the mindset and awareness of the recipient at the 
time it is taken — can engender drastically different effects. This can be illustrated by the 
difference between morphine received via covert administration (morphinec; i.e., without the 
patient’s awareness of when it is received) and morphine taken in the open (morphineo), with the 
patient aware of its administration.9 Even morphinec has a contextual backdrop: e.g., lying in a 
hospital bed and being unaware when one is being treated. A common interpretation has been 
that the difference in effects between the two methods of administration represents placebo 
effects [27–28].  

Thus, should morphinec and morphineo be viewed as two different treatments, despite the 
presence of the same pharmacological substance? Or should they be viewed as the same 
treatment administered or taken under different circumstances, or more generally as a variant of 
a single treatment? While it might seem that just changing the method of administration should 
not be sufficient to transform one treatment into another, for research purposes each of these 
treatments would involve different control groups, and for clinical practice different perceptions 
and levels of acceptability. Additionally, when certain treatment components, including 
contextual factors, hold key roles in defining a treatment, they can potentially turn what prima 

facie might appear to be one treatment into another treatment, despite the same main 
pharmaceutical constituent being present. For example, some branded pharmaceuticals, such as 
Sarefem and Prozac, contain the same key ingredient (in this case fluoxetine), but have different 
branding and indications (Sarefem to treat premenstrual dysphoric disorder, Prozac to treat major 
depressive disorder, among others). Similarly, Proscar and Propecia both contain finasteride but 
have different packaging, labelling, dosages, and indications (benign prostatic hyperplasia and 
androgenic alopecia, respectively). Differences such as branding can be causally effective, as 
Branthwaite and Cooper’s 1981 study [29] of branded aspirin being more effective than 
unbranded aspirin — whether placebo or verum — makes clear, as do other examples of the so-
called meaning response [12]. Another example is sham acupuncture administered by an 
empathetic practitioner as part of an attentive, responsive package of care versus acupuncture 

 
8 Although it may seem like it, this does not make treatmenthood dependent on treatment effectiveness because a 
poorly characterized treatment with respect to treatment effectiveness can still be a treatment. 
9 A possibility borne out by a study conducted under the open–hidden paradigm which found the effectiveness of 
morphineo to be significantly higher than that of morphinec [27]. 
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administered with limited interaction with the patient [30]. Furher still, cocaine at low dosages 
and when topically applied is used for its anesthetic and vasoconstrictive properties, whereas at 
higher dosages, when injected or snorted, it induces euphoria.10 Low-dosage cocaine might thus 
be considered one treatment and high-dosage cocaine potentially another, each for different 
indications.  

Different dosages, modes of administration, and contexts of a drug or procedure thus seem like 
they could entail different treatments. However, all these factors influence what could 
alternatively be described as discrete treatments whose effects simply vary with context. 
Different people (or the same person at different times) responding differently to a treatment do 
not necessarily mean different treatments are involved. Only if the package of features describing 
a treatment differ from those describing another treatment would there be two different 
treatments. 

Targeting of a specific medical condition 

The purpose of this desideratum is to mark off conditions and treatments that are medical from 
those that are non-medical. Despite the large and varied philosophy of disease literature, and the 
excellent sociological and philosophical work done in defining the limits of medicalization, little 
comprehensive attention has been paid to defining medical conditions themselves (with some 
exceptions, such as Kukla [31], who defines health conditions). Because of the complexity of the 
issues involved and the limited space I have here, I only provide a preliminary account.  

First, some groundwork is needed. Something that did not target a specific medical condition11 
could not be a medical treatment on my account. This is to avoid indiscriminately considering 
anything a treatment simply because it could treat a medical condition, whether known or yet to 
be discovered. Clinical outcomes are how improvement in medical conditions is assessed. These 
range from standard measures of effectiveness such as mortality, to patient-reported outcomes 
such as health-related quality of life, to individual-based metrics such as whether a patient 
simply feels better after taking a treatment. All outcome measures, whether assessed on a 
population level (such as in the context of a clinical trial) or on an individual level (such as in 
clinical practice), are indexed to the condition being targeted and the desired outcome. For 
example, sulfonylureas are treatments for diabetes but not for gout, and although they are 
treatments for lowering blood sugar levels, they are not treatments for regenerating pancreatic 
beta cells. Finally, my focus in this article is the individual — the bearer of a medical condition. 

 
10 I do not draw a distinction between illicit and licit drugs with respect to whether they can be treatments (and I thus 
reject the legality of something as a criterion of treatmenthood). I recognize that some people might not consider use 
of cocaine for its psychoactive properties to have any legitimate medical purpose, even independent of cocaine’s 
high risk of adverse events. 
11 I use here the terminology “medical condition” instead of “clinical condition” to avoid confusion with [32] where 
I list in my chart of clinical conditions what are better thought of as clinical conditions and clinical activities (such 
as blood donation), and which could imply that clinical conditions are characterized by their being addressed by 
clinicians, whereas I mean for “medical condition” to have no such necessary implication. 
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A “treatment” that targets the population level is better considered a public health intervention.12  

What marks off a condition as being medical? The conjecture that medical conditions are 
whatever are considered, diagnosed, or treated by physicians neglects the many non-physician 
healthcare practitioners who ostensibly deal with medical conditions. Tying medical conditions 
to the wider category of healthcare practitioner encounters the same problem of demarcating 
who counts as one. While suggestive of what is a medical condition, such a definition lies prey to 
the vacillating sociological contingencies of time, place, and culture. This potentially neglects 
people in certain roles (e.g., shamans; dentists; podiatrists; physician assistants; art, dance and 
speech therapists; nutritionists; and chiropractors) who could conceivably be viewed as 
practicing medicine or at least as administering medical treatments that can have profound 
effects on medical conditions, and ignores the way most treatments throughout history have 
achieved their effects (i.e., via the placebo effect, which does not necessarily need a healthcare 
practitioner to work). Similar issues arise when defining medical treatment as whatever is 
considered or administered by healthcare practitioners. Indeed, to avoid a circular definition, I tie 
medical treatmenthood to medical conditions and accordingly define medical conditions 
independently of medical treatment.13  

Demarcating what is — or what should be — the domain of medicine is no easy task. 
Contemporary medicine includes (for better or worse) within its ambit diseases as well as 
conditions that represent normal variation, such as short stature (for which human growth 
hormone is considered a medical intervention), or that could be viewed as problems in living or 
violations of social or individual norms (e.g., some of the conditions listed in the DSM). 
Medicine also tends to palliation, relief of discomfort related to normal conditions such as 
menstruation and teething, sleep-wake cycle adjustments (such as to treat jet lag), anesthesia, 
organ and blood donation, and common dysfunctions of aging like presbyopia [34, pp. 150–151]. 
That “medicine is, in all essence, about illness” [35, p. 323] carries a ring of truth, though if one 
holds, as I do, that illness must involve symptoms, then it is not strictly true given that some 
diseases are asymptomatic. Moreover, many medical conditions, such as blindness and limb 
paralysis, are not illnesses [36]. Illness typically involves suffering, but not all suffering involves 
illness or disease.14 Not all illnesses even involve disease because illnesses can simply stem from 
patients’ symptoms in the absence of disease or be associated with contested diseases. Medicine 

 
12 Medical treatment could be considered a proper subset of medical interventions, the latter of which include 
diagnostic interventions (such as screening programs), public health interventions (such as water fluoridation), and 
medical procedures/activities (such as autopsy, euthanasia, cosmetic surgery, and interventions to improve sports 
performance). The feature distinguishing medical treatments from public health interventions appears to be that 
medical treatments are directed at the individual level whereas public health interventions are directed at the 
population level. Either can involve changing the social context. For medical treatments, however, a description on 
the individual level is needed. A public health intervention could accordingly be rewritten as an individual-level 
medical intervention. This description might vary depending on the person (see the section “Discreteness and 
standardization”). For example, fluoridation of a city’s water supply is a public health intervention that 
operationalized as an individual-level intervention could involve for one person drinking the water whereas for 
another person simply showering with it. Only the former usage would constitute medical treatment for caries. 
13 One could, by contrast, define medical conditions on the basis of what is potentially medically treatable (e.g., as 
Cooper [33] does with respect to defining disease). The onus then arises for defining treatment and medicine. 
Cooper [33, p. 278] offers the possibility of medicine being “the science practiced by doctors and other medical 
personnel,” and recognizes that it can be indeterminate as to what a medical treatment is.  
14 As Stegenga [38, p. 11] wryly notes, “Not all forms of suffering are in the domain of medicine. One need only 
consider the suffering caused by hunger or climbing high mountains or listening to country music.” 
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also regularly ministers to risk, whether through public health interventions or what might be 
considered preventive treatments, such as statins. Yet not all risk states constitute illness [37]. 
Finally, the aforementioned (footnote 12) autopsy can hardly be said to involve a medical 
condition that could be treated, yet is squarely part of medicine. 

Important to my accounts of treatment and medical conditions is thus the observation that 
healthcare practitioners intervene on not only disease but also non-disease medical conditions as 
well as non-medical conditions. There are conditions for which putative medical means can be 
used, but this does not necessarily make the condition a medical condition. Not all interventions 
that involve medical means (e.g., cocaine for ennui, barbiturates for euthanasia, steroids for 
improved sports performance), that are performed by healthcare practitioners (e.g., medically 
assisted torture, sterilization, some types of cosmetic surgery), or that can significantly improve 
medical conditions (e.g., poverty reduction and health education programs) are medical 
treatments. So-called “standard” medical means (like drugs, surgery, and some procedures and 
devices) can be used for purposes like euthanasia, but this does not make them treatments simply 
because they would be considered treatments when used for different purposes (like reducing 
anxiety). By contrast, some interventions, like hot baths for respiratory tract infections or a 
friend’s support for depression, are not typically considered to be medical yet can still improve 
symptoms. On my account these are bona fide medical treatments (assuming they meet the three 
desiderata, such as that the depression is a medical condition) — what might be called “non-
medical” medical treatments (i.e., non-medical in the sense of being non-“standard” per the 
aforementioned list). These are medical treatments that do not involve things people seem to 
typically associate with medical treatments (see the section “A simple typology of treatments” 
for an example and further discussion). 

With this in mind, it becomes necessary to circumscribe the domain of medicine specifically for 
medical conditions. I canvas the following categories as possibilities for what should be or might 
be medical conditions: (1) pathology, (2) pain/discomfort/distress associated with pregnancy and 
some normal developmental processes, (3) some conditions involving risk for disease, and (4) 
some types of symptoms. I address each in turn, noting that this list is neither conclusive nor 
necessarily exhaustive. 

Pathology 

I consider pathology15 to be a proper subset of medical conditions. Treatment defined or 
circumscribed on the basis of pathology (or disease) could be seen as elucidating the nature of 
treatment by seeking to understand the ends of treatment. Stegenga [13], for example, ties 
integral features of treatment effectiveness to a so-called hybrid conception of disease, holding 
that an effective treatment must successfully target at least the constitutive causal basis of disease 
(i.e., its biological basis) or the normative basis of disease (i.e., the harm it causes). “Treatments” 
that do not successfully target these bases could then be argued to not be treatments because a 
“treatment” that could not conceptually be effective could be viewed on this account as not being 

 
15 This includes disease, environmental trauma (e.g., heatstroke, altitude sickness), injury, and poisoning. 
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a treatment at all.16  

Normative conceptions of disease view disease as fundamentally value-laden whereas naturalist 
conceptions disclaim this value-ladenness. Although conceptual divisions are not as simple as 
traditionally thought, one useful way to distinguish among conceptions of disease is whether they 
are dysfunction requiring or not [39]. Boorse’s biostatistical theory (BST) and Wakefield’s 
harmful dysfunction analysis (HDA) are two of the most well-developed and influential 
dysfunction-requiring conceptions of disease. The BST posits that diseases are states of 
statistically subnormal part-functional ability, relative to species, sex, and age [40‒41]. Although 
there are many conceptions of disease, with little agreement as to the best one [42], there is a 
strong contingent of contemporary support for at least important aspects of naturalist conceptions 
of disease, including the notion that disease should be viewed in terms of physiological 
dysfunction [13, 32, 43‒45] and that the BST is relevant to clinical practice [32, 45]. In this 
article, I rely on the BST for my conception of disease (pathology). 

Different disease conceptions entail different extensions, and it should not automatically be 
assumed that naturalist conceptions include more diseases than normative conceptions. Schwartz 
[46, p. 330], for example, states, “non-DR [dysfunction requiring] definitions are overly 
inclusive, and this feature leads them to classify stage 1 hypertension and high cholesterol as 
diseases.” Other authors adhere to naturalist accounts of disease as a way of limiting 
medicalization and demarcating what can legitimately be claimed of scarce healthcare resources 
[47]. Although some conceptions of disease overlap in their extensions with what I include under 
medical conditions, what I consider to be a medical condition, and therefore what can be a 
treatment, is actually narrower than that implied by some normative conceptions of disease. For 
example, many (if not all) of the conditions listed in the DSM are considered by many people 
(lay people, philosophers, and healthcare professionals) to be medical conditions — either brain 
diseases [48‒49] or autonomous mental disorders (i.e., not necessarily involving brain 
dysfunction, a possibility entertained by Boorse [50], Graham [51], Jefferson [52], Papineau 
[53], and Schramme [54]). However, there are also people who challenge the idea that DSM 
conditions are medical, and on my interpretation of the BST it is likely that only some DSM 
conditions are diseases while others could be non-pathological medical conditions, conditions 
involving aspects of diseases not yet recognized by medicine, or not even medical conditions at 
all. I examine this more below in discussing symptoms. 

Pain / discomfort / distress associated with pregnancy and some developmental 
conditions 

As intimated above, yoking treatment solely to a conception of disease assumes that treatments 
can only target diseases and not other medical conditions. The idea that a treatment can treat 
non-disease conditions seems to track natural usage of the term. For example, Cosmides and 
Tooby [55, p. 455], although not necessarily discussing medical conditions, offer a 22-item 
evolutionary taxonomy of treatable conditions that gives at least some support to the idea that the 
target of treatment is conceived widely and can involve non-disease conditions.  

 
16 In personal communication, Stegenga has confirmed this accurately characterizes his view. See also the earlier 
section on effectiveness. 
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There are numerous non-disease conditions, such as pregnancy, developmental processes (such 
as teething, menstruation, and menopause), and possibly others that can also plausibly be seen as 
medical conditions when associated with pain, discomfort, or distress. The reasons for accepting 
these as medical conditions and not the pain, discomfort, or distress associated with conditions 
like hunger, hurt feelings, or aberrant behavior partly stem from the long history of the former 
conditions as uncontroversially falling under the medical gaze [34]. Moreover, because these are 
developmental stages, there is not a need to establish thresholds at which the condition turns 
medical (such as with hunger), or to distinguish them as not reflecting violations of social norms 
(such as with aberrant behavior). 

Risk of disease 

Preventive care is a chief concern of medicine. Risk of disease is assessed via various types of 
epidemiological studies and/or basic research, and is ascertained in clinical practice through the 
use of increasingly sensitive medical technology that indicates the statistical likelihood of future 
development of disease. However, there are many risk states for which pathophysiological 
processes have yet to begin (e.g., risk for subdural hematoma in someone who has yet to suffer 
from traumatic head injury). Putative preventive treatments (e.g., bike helmets) are thus best 
thought of as preventive interventions used to thwart the pathophysiological process from 
occurring at all. They would not be treatments on my account because they would not be 
targeting a medical condition (since a disease has yet to occur).  

Focusing on internal risk states as the types of things that could be medical conditions is an 
improvement but still encounters the daunting fact that risk is inherent in most of life. It is 
unclear what distinguishes such risk states that are medical conditions from those that are not. 
After all, there are multiple types of risk factors for disease, of varying strengths and types of 
causal relationship. Many non-medical, external states (e.g., coal mining) carry a higher risk of 
disease than some internal, presumably medical, states (e.g., obesity), making probability of 
disease on its own a poor distinguishing feature of risk-based medical conditions. The extension 
of such conditions could be enormous unless criteria are applied to limit them. What these 
criteria are is not immediately clear. One could stipulate that these could be context-sensitive and 
dependent on the goals, stakes, and cost-benefit ratios of the situations in which a determination 
about the status of a putative risk-based condition as being medical needs to be made. That, 
however, makes the concept of risk-of-disease–based medical conditions potentially capricious 
and not subject to a stable, objective standard. Even if the seemingly objective standard of 
probability of disease were used as a desideratum, it is not immediately clear how it would be 
assessed, where the cutoff would be, or whether certain types of risk (e.g., environmental versus 
genetic) would count more than others in distinguishing risk states as medical conditions. 

Nonetheless, it does seem intuitive to consider drugs such as statins as preventive treatments for 
stroke and heart attack, especially if used as secondary prevention (i.e., for a person who has 
already had such an event). However, a person who has had a heart attack presumably already 
has a disease (heart disease), making their medical condition status not at issue.  

Rather than trying to arrive at some a priori way to distinguish between risk states that are 
medical conditions from those that are not, one could perhaps look towards what modern 
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medicine considers to be non-disease, risk-based medical conditions (such as via what is 
commonly treated and granted insurance reimbursement) and try to extract from this a principled 
set of reasons underlying the distinction. For example, some risk states are commonly considered 
medical conditions (e.g., obesity), either because they are considered diseases themselves or 
because they carry a high risk for more serious diseases. Schwartz [46] has argued that many 
common conditions like osteoporosis, hypertension, hypercholesterolemia, and obesity are better 
seen not as diseases but as risk states. I agree these are likely not diseases for at least some levels 
of the parameters that currently characterize them as diseases. With their common acceptance in 
much of contemporary medicine as chronic diseases (for which enormous effort is made to 
“treat” them), considering them risk-based medical conditions might then not seem 
unreasonable. However, what makes these and not other risk states medical conditions is still 
unclear. While some such risk states could be viewed as vulnerabilities related to incipient stages 
of disease (and therefore possibly medical conditions because of a clear causal nexus and high 
probability of occurrence), what complicates this picture is when the presence of dysfunction is 
uncertain, such as in Alzheimer disease [45]. In such cases, uncertainty as to whether 
dysfunction is present makes the risk of such dysfunction even more uncertain. Nonetheless, 
some chronic diseases can be characterized as dispositional bodily states or properties [44], and, 
as Boorse notes [56], some physiological systems could function to prevent future disease. 
However, the aforementioned line-drawing problem still remains. 

An alternative to characterizing states involving risk of disease as medical conditions is simply 
viewing such states as risk states for which there could be preventive medical interventions. I 
cannot resolve where the line should lie between these possibilities, so I offer this as a question 
for future analysis. 

Symptoms 

The inclusion of this category is meant to reflect medical conditions that are constituted by 
symptoms even if disease is not confirmed or (possibly not even) present. Symptoms I posit are 
subjectively experienced indications of pathology, nonmedical responses (like a voluntary cough 
or a cough in response to dust exposure), or (possibly) non-pathological medical conditions. The 
latter possibility is motivated by what might be a class of non-pathological medical conditions 
constituted by symptoms that do not reflect underlying biological dysfunction, yet for prudential 
or ethical reasons still seem like things that should be in the domain of medicine. Consider 
regular exposure to loud noise, jet lag, being a refugee, and living above a restaurant. All of these 
can make people feel very ill and produce symptoms, but do not necessarily involve 
(identifiable) pathology. Still, for whatever reason (severity, harm, involuntariness, treatment 
responsiveness, etc.), these symptoms could make sufferers think they have a medical condition, 
especially if doing so could provide access to the sick role or other needed resources. Such 
examples, however, should be considered in light of more contentious cases. For example, a 
breakup after a short relationship could result in a severe depression considered by some to be 
medical, or by others an unpleasant but non-medical part of life. A critical question thus arises as 
to what makes some feelings symptoms, given that not every unwanted feeling is a medical 
condition or indicative of one. Modern psychiatry adopts the route of assuming the symptom 
complexes (i.e., mental disorders) articulated in the DSM are medical, while in nonpsychiatric 
medicine there is a strong presumption that, solely or mainly, the application of pathology-
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related knowledge is required to make this distinction.17  

However, if medical conditions extend beyond pathology, then it is necessary to articulate clear 
qualifying and disqualifying features for symptom-based, non-pathological medical conditions. 
Evaluating the disease status of mental disorders may be a fruitful place to start thinking about 
this category. This is because of the widely endorsed inclusion of psychiatry in medicine, 
whereby many conditions, such as those in the DSM, are viewed as medical conditions because 
they are considered diseases. Yet many scholars (e.g., [57]) question the overreaching of 
psychiatry into pathologizing normal life, while the “anti-psychiatry” tradition (such as advanced 
by Szasz [58], though not under that label) and critical psychiatry tradition (such as advanced by 
Moncrieff [59]) go a step farther by doubting that there are mental diseases at all, viewing many 
of the conditions in the DSM as violations of social norms and not as medical conditions. 
Moreover, medical knowledge is limited and its application in practice can result in harm to 
patients when there is confusion over the relationship between mental disorders and medical 
conditions [60]. For example, according to many mainstream sources, approximately 50% of 
symptoms encountered in clinical practice are medically unexplained (reviewed in [61]), where 
no physical pathology has been identified. Patients with such symptoms continue to suffer (even 
to the point where some patients “self medicalize” their condition(s) [62]). In many cases, 
diseases are later found to account for their symptoms. Yet the standard approach in most of 
(allopathic) medicine is to treat such patients as if they had mental disorders [60]. This, however, 
can be harmful by resulting in expensive, ineffective, and/or harmful psychological/psychiatric 
treatment; committing epistemic injustice by not validating patients’ superior perspective on the 
difference between bodily sensation and psychological distress; stigmatizing patients; and 
forestalling further investigation that could uncover a potentially deadly condition like heart 
disease, a rare disease, or one (e.g., systemic lupus erythematosus) strongly associated with many 
so-called psychological symptoms (e.g., anxiety, depression). Some of these symptoms might 
also indicate diseases not yet recognized by medicine, such as was the case with myalgic 
encephalitis/chronic fatigue syndrome [64]. Clinical and ethical considerations therefore seem to 
support generally recognizing medically unexplained symptoms (MUS) as medical conditions, 
even if disease might not be present.  

If mental disorders are diseases, then my above analysis on pathology applies. On dysfunction-
requiring conceptions of disease, there is support for at least some mental disorders being 
diseases. For example, Boorse [50] thought the BST could apply to mental disorder via the 
demarcation of core mental functions, an approach also taken by Wakefield’s HDA [65–67]. 
There are problems with this approach, however, such as being able to demarcate precisely what 
these mental functions are [68–70]. Furthermore, psychological dysfunction is not the same as 
physiological dysfunction, and cognitive, perceptual, affective, and motivational mechanisms 
could be seen as underlying person-level functions, not part-function as required by the BST. 
Mental disorders with no neural dysfunction therefore might best be seen as not being 

 
17 As Aquino (63, p. 7) writes “…dealing with a complaint of leg pain requires a medical understanding that can 
distinguish a normal response to physical exertion from a pathological condition. If the leg pain is pathological, 
adequate medical knowledge should enable doctors to diagnose and establish the cause, severity and complications 
of the condition. In cases when leg pain is not pathological, such as when it is caused by muscle fatigue after 
prolonged physical activity, a clinician offers reassurance and may decide that further medical investigation is not 
warranted. The clinical process of disease determination then involves a clinician’s use of her medical knowledge to 
distinguish the normal from the pathological.” 
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pathological in a medical sense, even if there is psychological dysfunction. Additionally, if one 
views the mind (and therefore mental functions) as inextricably linked with the environment (as 
some enactivist views do), then the presence of mental dysfunction might intrinsically (and 
implausibly from a perspective that views diseases as internal states) depend on other people’s 
behavior.  

At the same time, one could argue that the psychiatric conditions that many patients with MUS 
are diagnosed with (e.g., what DSM-5 calls somatic symptom and related disorders), or some 
other DSM conditions for that matter, could also be considered non-disease, “mental disorder” 
medical conditions. However, criteria would then be needed to distinguish such putative medical 
conditions from the non-medical vicissitudes of life, and it is unclear what these criteria are. 
Further explicating these issues and resolving the boundaries of this category seem like 
considerable undertakings in the philosophy of psychiatry and medicine. I cannot attempt these 
here. Nonetheless, my hope is that my account of medical conditions provides at least a 
touchstone by which noncontroversial cases and even some controversial cases can be evaluated 
and considered as being medical or not, and therefore whether a putative treatment satisfying this 
and the other two desiderata is indeed a medical treatment. 

Possibility of effectiveness / No sole posit of highly implausible mechanisms 

A treatment that did not even have the biological or physical possibility of being effective would 
seem to not be a treatment at all. In this sense, putative treatments could be ruled out as 
treatments ab initio if there is simply no way they could work and be effective, even if they meet 
the other treatment desiderata. While above I rejected the necessity of effectiveness for 
treatmenthood, the inconceivability of effectiveness when there are only highly implausible 
mechanisms that could underlie any effectiveness is different from something being factually 
ineffective. One reason underlying this distinction is that the mechanisms putatively underlying 
the former cannot be falsified (e.g., how could one test whether the past lives of past-life 
regression therapy exist?), whereas the latter can (the miasma thought to cause cholera, though in 
hindsight incorrect, could nonetheless be investigated and disproven through scientific means). 
Moreover, different standards of effectiveness could entail the same treatment being effective on 
one standard but not another [15].  

Nonetheless, this desideratum should not be used capriciously to disclaim treatmenthood, since 
for some putative treatments plausible mechanisms could exist that just have yet to be identified. 
Moreover, judging a mechanism as being highly implausible is somewhat subjective. More work 
is needed to identify what qualifies a mechanism as being “highly implausible.” 

This desideratum can serve the salutary purpose of drawing attention to the first desideratum 
since the description of a putative treatment can affect the plausibility of how it could be 
effective. For example, the mechanisms18 by which homeopathy (i.e., the homeopathic substance 
by itself) is said to work are inconsistent with what is known about the natural world. Using this 
to undermine homeopathy’s treatmenthood, however, is only applicable to certain descriptions of 

 
18 This includes the mechanism of water memory, for which ample reasons exist to consider it to be highly 
implausible [71–77]. 
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homeopathy, such as if the homeopathic substance were to be administered to a non-conscious 
patient. By contrast, homeopathy administered within the context of a caring therapeutic 
relationship could be effective through placebo effects. Thus, how a putative treatment is 
characterized, including the context in which it is to be administered, bears on treatmenthood. 
Since homeopathic substances in clinical practice are invariably administered within the context 
of a treatment package, if that is how “homeopathy” is characterized, then this desideratum 
cannot rule homeopathy out as a treatment. Homeopathy could only be ruled out as a treatment 
by this desideratum if it were characterized in a way such that no other mechanisms than the 
action of the dissolved substance could be responsible for any therapeutic effects. An example 
would be if the dissolved substance were to be administered in clinical practice to a non-
conscious patient, or, in research settings, surreptitiously in comparison with a control group in 
which water or some other comparable placebo was also administered surreptitiously (to control 
for any possible effects of surreptitious administration).  

Other desiderata 

A desideratum I hold to be uncontroversial and obvious is manipulability; treatments can be 
manipulated (e.g., such as varying the amount and intensity of exercise, or changing the 
conditions under which drugs are administered). Related to the requirement for manipulability is 
not counting absences as treatments. For example, absence of phenylalanine is not a treatment. 
Absences cannot be manipulated and to allow them could increase the number of treatments, 
including such oddities as the treatment of not eating too much chocolate. As Fuller [44] notes in 
relation to diseases, absences can be reframed as capacities. Regarding treatment, absence of 
phenylalanine can thus be construed as a diet lacking phenylalanine.  

Although I hold as necessary for treatmenthood that treatments target medical conditions, this 
should not belie the ubiquity of people being incidentally treated without their awareness (such 
as through engagement in various activities in their daily lives, or less commonly via 
surreptitious administration of drugs). Also, healthcare practitioners can treat incidentally, such 
as when administering a medicine that treats a medical condition they did not know the patient 
had. Via placebo effects, a healthcare practitioner could have no intention of treating at all yet 
still — such as by virtue of the patient’s expectations, beliefs, and conditioned responses to 
features of the healthcare practitioner’s clinic and/or demeanor — end up treating a patient. 
Treatment need not even involve a healthcare practitioner (e.g., in self-treatment). The 
distinction between ex post and ex ante attribution of treatmenthood can help make sense of 
these observations. In ex ante attribution of treatmenthood, a putative treatment is administered 
by a healthcare practitioner with either the healthcare practitioner’s or the patient’s awareness 
(typically both). In ex post attribution of treatmenthood, a putative treatment can be identified on 
the basis of possible effects it had on a person; the person themselves may have had no 
awareness they were being treated. This need not entail the treatment was effective; the putative 
treatment need only satisfy the three desiderata mentioned above to be a bona fide treatment. 
Any presumed plausibility of only allowing ex ante attribution of treatmenthood could reflect 
certain institutional arrangements related to the structure of healthcare delivery, and not 
necessarily intrinsic features of treatment. One could of course stipulate that the idea of ex post 
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attribution of treatmenthood is implausible. The ubiquity of treatment (see the next section), 
however, suggests otherwise. 

There are other candidate desiderata for treatmenthood I reject as I consider them to be too 
unlikely. One is treatmenthood’s requiring the existence of “plausible” mechanistic evidence or 
mechanistic reasoning or hypotheses to explain how a treatment works (which is different from 
treatmenthood requiring the possibility of effectiveness and not the sole posit of highly 
implausible mechanisms; see the previous section). The attraction of this desideratum may stem 
from cases of contested treatments, whereby the ability to tell a (good) story as to how the 
treatment might benefit people affected by a medical condition could be seen as evidence in 
support of treatmenthood. For example, a nostrum foisted upon an unsuspecting public might 
attain greater legitimacy in the eyes of potential users when accompanied by a plausible-
sounding way in which it could treat one’s condition. However, endorsement of this desideratum 
is undermined by how capriciously it could be used to accord or disclaim treatmenthood. This is 
because there are multiple thresholds of what type of plausible mechanistic evidence could be 
required, with no apparent way to determine invariant superiority.19 Moreover, the need for a 
plausible mechanism conflates conceptual issues with epistemic ones. Differences in availability 
of evidence, and changing views on what constitutes a plausible mechanism and the evidence 
needed to support that, would make such a criterion too uncertain and potentially too demanding 
for treatmenthood. Not requiring this criterion can make it easier for something to be a treatment, 
but I consider that a virtue as it better reflects medical history and different medical traditions 
(e.g., TCM, Ayurveda). 

Reluctance among some people to accept some of the examples in the introduction as treatments 
could stem from privileging certain levels (social, psychological, cellular, etc.) that a treatment 
directly targets or is described on. Another possible desideratum for treatmenthood could thus be 
the presence or absence of certain level(s) that a putative treatment is described at or works on. 
Yet many treatments target multiple levels, and all treatments could be described to involve the 
psychological and social levels (if patients are aware their treatment is being administered by 
someone else) or the physical level (if the treatment changes biological parameters). Many 
complex interventions span multiple levels in terms of their descriptions and possible 
mechanisms, and if the clinical context is included in the description of a treatment, then most 
treatments, including drugs, could reasonably be described at multiple levels. This is especially 
true if such contextual factors — as many placebo studies indicate [78–79] — have clinically 
relevant effects. Treatmenthood should thus not be ruled out based on the level(s) that a putative 
treatment is described at or works on. 

Incidental treatment and the ubiquity of treatment  

One consequence of my account of treatment is that many of the substances or procedures 
mentioned in the introduction are or could be treatments. Although more detail is needed to 

 
19 I have argued [15] that a similar problem is also encountered with the Russo–Williamson thesis. More work is 
needed to identify what the criteria should be that demarcate a mechanism as being “plausible.” 
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describe exactly what is involved in these possible treatments,20 their core ingredients as 
mentioned there might strike some readers as unintuitive, unacceptable, obvious, and/or 
welcome. These treatment possibilities are not too far from clinical practice, however, especially 
when supplemented with a fuller description and rationale for what clinical outcomes are desired, 
and especially when compared with the diverse treatments employed throughout medical history 
that might strike some people as equally of the sorts of things that are not treatments. The recent 
uptake of “social prescribing” [80], whereby healthcare practitioners refer patients to community 
programs to improve their health, and which includes things like befriending, cooking courses, 
and theater outings, lends testament to the idea that more than the standard medical means of 
drugs and surgery are valid ways of potentially treating medical conditions. 

Some philosophers indeed recognize lifestyle and social interventions as falling within the remit 
of the medical [81, p. 271]. Sholl, for example, argues that the conflation of pathologization with 
medicalization entails a problematic distortion of the varieties of medical practice. In explicating 
the distinction, he ties pathologization to disease and medicalization to treatment, underscoring 
treatment’s conceptual distinctness from disease [81]. Consequently, he recognizes treatment’s 
expansive extension, since treatment need not imply pathology, and vice versa. Medicalization 
can be seen as a neutral term [82] and while it may seem that distinguishing between good and 
bad forms of medicalization could offer a way for determining what is (i.e., good forms) and is 
not (i.e., bad forms) a medical condition, the literature on medicalization does not strike at the 
heart of what it means to be a medical condition in the first place.21 My above analysis on the 
targeting of specific medical conditions thus attempts to fill an important gap in the literature.  

The ubiquity of treatments is partly underscored by incidental treatment. This is how people, in 
retrospect, could be seen as being treated without their awareness. For example, a person whose 
diet consists of leafy vegetables and citrus fruits could be incidentally treating a folic acid 
deficiency that causes an anemia of which they are unaware. Even among non-human animals, 
plants with pharmacological properties are naturally sought out [83]. There are treatments that 
are (or that contain aspects of) quotidian features of life and are emblematic of lifestyle 
interventions as treatment, whether involving diet, exercise, brushing one’s teeth, components of 
psychotherapy and the expressive arts therapies, and innumerable other facets of life. Not 
conceiving of such features as treatments could be an anthropological oddity, a reflection of a 
society inured to a certain way of doling out medicine and caring for the sick. Psychotherapy, for 
example, is commonly considered a medical treatment that comprises multiple components such 
as positive regard from a therapist, expectations of benefit, talking and being listened to, and 
empathetic support and encouragement. These are among the common factors of psychotherapy, 
which have even been shown to contribute more to the treatment effect of psychotherapy than 
factors specific to or characteristic of individual types of psychotherapy [84]. Conceivably, such 

 
20 Especially since, for some, I do not mention the treatment target. Also, some I merely describe as nouns, whereas 
all treatments involve doing something, even if as simple as being administered. 
21 Fuller [85], for example, analyzes the concept of preventive and curative medical interventions using the concept 
of a medical condition. However, he admits [85, p. 14] that “[a]nalyzing a concept like ‘disease’ or ‘medical 
condition’ is a formidable (and frequently faced) problem of its own that I will not attempt here.” He instead 
examines medical interventions via what he views as representative examples (and like me he views medical 
conditions as the more general category than diseases). Authors in the medicalization literature are also aware of the 
importance of this question; as Sadler et al. [86, pp. 412–413] write, “whether a human problem is, or is not, 
metaphysically (‘‘really’’) medical would be a question at the core of a philosophy of medicalization.”   
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components are encountered throughout daily life, with some components sometimes clustering 
with others, with the same person or different people, in varied locations, and usually without the 
exchange of money or even awareness that one may be engaging in medical treatment. Why 
though, in hindsight, are the empathetic glance of a parent, the kind words of a stranger, the 
insightful analysis of a friend, or the positive expectations of engaging in a social activity any 
less medical or less of a treatment than trains of similar moments structured in the confines of a 
50-minute session delivered by a licensed professional? Alternatively, if these features, or 
psychotherapy itself, target a DSM mental disorder that is not actually a medical condition, then 
none would be treatments in such cases. 

In holding an important place for incidental treatment and the ubiquity of treatments, my account 
could be charged with admitting too much and therefore being vacuous. In a word, if everything 
is potentially a treatment, then it is not clear what are not treatments or how treatments can be 
clearly and unambiguously identified. However, the desiderata explicated above are meant to 
prevent this.  

A simple typology of treatments 

One potential limitation of widening the ambit of what can be considered a treatment is that there 
is no end or could be no end to the “specificity” of treatments. For example, that riding on a bus 
while reading a David Sedaris novel, but only on a sunny day, and only after having eaten a 
pastrami on rye with a Dr. Brown’s Black Cherry Soda, could be a treatment is farcical in direct 
proportion to the extent to which it is idiosyncratic. Psychotherapy administered using manuals is 
another example of this type of (putative) treatment in that a highly specific protocol is followed 
in delivering it. Specificity is not a well-defined construct, but I use it here to refer to a 
treatment’s complexity (as in complex interventions; see [87]). As mentioned above in 
discussing discreteness and standardization, multiple factors (besides effectiveness, and 
including normative factors) determine how a treatment should be characterized. The “pastrami 
treatment” — or any other putative treatment for that matter — is thus overly specific only to the 
extent that its desired characterization contains some features or activities that are irrelevant22 to 
that characterization. 

In contrast with the specificity of the “pastrami treatment,” certain types of immunotherapies that 
rely on a patient’s own cells are idiosyncratic in a different sense. The individualized–generic 
continuum reflects the degree to which a treatment relies on individual, personalized features of 
a patient. A generic treatment can be described as one that could be “taken off the shelf” and not 
require any fitting to the patient at hand, whereas an individualized treatment is closely fitted to 
personal characteristics of a patient, like bespoke patient-specific devices [26]. 

 
22 However relevancy is determined, a matter I will not address here, other than to note that while effectiveness is 
typically how relevancy is determined, establishing effectiveness or its appropriate standard for any given treatment 
is no straightforward matter [14–15]. Additionally, some healing traditions even determine relevancy on the basis of 
religious saliency. For highly specific treatments, relevancy may be a function of certain institutional features 
involving how the treatment is conceived and administered. 
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There are highly individualized treatments (e.g., the immunotherapy) and highly specific putative 
treatments (e.g., the “pastrami treatment”), as well as combinations of the two. Other possibilities 
exist, shown in the following 2x2 matrix representing a multidimensional continuum of 
treatment types, which gives representative examples of extreme versions of each type.23  

Individualized and specific 

(e.g., a particular art therapy protocol) 

 

Generic and specific 

(e.g., the “pastrami treatment”; manualized 
psychotherapy) 

 

Individualized and non-specific 

(e.g., T-cell immunotherapy) 

 

Generic and non-specific 

(e.g., aspirin) 

 

 

Some treatments can shift categories, such as the “pastrami treatment” becoming “individualized 
and specific” if the sandwich could only come from one’s favorite childhood delicatessen. At the 
same time, some treatments could be said to reside in the borderlands between being generic and 
being individualized. Consider for example how psychotherapists are responsive to their clients’ 
individual features [88], yet at the same time could be said to offer generic (putative) treatments 
that could apply to any person, regardless of their features. 

What I have presented of this typology is only a sketch that could benefit from further 
development. The typology is not mutually exclusive with other classification systems. What 
may make the typology useful is being able to identify which type a particular treatment is. This 
could help to better understand the nature of that treatment to make it as specific as it needs to be 
to accomplish the goals it has. A diminution of specificity could reduce ambiguity and therefore 
aid in the standardization of treatments by facilitating how they can be distinguished from other 
treatments. 

Conclusion 

In this article I have provided intersecting accounts of medical treatment and medical conditions. 
A salient aspect of my account of medical treatment is the ease with which treatmenthood can be 

 
23 I am aware that “individualized” and “specific” have similar denotations, but for lack of better terms I use them 
here idiosyncratically.  
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established, subject to three rather undemanding desiderata. One of these is that a treatment 
should target a medical condition. Although demarcating a condition as being “medical” can 
have the perlocutionary effect of indicating a degree of importance or seriousness that can 
represent a call to action, on my account there is no ipso facto implication that a medical 
condition should be treated. Similarly, something’s being a treatment on my account in no way 
determines whether it is a good, safe, effective, desirable, socially responsible/ethical, or feasibly 
administered treatment, or whether it is one that should be investigated through medical research, 
used clinically, or reimbursed by health insurance. Value judgments are required to make these 
determinations, the details of which are beyond the scope of this article.  

Although the account of treatment I offer here is undoubtedly incomplete and subject to 
shortcomings, it is meant to encompass all treatments past, present, and future. My account is 
complementary to Fuller’s [85] account of preventive and curative medical interventions. By not 
strongly circumscribing the range of possible treatments, my account could quell a therapeutic 
hegemony and sociopolitical subversion of what should or should not be considered “proper” 
treatments. Yet, on my account, some of what are commonly thought of as medical treatments —  
such as psychotherapy and paroxetine hydrochloride — would not be treatments for those 
conditions they target that are not actually medical conditions. For example, while changing a 
child’s schooling could be considered a nonmedical approach to addressing the behaviors that 
could have led to a diagnosis of ADHD, if ADHD is not actually a medical condition (not even 
one of the non-pathological medical conditions I considered in the above discussion on 
symptoms), then administering pharmaceuticals to this child would also not constitute medical 
treatment. This is not to say that anything in my account prevents typically medical means (e.g., 
drugs) from being used to address nonmedical conditions, including any DSM mental disorders 
that are not actually medical conditions. Whether such means should be used, though, is a 
different story, one underwritten by considerations such as desert, responsibility, risk, and 
anticipated benefit.  

Nonetheless, my account of treatment is responsive to individuals’ hopes and diverse 
conceptions of what could cure and offer succor for the various medical ailments that afflict 
themselves and others. Although broad conceptions of treatment may risk rampant treatment 
proliferation, it is not clear what the downside of this is. Not all treatments used by individuals 
and recognized as treatments need to be studied or used on a population level. Moreover, a great 
bulwark against bogus and ineffective treatments is a strong theory of treatment effectiveness. To 
this I mirror the words of Fuller [89, p. 646] and the spirit of Stegenga [90] in suggesting that 
what might also be needed is an equally strong dose of therapeutic humility.  
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