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Philosophers interested in medicine and healthcare research should focus on the choice of health 
concepts. Conceptual choice is akin to conceptual engineering but, in addition to assessing whether 
a concept suits an objective, or offering a better one, it evaluates objectives, ranks them, and discusses 
stakeholders’ entitlement. To show the importance of choosing health concepts, I summarize the 
internal debate in medicine, showcasing definitions, constructs, and scales. To argue it is a 
philosophical task, I analyze the medical controversy over health as adaptation and self-
management. I conclude with a to-do list of conceptual choice tasks, generalizable beyond medicine. 

 

 Introduction 
In this article, I argue that philosophers of medicine should focus on the task of choosing 
concepts of health. More precisely, philosophers should help scientific communities and 
institutions to determine appropriate health concepts that correspond with their objectives, 
as well as intervene in prioritizing these objectives when they are in conflict with one 
another. Some philosophers of medicine have recently discovered conceptual engineering—
which is a well-established methodology in other branches of philosophy (Isaac, Koch, and 
Nefdt 2022)—and have realized that rather than arguing over what the concept of health or 
disease really is, one can discuss what it should be in relation to what one wants to achieve 
in the first place (Schwartz 2007; Varga 2020; Van der Linden and Schermer 2022; Kingma 
2019; Gagné-Julien 2024). Recent work analyzes discussions about definitions in medicine 
(for example, cancer and obesity, or positive health) as cases of conceptual engineering 
(Lalumera, forthcoming; Van der Linden and Schermer 2024). What I call “conceptual 
choice” is akin to conceptual engineering, but it goes beyond that. The methodology I 
recommend here is more complete because, in addition to determining whether a particular 
concept is appropriate for a specific purpose, or offering a better one, it considers a broader 
question: is the objective important? How does it compare to others? Are those who are 
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campaigning for this goal entitled to do so?1 To keep with the corporate metaphor, once an 
engineer has created the best tool to fulfill a specific demand, the management of the 
company needs to consider if they truly want to concentrate on this particular product. Does 
it have sustainability? What are the benefits and costs? For whom, specifically, is it 
intended? And, finally, are there more pressing demands to prioritize? This is a metaphor, 
of course, but hopefully it makes the point. I elaborate on this metaphor in section 2. 

To demonstrate the importance of choosing health concepts, I provide an overview of 
the continuing debate in medical and healthcare literature, showcasing a variety of 
definitions of health, constructs, and measuring scales (section 3). To demonstrate that 
choosing health concepts is a philosophical task, I use a case study in section 4: the 
controversy over Machteld Huber and colleagues’ proposal to define health as the ability for 
adaptation and self-management (Huber et al. 2011). My case study aims to show that this 
dispute has a conceptual engineering component, as well as a further evaluative component, 
as described in the conceptual choice methodology. Although it has primarily been 
undertaken by doctors and health researchers, I would describe it as a philosophical task 
(section 5). I also implicitly contend that philosophers of medicine should apply the 
approach of conceptual choice to views put forward within the medical community. I 
address this point by not engaging with the various concepts of health proposed by 
philosophers over the decades, or with the philosophical arguments asserting that a 
definition of health is unnecessary or impossible to establish. This is meant to 
counterbalance the philosophy-only diet that has been prevalent in the philosophy of 
medicine up to this point, which risks neglecting the rich and ongoing philosophical debates 
taking place within the medical community itself. 

I conclude with a list of things to do for those interested in the task of choosing health 
concepts, an endeavor that I believe has the fringe sociological benefit of providing 
philosophy with a meaningful position in medical and healthcare research and policy-
making (section 6). 
 

 Conceptual Engineering and Conceptual Choice 
I am assuming the simplest semantic framework possible: concepts are representations of 
categories (types of things in the world) and they have an intension (how they are 
characterized) and an extension (the series of things to which they apply). Philosophy has 
long been divided on the nature of concepts: are they abstract semantic entities that fix what 
being something really is (true justice, true truth, true gold, the true Pythagorean Theorem) 
(Peacocke 1992), or are they what each of us has in mind when we categorize and reason 
about something (psychological concepts)? Both psychological and semantic concepts are 
terrible study subjects—the first being variable, imprecise, and not easily sharable, and the 
second enigmatic and difficult to access (Isaac 2023). In fact, there are occasional 
philosophical discussions suggesting that concepts should no longer be studied (Cappelen 
2018; Machery 2009). Luckily, there is a third option available to those interested in the 
philosophy of science. In science, concepts often take the form of explicit definitions of 
terms found in scientific society documents, regulations, guidelines, research papers, and 

 
1  A discussion of criteria for evaluating concepts—closely aligned with the conceptual choice methodology 
presented here—can be found in a book chapter by Rik van der Linden and Maartje Schermer (2024); see also 
Lalumera (2023). 
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textbooks. In sociology, this characteristic has been called “regulatory objectivity,” with 
particular reference to medicine (Cambrosio et al. 2006, 2009). This feature is convenient 
for anyone who wants to study, criticize, or fix medical concepts since it makes them explicit, 
public, and accessible (Lalumera, forthcoming).  

In research, concepts that refer to something not directly observable, such as bone 
fragility, well-being, hunger, or corruption, are usually called constructs; they can be 
associated with different measurement scales if used for quantitative studies, a process 
known by neopositivist philosophers as operationalization (Chang 2004; Cronbach and 
Meehl 1955). Following a schematization offered by Anna Alexandrova in her work on well-
being (2017), we may state that a general concept, such as well-being or—as we shall see—
health, can correspond to different constructs, which, in turn, can be associated with 
different measuring scales. 

Scientific concepts can change. They can be formed or eliminated, and can be modified, 
both as a result of new evidence and for what philosophers call non-epistemic reasons 
(ethical and prudential values) (Andreas 2021; Wilson 2006). Since the International 
Astronomical Union changed the definition of “planet of the solar system,” Pluto is no 
longer a planet of the solar system: choosing a different definition or intension changed the 
extension of the concept (Montmerle et al. 2015). As is well known to the mental health 
community and philosophers, when the revision committee for the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) changed the definition of mental disorder, 
homosexuality was excluded from the extension of the concept, meaning it can no longer be 
considered a disorder (again, this is a considerable simplification of a fascinating scientific, 
sociological, and philosophical episode) (Drescher 2015; Spitzer 1981; Zachar and Kendler 
2012).  

Both Pluto and the DSM example above are arguably cases of conceptual engineering, 
an explicit and self-conscious way of changing concepts, which does not only concern 
science but potentially all areas (Burgess and Plunkett 2020; Cappelen 2018; Isaac 2021). 
It involves the assessment and enhancement of concepts to achieve positive outcomes, 
whether they are social, theoretical, political, or otherwise. An acknowledged ancestor of 
conceptual engineering is Rudolf Carnap, the neopositivist philosopher, who aimed to 
enhance scientific accuracy by replacing imprecise scientific concepts with more precise 
alternatives (Dutilh Novaes 2020). However, conceptual engineering is not limited to 
scientific objectives; it usually encompasses ethical and political goals, too. Sally 
Haslanger’s redefinition of the concept of “woman” may exemplify this. She argues that the 
traditional biological understanding of womanhood fails to address social justice and 
gender discrimination adequately. Hence, she proposes redefining “woman” as an 
individual systematically subjected to social hierarchies, based on perceived or imagined 
female bodily traits (Haslanger 2000). 

Let me describe the procedure a simplified manner. Initially, one sets a specific goal, 
then assesses existing concepts related to it. Conceptual goals encompass various objectives, 
including scientific representation, induction, classification, discrimination, expression of 
emotions, empowerment of groups, and de-stigmatization, among others. If the assessed 
concepts are deemed insufficient with respect to the goal specified, a new concept is 
proposed, which should subsequently put to practical use. This process can be broken down 
into three phases: needs analysis, engineering, and implementation.  
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Conceptual engineering is different from traditional conceptual analysis, which seeks to 
find out what the genuine and unique concept of “woman,” “planet,” or “disorder” is, 
intended as a definition stating necessary and sufficient conditions for something to be 
included in the concept’s extension. When counterexamples to the suggested definition or 
characterization are presented by opponents in the philosophical debate, a conceptual 
analysis project fails, which means it is false, and the game is over (Laurence and 
Margolis 2003). In contrast, a concept outlined in a conceptual engineering project does 
not face the challenge of counterexamples. It is impossible to claim a prescription to be false; 
at most, we can give reasons for not adhering to it. This is why conceptual engineering is 
presented here as more effective than the methodology of conceptual analysis.  

Moving closer to our target, the philosophy of medicine is now overused to lament the 
impasse in the discussion of the conceptual analysis of health and disease (Lemoine 2013; 
Sholl 2020). Harriet Fagerberg also recently argued that proponents of major philosophical 
analyses of medical concepts, such as Christopher Boorse, Jerome Wakefield, and Rachel 
Cooper, were fundamentally careless in their methodology (Fagerberg 2023). Thus, many 
have now moved on to invoking conceptual engineering as the method for investigating 
disease, mental disorder (Gagné-Julien 2024; Varga 2020), or health (Kingma 2019; Van 
der Linden and Schermer 2022). This current “prescriptive turn” in the philosophy of 
medicine retrieves an insight from Peter Schwartz (2007), combining it with the already 
established methodology of conceptual engineering, which has been practiced for a decade 
in the philosophy of language, epistemology, and other areas.2 

I embrace the prescriptive turn in philosophy of medicine (as elsewhere), but I believe 
that conceptual engineering is only one part of the philosophical job. I refer to the complete 
work as a conceptual choice.3 I now introduce the concept of “conceptual choice,” a term 
not explicitly present in current discussions on conceptual engineering but discernible in 
recent deliberations on conceptual objectives (Queloz 2022; Simion and Kelp 2020). 
Returning to the corporate analogy previously used for conceptual engineering, after 
analyzing needs and designing a suitable solution, the process enters a critical phase, 
characterized by questioning: Is the new product worth the effort? Is it addressing a 
fundamental need, or are there more pressing concerns for a larger population? Even if the 
product (the new concept) achieves its goal effectively, it may not align with our primary 
concerns. 

Conceptual choice involves evaluating concepts based on the relative importance of the 
goals they serve and potential conflicts between these objectives. This shift reframes the 
question from “What concept is appropriate for this purpose?” to “What is the most 
significant purpose in this domain, and therefore, what concept must we select?”. Although 
the definition of conceptual goals is still up for debate when a community—such as a group 
of scientists or medical research professionals—explicitly defines a concept, the concept’s 
aim is the explicit reason or concern expressed by the group (Queloz 2022). This is one of 
the benefits that the previously described regulative objectivity of science offers. 

 
2 A different trend is to focus on the metaphysics of health, by arguing, for instance, that it is a secondary 
property (Broadbent 2019) or a disposition (Werkhoven 2019). I believe that the concept of “health” and the 
metaphysics of health are closely related, and that the two endeavors are complementary, rather than 
competing. However, I am not able to address this issue in this paper (see section 6 below).  
3 I think the approach I recommend is among the alternatives envisaged in Plunkett and Sundell (2023). See 
Lalumera (2023). 
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Why is conceptual choice necessary after conceptual engineering? Let us consider 
Haslanger’s proposal (2000). Her concept—defining “woman” as a person systematically 
subordinated, based on perceived or imagined female bodily features—may seem plausible 
and non-empty, significantly overlapping with the ordinary concept of “woman.” Haslanger 
argues that implementing her concept would promote social justice and combat gender 
discrimination, suggesting its adequacy for the category of “woman.” However, alternative 
conceptual goals may arise. For instance, some argue that Haslanger’s concept excludes 
trans individuals who do not exhibit perceived or imagined feminine body traits, suggesting 
it lacks inclusivity (Jenkins 2016). Others contend that while her concept may enhance 
social justice, it may not align with other goals, such as public health needs and 
epidemiological research, where different criteria are required. This example underscores 
the distinction between conceptual adequacy and conceptual choice. Reasons for agreeing 
or disagreeing with Haslanger’s concept, based on its effectiveness in promoting social 
justice, may differ from considerations regarding its suitability for other goals. Thus, 
deciding on the best goal for a concept involves weighing competing objectives—whether 
public health is more valuable than social justice, or if different contexts warrant alternative 
concepts. 
 

 The Debate on Health in Medicine 
In this section I show that there is a continuing conversation about the definition of health 
in the medical and healthcare communities. I briefly explain why it is important to have 
health concepts in medicine and health research, and I point out that, as many others have 
noted, having too many varied and unexamined health concepts is a problem for research 
and clinical practice. The discussion I review is internal to the medical community but, as 
will be seen, it is a work of conceptual choice.  

Since the 1950s, several health-related concepts—such as health, well-being, and quality 
of life—have been developed and applied in the medical and healthcare fields. The 
development of health concepts (my focus from now on) in medicine addresses three main 
demands or macro-objectives. One is to create increasingly comprehensive models of 
people’s medically relevant conditions that encompass not only pathology but also 
relationships, spirituality, environment, socioeconomic status, and other factors. The ways 
in which an individual lives, the diseases they get, and their level of happiness are all 
influenced by their income, social networks, employment, gender, and ethnicity. Statistics 
show that poverty and prejudice, albeit indirectly, cause people to die younger. The idea 
here is that with a wide definition of health, one may capture this crucial information 
(Marmot and Wilkinson 2005).  

The second important function of concepts and measures of health in medicine is to 
assess the influence of therapy or disease on nonmedical aspects of people’s lives. Medicine 
has shifted towards the patient’s point of view (and the term “patient” is becoming 
obsolete—the patient is more an active participant in the relationship with the healthcare 
professional). Conceptualizing and then evaluating people’s positive condition allows us to 
integrate the individual’s perspective with medical research. In the case of a novel anti-
tumor medication, for instance, a clinical trial now will be designed to assess not only how 
well the medication lowers the disease but also whether it improves the patient’s quality of 
life in areas unrelated to the disease (Brock 1993).  
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The third objective of developing and using concepts of health is evaluation of the 
sustainability and effectiveness of interventions in health economics and health technology 
assessments. How many years of disease-free or “good” condition does this new drug 
provide to the population it is intended for? How much health benefit may be realized by 
investing in an informative campaign promoting a papillomavirus vaccine, rather than a 
herpes zoster vaccine? Here, what is meant by “health” is, roughly, what can be of interest 
to the institution, whether it be healthcare or political; namely, more or less the ability to 
function, combined with the absence of symptoms or suffering that would require assistance 
(Hall 2020). 

In sum, there are reasons why concepts of health (rather than just disease) are needed 
in medical research and healthcare: a concept of health (along with a construct and a 
measurement scale) is a valuable tool. Which concept, though? There are several being 
discussed. Review articles typically present four families of health concepts: health as no 
disease; health as well-being; health as capacity or functioning; and health as adaptation or 
resilience (Locker and Gibson 2006; Badash et al. 2017; Leonardi 2018; Larson 1999).  

The no-disease concept is the negative and basic definition of health, which is typically 
connected to the biological model of care and frequently criticized. Because it is easily 
measured, it still proves useful in epidemiology (Prinsen and Terwee 2019); moreover, it 
aligns with the political goal of defending health as a right for all and campaigning for 
universal healthcare systems (Daniels 2007). In philosophy, Boorse (1977) famously 
defended a member of this family of concepts, the pathologists’ concept of health, against 
what he called “positive” (rich, complex) explanations. Initially, Boorse was concerned with 
the same question that preoccupies medical professionals—whether health is best defined 
negatively, as the absence of disease, or whether a positive concept of health, incorporating 
multiple definitional components, is preferable. However, philosophical critiques of his 
defense of the negative definition gradually shifted the debate toward a different question: 
Are health and disease objective, or do they depend on values? Accordingly, Boorse’s 
philosophical agenda shifted, too, prioritizing issues such as defending the objectivity and 
value-neutrality of concepts of health and disease—and neglecting the initial question about 
positive versus negative health (Boorse 1997). I suspect that at this critical juncture, the 
philosophical discussion of health (and disease) drifted away from the medical debate, 
which concentrates on the defining characteristics of health, rather than arguing its 
naturalistic or humanistic basis; at least, this is my interpretation of how the discussion 
evolved. 

Let us then go back to the health-concept families within the medical debate. After the 
no-disease family, on the opposite end of complexity and richness, there is the well-being 
family, of which the World Health Organization (WHO) definition of health as complete 
well-being is the most famous representative (WHO 1948). Beyond medicine, the idea that 
health is not only the absence of disease, but complete well-being, has had a significant 
impact on health marketing and popular conceptions of health, too. Despite this widespread 
popularity, the WHO definition has drawn criticism ever since it was adopted. There have 
been arguments that it is an unreachable ideal; its scope is empty (because who is ever 
completely well?); it is poorly defined; it is hard to operationalize; it is inappropriate for use 
with populations that are elderly or chronically ill; and, lastly, it medicalizes all human 
existence by essentially linking happiness and a good life with health (Smith 2008; 
Callahan 1973; Saracci 2011). However, it is also acknowledged that the years following 
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World War II gave the supranational organization WHO the freedom to intervene on many 
issues that previously were beyond the medical sphere, such as poverty or education (Larsen 
2022; Schramme 2023). “One Health” is an even more expansive concept that unifies the 
health of our species with that of other species and the environment. During the pandemic 
years, it acquired considerable momentum because Covid-19 is a zoonotic disease 
(OHHLEP et al. 2022).  

The third family of concepts revolves around the idea of functioning or capacity. The 
concept of health as functioning can be spelled out in various ways.4 An influential one was 
proposed by a group of Dutch healthcare professionals in 2011: health is the ability to adapt 
and manage oneself in the face of social, physical, and emotional challenges (Huber et al. 
2011). If a person is healthy when they are able to do something, or function in everyday 
life, even very elderly people and those with one or more illnesses can be healthy, and this 
inclusivity is one of the goals or advantages of this concept (Huber et al. 2011; Huber 2014). 
I discuss this in more detail, as my case study, in the next section. 

Finally, a family of concepts of health has environment and balance as defining 
ingredients. Here, the guiding idea is that an organism’s ability to maintain equilibrium 
with its surroundings (social and natural) constitutes its health. When an organism can 
grow, function, and flourish in its environment, it is said to be healthy, and it is ill otherwise 
(Menatti, Bich, and Saborido 2022; The Lancet 2009). Here, pathology is considered just a 
contingent obstacle to health, as individuals with pathologies can reach and maintain their 
balance in appropriate environments, an insight borrowed from the French philosopher 
Georges Canguilhem (see also Horton 1995).5 

As mentioned above, following Alexandrova (2017), these families of general, high-level 
concepts of health correspond to various constructs and scales. It is notoriously difficult to 
select and operationalize the construct that corresponds to the WHO’s notion of health; this 
is one of the most common objections leveled at this concept (Locker and Gibson 2006); 
nevertheless, it has been attempted. The first major effort to operationalize the WHO’s 
holistic definition of health was in the RAND Health Insurance Experiment (Ware et 
al. 1981). This large-scale study, conducted between 1971 and 1982, aimed to measure 
health outcomes by assessing physical function, psychological well-being, social 
participation, and self-rated health. While it provided valuable insights into healthcare 
access and outcomes, it also revealed a fundamental challenge: treating all aspects of well-
being as integral to health can lead to counterintuitive results. For example, a change in 
social support—such as the loss of a loved one—would be classified as a decline in health 
status, even if physical and mental health remained unchanged. Similarly, two individuals 

 
4 “Capacities,” “capabilities,” and “abilities” are technical terms in philosophy, whereas the medical literature 
tends to blur the distinction. For example, in the philosophical debate, Lennart Nordenfelt famously defended 
a version of the concept of health as ability, introducing the distinction between first- and second-order abilities 
(Nordenfelt 1995, 2013). By way of example, I currently have the first-order ability to whistle “Happy Birthday” 
since I can do it right now. I also possess the second-order ability to learn Danish—a language I do not currently 
speak—because I have the capacity to undertake the necessary steps, and my circumstances allow for such an 
achievement. However, since this article focuses on medical definitions of health, I do not consider Nordenfelt’s 
proposal here. 
5 In The Normal and the Pathological, Georges Canguilhem says: “Being healthy means being not only normal 
in a given situation but also normative in this and other eventual situations. What characterizes health is the 
possibility of transcending the norm, which defines the momentary normal, the possibility of tolerating 
infractions of the habitual norm and instituting new norms in new situations … Health is a margin of tolerance 
for the inconstancies of the environment” (Canguilhem 1991: 196–197). 
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with identical medical conditions might be evaluated differently, based on external factors 
such as social isolation or conflict-ridden environments. 

As a result of these difficulties, later measurement tools derived from the study—such 
as the 36-Item Short Form Health Survey (SF-36)—focused primarily on physical and 
mental health, with minimal emphasis on social well-being (Ware and Sherbourne 1992).6 
Despite its technical strengths and widespread use, the SF-36 has limitations. Notably, it 
does not explicitly measure absence of disease, leading to paradoxical results. For instance, 
patients with fractures may score lower than those with leukemia, as fractures significantly 
impair daily activities, even though leukemia is arguably more severe (Laucis, Hays, and 
Bhattacharyya 2015). Similarly, caregivers of chronically ill patients often report lower 
health-related quality of life than the patients themselves, as patients may adapt 
psychologically over time, while caregivers endure persistent emotional and physical strain 
(Rostami et al. 2023). While the WHO’s concept has inspired many health-related 
constructs, no single measurement tool fully captures its scope, illustrating the difficulty of 
balancing conceptual clarity with practical application. 

There are many measurement scales designed to assess health as functioning, such as 
the SF-36, which assesses a wide range of life aspects, such as physical functioning, 
subjective well-being, and ability to perform work and social activities. There are also 
specific measures for clinical populations, such as the European Organisation for Research 
and Treatment of Cancer Core Quality of Life questionnaire (EORTC QlQ-C30) for cancer 
patients.7 Like the generic ones, these scales address areas such as physical functioning and 
emotional state, but they also cover aspects relevant to people with that disease or 
undergoing that treatment (hair loss in the case of cancer) (Ware and Sherbourne 1992). 
For the objectives of healthcare economy, too, health can be operationalized by different 
measurement scales. One of the main ones is the EuroQol-5D (EQ-5D-5L), which addresses 
five dimensions: mobility, self-care, usual activities, pain or discomfort, and anxiety or 
depression.8 The EQ-5D-5L provides the health component for another important measure-
ment, the calculation of quality-adjusted life years (QALYs). Treatment costs can be related 
to the number of QALYs gained (Krabbe 2016; Haraldstad et al. 2019; Pettitt et al. 2016). 

This summary only introduces the theme of the variety of concepts (definitions), 
constructs (operationalizations), and measurement scales that correspond to the term 
“health” in medicine today. In fact, nearly every study on the nonmedical effect of drugs or 
interventions in a medical or psychological scientific journal begins by summarizing the list 
of current alternative health concepts, or at least those in its own narrow research area, 
before positioning itself or proposing one. A review from 2022 categorizes scientific 
publications on health by the point of view that was adopted, including that of patients, the 
elderly, doctors, philosophers, and the general public (Van Druten et al. 2022). The authors 
conclude that health might mean different things to different people, depending on their 
perspective and particular circumstances. Therefore, they recommend, to prevent miscon-
ceptions, it is crucial that everyone involved in a given context of interaction between 
healthcare professionals and consumers, or of healthcare policy, understands what consti-
tutes “health” in that context (Van Druten et al. 2022). The variety becomes considerably 
more apparent if we consider not only medical scientific articles using health concepts, but 

 
6 https://www.rand.org/content/dam/rand/www/external/health/surveys_tools/mos/mos_core_36item_survey.pdf.  
7 https://www.eortc.org/app/uploads/sites/2/2018/08/Specimen-QLQ-C30-English.pdf.  
8 https://euroqol.org/information-and-support/euroqol-instruments/eq-5d-5l/.  
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also psychological articles that directly examine people’s conceptions of health. A qualitative 
study conducted in 2018 on populations stratified by level of education (a proxy for 
socioeconomic status) found that people with fewer years of education view health as the 
absence of illness and functionality, whereas those with higher levels of education view 
health as enjoyment of life and healthy habits (Stronks et al. 2018). 

But let us focus on concepts of health in medical and healthcare research only (the 
scientific concepts and constructs): what to do with this multiplicity? It is widely agreed that 
it should somehow be addressed (Bodryzlova and Moullec 2023), not only for conceptual 
clarity, but also because systematizing research that employs different concepts of health, 
in addition to disparate measuring scales, is challenging, if not impossible. If we want to 
know, for example, whether Pilates is beneficial to health throughout menopause, we ought 
to utilize research that defines health in the same way. Because not all studies define health 
in the same way, it appears vital to choose, but here is where the challenge lies. The concept 
and related measurements of health that best serve the aims of clinicians may differ from 
those that serve the purposes of a supranational and political organization, such as WHO. 
And, as we shall see in the next section, the concept of health as the ability to adapt and self-
manage can meet the needs of research on healthy aging, but it cannot serve epidemiology, 
public health, or the political purpose of understanding health inequalities. Different health 
concepts may be appropriate for different goals. Yet, we must make this plain and, if 
possible, analyze the goal ourselves. This, in a nutshell, is the philosophical task of choosing 
health concepts, which the medical community considers urgent.  

Note that is not even obvious that one must choose a single concept of health, even 
though the cognitive costs and the damage to research and clinics caused by the often-
implicit variety has emerged from the two review articles cited above. In fact, it is not 
obvious that one can. A work of conceptual choice may well end with the conclusion that the 
objectives of different concepts are not comparable or that none is more important. We will 
therefore have different ways of conceptualizing health in medical research and healthcare 
(which is more or less what is happening now). One of the results that Alexandrova (2017) 
takes seriously in her research on concepts of well-being is precisely pluralism about well-
being. However, my aim here is not to assess pluralism, or any other outcome of the task of 
choosing health concepts, but merely to demonstrate the need for engaging in conceptual 
choice, and that it is better viewed as a philosophical task. 
 

 A Case Study 
In this section, I illustrate a recent debate within the medical community on a proposed 
definition of health, as a conceptual choice activity. Here is the definition: health is the 
ability to adapt and self-manage in the face of social, physical, and emotional challenges. 
This definition emerged from a conference involving clinicians and public health experts in 
the Netherlands and is contained in an article published in 2011 in the British Medical 
Journal, written by the Dutch general practitioner Machteld Huber and 13 other authors 
(Huber et al. 2011). One of the goals that motivates the proponents of the new concept is 
that it should be appropriate for older and chronically ill populations in research and 
therapeutic contexts, as well as at various other phases of life. The new concept is more 
inclusive than health as complete well-being, or health as the absence of disease, since it 
allows for a discussion of health regarding the elderly and chronically ill populations. In 
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contrast to the WHO definition, this is a more dynamic concept that adjusts to a person’s 
changing circumstances throughout life. Thus, what Huber and her colleagues put forward 
is a proposal of conceptual engineering, which typically begins by demonstrating that earlier 
conceptions are inadequate to accomplish one’s favored goals, as seen above. 

Let us add some detail to the proposal. Huber et al. (2016) conducted a mixed-methods 
study to explore indicators of health. They categorized these indicators into six domains 
(bodily functions; mental functions and perception; spiritual/existential dimension; quality 
of life; social and societal participation; and daily functioning) and identified 32 underlying 
aspects of health, each with a patient-centered definition. They termed their construct 
“positive health” and suggested its use for monitoring and empowering patients in shared 
decision making by allowing them to choose which aspect of health they would like to 
improve. This represents yet another explicit objective of the new concept: It is intended as 
a tool to quantify health from the viewpoint of the patient. 

However, a subsequent study conducted what I describe as a test of appropriateness 
with respect to the objective. Using a mixed-methods approach (experts, reviews, and 
citizen focus groups), Cecilia A.C. Prinsen and Caroline B. Terwee (2019) conclude that 
positive health as a construct is not psychometrically valid, which means it has technical 
and methodological flaws; specifically, it does not measure what it should measure (content 
validity). Not only is it incomprehensible in sections, but it also lacks logical justification for 
the presence of certain items and the removal of others. In sum, Huber and colleagues’ 
concept of positive health looks insufficient for the goal of measuring health (even from an 
individual perspective) because the proposed operationalization fails to perform well. 

Leaving aside the goal of quantitative assessment, one may still argue that the novel 
concept can influence or inspire healthcare decisions, particularly in the doctor–patient 
interaction. This is Huber’s strategy in a subsequent work (Huber 2023). She argues that 
the concept of positive health has the potential to maximize patients’ satisfaction while also 
curbing excessive medical interventions—that is, the “too much medicine” phenomenon 
(Fritz and Holton 2019). Too much medicine means classifying too many conditions as 
diseases, and treating too many diseases unnecessarily, or inappropriately (Uusitalo and 
Howick 2018). This is a conceptual and medical problem, but it also becomes a political 
problem in social contexts where it clashes with the scarcity of resources of healthcare 
systems. Huber (2023) makes her point with a case study of an elderly woman who 
prioritized maintaining her vision over other medical interventions, despite having both a 
hip condition and an eye condition. The woman’s decision stemmed from her desire to see 
her relatives, indicating a preference for this relational aspect of life over physical mobility. 
Huber suggests that shifting toward a health concept focused on adaptation and self-
management could lead to a change in healthcare delivery, prioritizing what individuals 
truly value over mere disease treatment. By refraining from unnecessary interventions in 
cases where adaptation and self-management are evident, healthcare systems could avoid 
excessive medicalization and overtreatment, ensuring both well-being and fair resource 
allocation. This introduces an additional goal for the new concept of health: addressing the 
issue of overtreatment and the problem of “too much medicine.” 

However, this added goal gives rise to two further objections to Huber and colleagues’ 
proposal of conceptual engineering (2011). The first objection is that we can eliminate 
unnecessary medicalization and overtreatment even without modifying the definition of 
health. Critics have pointed out that the concept of health as no disease does not inevitably 



Elisabetta Lalumera  |  11 
 

Philosophy of Medicine  |  DOI 10.5195/pom.2025.220 | Volume 6 | Issue 1 | pp.1–23 

lead to “too much medicine” in the form of useless and unnecessary treatments. Pathologies 
do not inherently necessitate inappropriate treatment; instead, effective communication 
between patient and doctor, encompassing comprehensive information and ethical 
considerations, is paramount. In the ideal scenario, the doctor explains the procedure, 
recovery process, and benefits, while the patient expresses their priorities, leading to a 
decision not to intervene unnecessarily (Fritz and Holton 2019; Uusitalo and Howick 2018).  

Moreover, aside from communication, there is another, more “conservative” method to 
limit excessive medicine, which involves maintaining the old biomedical concept of health 
as no disease. This approach entails a more nuanced evaluation, incorporating ethical 
considerations, to distinguish between what constitutes a disease and what does not, at a 
nosological level. Less medicalization can be achieved with not inflating diagnostic labels. 
This is particularly pertinent in mental health, where there is a risk of medicalizing aspects 
of the individual such as melancholy or shyness (Frances 2013). Even in oncology, there is 
a concern regarding excessive medicine and unnecessary diagnostics and therapy, with 
discussions within the scientific community on reclassifying certain conditions to prevent 
unnecessary treatments (Carter et al. 2012). If these arguments hold water, Huber and 
colleagues’ conceptual engineering effort falls short in one area—namely, the section where 
they were supposed to show that previous concepts of health are inappropriate for one of 
the goals they identified as crucial (2011). 

The second critique of the definition of health as adaptivity and self-management—
prompted by Huber’s case study (2023) of the elderly woman with hip and vision 
problems—is that we already have a way to describe the elderly lady’s case; that is, her hip 
condition is not a disability for her, while her eye problem is. The ICF (International 
Classification of Functioning, Disability and Health), introduced by WHO in 2001, largely 
disconnects the degree of disability from the physical condition—making it possible, for 
example, to attribute a minimal degree of disability to a person with mobility impairments 
if their environment enables them to live well (WHO 2001). Following the ICF, the elderly 
lady’s ability to adapt and manage herself within her environment corresponds to her degree 
of disability, rather than her health status (Sundar 2011). Defining health, too, in terms of 
adaptation and self-management blurs the distinction between health and ability, 
potentially undermining the achievements of disability culture in differentiating itself from 
the health–illness axis (Hayes and Hannold 2007). In terms of conceptual engineering, this 
objection states that adopting the new idea results in an epistemic loss, or a loss of 
knowledge, which is the inability to make a useful and informative distinction. According to 
Mona Simion, when a newly proposed concept incurs epistemic loss, its ameliorative aim 
fails (Simion 2018). 

Here we come to the fundamental issue in our conceptual choice assessment of health 
as adaptation and self-management. The most serious concern raised by critics within the 
medical scientific community regarding Huber and colleagues’ concept pertains to 
inequalities. If adaptation and self-management are deemed essential for health, various 
groups may struggle to meet these criteria because of significant differences in individual 
characteristics. For instance, frail, elderly individuals, or those with mild mental disorders, 
may face challenges in managing their health effectively, while individuals who are less 
privileged in terms of education, income, or social status might have lower health-literacy 
skills, hindering their ability to adapt and self-manage. By defining health as the capacity to 
adapt and self-manage, these groups are inevitably labeled as “unhealthy” and may never 
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attain a state of good health. It is crucial to acknowledge that this applies to a considerable 
portion of the global population (Jambroes et al. 2016). 

A related aspect is that healthy behaviors, from diet and exercise to abstaining from 
smoking or moderate alcohol consumption, are closely linked to health literacy—a domain 
predominantly accessible to socioeconomically advantaged groups. Essentially, those 
unable to adapt and self-manage often lack the necessary information, cultural under-
standing, or cognitive resources, and they may not have access to environments that 
facilitate these practices. For instance, many obese individuals reside in environments that 
foster unhealthy lifestyles as a result of factors such as the high cost or cultural 
unattractiveness of nutritious foods, limited time for physical activity, and a lack of 
recreational urban facilities conducive to exercise. In such circumstances, adapting and self-
managing becomes inherently challenging. Ultimately, defining health solely in terms of 
self-management risks exacerbating socioeconomic inequalities and translating them into 
health disparities. 

These critiques are articulated by public health expert Jennie Popay (2011) in a debate 
facilitated by the British Medical Journal since 2011 regarding the new definition of health 
(and still going on). Popay criticizes Huber and colleagues’ new concept of health for placing 
undue emphasis on individuals and their capacity to adapt and self-manage. She underlines 
that such capacity is heavily influenced by sociopolitical systems, rather than being 
inherently individual. She adds that the new concept fails to acknowledge the role of 
collective social dynamics and relationships in shaping, promoting, managing, and 
sustaining health, well-being, and functionality. 

To grasp the significance of adaptability in relation to sociopolitical systems, let us 
consider an example. A single mother, an immigrant, living in poverty and relative social 
isolation, continues to work as a cleaner at night despite chronic bronchitis. When asked, 
she reports feeling relatively well overall. Conversely, a young permanent employee in 
Northern Europe stays home sick due to chronic bronchitis and describes feeling quite 
unwell and unable to manage. Would we categorize the first individual as healthy because 
of her adaptability, while labeling the second as sick? We would rather not. The single 
mother’s ability to endure demanding work while unwell stems from her disadvantaged 
circumstances and is not a trait to be praised or reinforced—it should not equate to health. 
Conversely, the option for the young employee to abstain from work because of illness is a 
result of societal advancements in legislative, economic, and cultural conditions, giving him 
a permissible inability to adapt. In both scenarios, the individuals are not accountable for 
their varying levels of adaptability, or for their declarations of illness; rather, their capacity 
is inherently relational. Failing to consider this aspect renders the concept of health as the 
ability to adapt and self-manage insufficient for application beyond the sheltered reality of 
the Global North (Sundar 2011).  

On a general level, establishing a conceptual connection between health and responsib-
ility entails navigating complex ethical and social implications. Contemporary studies reveal 
a trend towards the moralization of health, where health assumes moral virtues, rather than 
merely functional benefits (Rhee et al. 2019). Moralization encompasses victim blaming and 
represents a detrimental consequence of the link between self-management and responsib-
ility—an aspect that Huber and colleagues’ concept fails to adequately address. In the 
framework of conceptual choice, what does this mean? It means that the new idea put out 
by Huber and others comes at too great a social and ethical cost to medicine and healthcare. 
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It would be incompatible with other values that the research community appears to care 
about, even if it were adequate for achieving its own stated goals (more inclusive health and 
fewer needless interventions). 
 

 A Philosophical Task 
In the previous section, I illustrated how Huber and her colleagues’ proposal of a new 
concept of health is an example of conceptual engineering: some goals are taken into 
account (in this case, broadening the concept of health to include the elderly and chronically 
ill, halting the medicalization process), it is argued that the current concepts fall short of 
these goals, and a new concept is put forth. I then went on to show that the conceptual choice 
task I am advocating here is precisely what happened in the discussion sparked by the new 
notion of health in the medical community. It has been claimed that the concept of health 
as adaptability and self-management may not be the best way to achieve one of its goals, 
lowering medicalization (as alternative methods exist). It has also been noted that the 
concept may be inadequate compared to another objective—measurement in research and 
healthcare assessment contexts—as it is difficult to operationalize. It has also been observed 
that this concept of health may be lacking in coherence in not distinguishing health 
functioning. Finally, the main criticism has been that it might exacerbate victim blaming 
and moralization of health. What to do? One possibility is to go contextual, as suggested by 
Rik van der Linden and Maartje Schermer (2022). In this case, it would mean that the 
applicability of the proposed concept of health is scaled down to privileged socioeconomic 
contexts, where, under the same socioeconomic circumstances, better self-management 
capacity will actually correspond to better health.   

I am abandoning this topic here since my focus is not on Huber and colleagues’ proposal, 
but on supporting a methodological claim on the role of philosophers in choosing health 
concepts. Let me underline that assessing a health concept in the manner described in the 
previous section is a philosophical endeavor, even though it has been carried out entirely 
within the medical community.  

Firstly, this is because my case study above fits perfectly the methodology of conceptual 
engineering, as practiced, for example, by Haslanger (2000) with the concept of “woman,” 
codified by philosophers in detail (Isaac 2021), and succinctly described above. 
Philosophers have certified methodological expertise in conceptual engineering. They have 
debated when a conceptual engineering project is genuinely an amelioration project 
(Jenkins 2016; Marques 2020), and what counts as the goal or function of a given concept 
(Simion and Kelp 2020). They have addressed the question of pluralism (Belleri 2021), as 
well as the issue of authority for those submitting new concepts (Queloz 2022).  

To this, I need to add another significant point. As said, my proposal is that the 
discussion of health concepts should not end when it is claimed that concept C is superior 
to concept D for objective O; it must be concluded by arguing the value of objective O. For 
example, why is it necessary to expand the scope of health to people with pathologies? Do 
we need both a concept of ill-health and a concept of disability? Why is victim blaming a 
bad outcome? This is a level of debate that extends beyond conceptual engineering and 
involves what I term “conceptual choice.” The final stage of conceptual choice is to prioritize 
goals and hence select the best concept. Appraising the value of goals and their ranking are 
ethical-philosophical questions, rather than just medical ones. They concern ethics, political 
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philosophy, and the philosophy of science. Even if we acknowledge that philosophers alone 
cannot determine whether a goal of social non-marginalization is more critical than 
minimizing medicalization, they can work on identifying key stakeholders and developing 
decision-making techniques. This adds to the reasons why choosing health concepts is a job 
for philosophers. 

Philosophers of science currently discuss the thesis that if a scientific concept is both 
descriptive and evaluative, its definition or reengineering should be done not only by 
scientists or professionals (and philosophers), but also by the people to whom that concept 
will be applied, by the interested communities. This has been argued concerning the concept 
of well-being: Anna Alexandrova and Mark Fabian (2022) claim that because well-being is 
at least partially evaluative (there is evaluation in establishing what counts as “good life”), 
it must be defined or changed via participatory science techniques— that is, “democratized.” 
Following this line of thought, Anne-Marie Gagnè-Julien (2024) contends that people with 
mental health conditions should be involved in conceptual decisions about mental 
disorders.  

I believe this is an important thesis that should be carefully examined. I also believe, 
however, that it is not evident that every partially evaluative concept should be defined or 
chosen with the participation of the community to which it will be applied. Consider, taken 
to an extreme, the concept of a murderer or terrorist. In the case of the concept of health, 
those who are involved in engineering a choice task will most likely be clinicians, health 
decision makers, medical researchers, and … all of us—or, alternatively, representatives 
from patient or citizen organisations. The question then is: What kind of representation and 
which associations? What I am suggesting here is that the issue of representing the 
stakeholders engaged in conceptual choices is complex and cannot be solved with a default 
solution (Kitcher et al. 2021). It is beyond the scope of this article to go into this any further, 
but recognizing the problem’s complexity reinforces my claim in this section: coming up 
with a task of conceptual choice is a job for philosophers. 
 

 To-Do List 
In medicine there is a plethora of definitions of health and ways to measure it. Different 
concepts are related to different research, policy, clinical, and healthcare management 
objectives. Some are better than others for their own goals; some are better than others for 
other goals that we, as evaluators, find important. The concept of health as the ability to 
adapt and self-manage is suitable for conducting research and clinical studies on the elderly 
and chronically ill populations of affluent societies, but less so if we want to measure overall 
health for epidemiological purposes. I have described Huber and her colleagues’ proposal 
as a conceptual engineering project and outlined the conceptual choice work initiated on 
that proposal within the medical community. Philosophers have not yet participated in this 
discussion—very few exceptions aside—and I have argued that this is a shame, as it is work 
for philosophers.9 In section 2, I also noted, relying on other authors, that this is possible 
and feasible work, given that health concepts in medicine are not mysterious abstract 
entities like Platonic ideas, or elusive and variable psychological representations, but 
explicit definitions contained in documents, guidelines, and scientific papers.  

 
9 Exceptions are: Van der Linden and Schermer (2022, 2024) and Schramme (2023).  
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There is work to be done. Here is a list of tasks, ranked in logical order, for those who 
wish to engage in the work package of choosing health concepts: 
 

1. Descriptive conceptual analysis of health concepts in medical and healthcare 
research  

This is a description of how a community defines and uses a concept. It gives the 
evidence basis for a conceptual choice work. In section 2, I extracted four families of 
often-discussed health concepts from review papers in the medical and healthcare 
literature. It may be beneficial to perform a more thorough investigation on each. How 
it is used—for example, the family of “environmental” health concepts—in what form, 
and by which communities of researchers or users. The descriptive conceptual analysis 
here focuses on documents and publications, rather than individuals’ mental 
representations, as previously mentioned, as concepts are explicitly defined constructs. 
It consists of quantitative or narrative reviews. 

 
2. Adequacy tests  
Each health concept, once individuated in its agreed-upon definition, can be compared 
against the objectives of those who have proposed it. For example, one of the goals of 
the WHO definition was to increase the institution’s legitimate scope of action 
(Larsen 2022). Running a test of adequacy is debating whether and how it attained this 
goal. Each concept may also be related to other crucial goals, such as assessing health in 
healthcare economics settings. A test of adequacy can then be performed in relation to 
this new goal. Philosophers have not tested medical concepts of health for adequacy, so 
far—an exception being Thomas Schramme (2023). 

 
3. Ranking of health concept objectives  
This is the most challenging meta-task, and it is representative of conceptual choice, 
rather than conceptual engineering. What is more crucial about a health concept? Which 
costs are acceptable, and which are not? For example, a concept of health could have a 
cost in terms of epistemic injustice (fail the adequacy test with respect to epistemic 
justice) but bring benefits in terms of fair distribution of resources to citizens. These are 
philosophical considerations to develop. 

 
4. Discussion about legitimacy and representativeness  
The conversation can also be framed politically: who among the medical community has 
the authority to declare their objective in defining health? Who is invited to the 
conceptual decision table in the case of health? As previously mentioned, new work in 
philosophy of science suggests that the answer is determined by whether the concept is 
evaluative or independent. In any case, how does representativeness function within the 
health community? Applied political philosophy work is required in medicine, which 
can be done at each concept level, or by attempting to construct a general framework. 

 
5. Connection to previous philosophical work 
A great deal of philosophical work has been done on the dispute between normativity 
and factuality of health concepts. Is it possible to amalgamate evidence; that is, to 
connect philosophers’ arguments and conclusions on these two opposing perspectives 
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to the local debate in medicine about competing definitions and measures of health? For 
example, if one accepts on philosophical grounds that the concept of health cannot be 
nonevaluative, one would need to prove that a number of definitions of health in 
medicine might involve hidden evaluations that must be traced, and so forth. There are 
also philosophers who have developed proposals on what health is from a metaphysical 
point of view—for example, a property, like being red or blue (Broadbent 2019), or a 
disposition, like being fragile (Werkhoven 2019), rather than a natural kind, like being 
cadmium. Nevertheless, the connection between the metaphysics of health and the 
notion of health has not yet been investigated (philosophers typically argue that one 
must address one or the other). As a result, this issue, too, ought to be included on the 
list of tasks for the conceptual choice work package.  

 
If I am right in what I have been arguing thus far, conceptual choice applied to the concepts 
of health utilized in medicine today—which has been largely neglected by philosophers of 
medicine—promises to provide an occupation for many. From a folk-sociological 
perspective, and purely speculatively, I believe that these “service” tasks could increase 
philosophers’ visibility, relevance, and significance in medical research projects and 
healthcare decisions.  

While this article focuses on the concept of health, the methodology of conceptual choice 
is applicable to many other concepts in medicine. Medical concepts are often defined and 
refined through consensus methods or open discussion, particularly when they serve 
specific practical, clinical, or policy-related purposes. Like health, these concepts are closely 
tied to measurement, research, and healthcare decision making. 

Recent discussions within medicine that deserve philosophical attention include the 
new definition of pain (Raja et al. 2020) and the classification of obesity as a disease (Allison 
et al. 2008)—both of which have significant implications for diagnosis, treatment, and 
public health policies. Additionally, there is a broad set of medical concepts that remain 
inconsistently defined, despite their ethical and practical consequences. These include 
incidental findings, overdiagnosis, overtreatment, remission (in oncology), and appropri-
ateness—all of which influence clinical decision making, patient communication, and 
healthcare resource allocation. 

Translating philosophical work into medical practice requires engagement with 
institutions where health-related discussions and decisions take place. One of the most 
promising avenues for this is interdisciplinary research collaborations. Many research 
projects funded by the European Union (EU) already encourage interdisciplinarity in 
medicine, promoting collaboration between philosophers, medical researchers, patients, 
and policymakers. Philosophers could contribute to these projects by clarifying conceptual 
assumptions, assessing the adequacy of definitions for their intended purposes, and 
identifying ethical and epistemic trade-offs, with the aim of producing guidelines and 
recommendations. For example, a recent EU-funded research project by the Premio Collab 
Consortium,10 involving a clinical trial to compare diagnostic modalities in metastatic breast 
cancer, includes philosophical work on the concept of incidental findings—examining how 
they are defined in oncology and how they should be defined, given that this definition 
impacts both the patient’s right not to know and the imaging specialist’s duty to refer. This 

 
10 https://cordis.europa.eu/project/id/101136812.  
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is just one instance where philosophical work on medical concepts directly informs clinical 
and ethical guidelines. 

Beyond research, philosophers could also contribute within insurance companies and 
national healthcare institutions (where present). These entities rely on specific definitions 
of health, disease, and treatment effectiveness to determine coverage, resource allocation, 
and patient eligibility for care. Philosophers could help refine definitions and criteria (for 
example, of debated diseases) to ensure they align with both ethical and practical 
considerations, preventing unintended epistemic injustices, or reinforcing social inequal-
ities. This could take the form of advisory roles, ethics committees, or dedicated research 
units within these organizations. 

Additionally, some philosophers might consider working as consultants in medical 
associations or policy organizations, where they could provide conceptual clarity in 
discussions on healthcare policies and guidelines. However, the most natural fit seems to 
be in research collaborations and institutional advisory roles, where conceptual clarity is 
directly relevant to policy and practice. By embedding philosophical analysis and 
conceptual choice in these settings, philosophers could make a meaningful impact on the 
definitions that shape healthcare research, policy, and patient outcomes. 

Of course, this is not meant to undermine the role of patients, patient representatives, 
and other experts by experience in such settings. Their perspectives are essential in shaping 
definitions and policies that impact healthcare practices, and philosophers should work 
alongside them to ensure conceptual clarity serves the needs of all stakeholders. 
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