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hat is medicine? Answering

this question matters as much

as knowing whether we are
consulting a doctor or a quack. We recog-
nize medicine in all societies past and
present. Yet the nature of medicine differs
so greatly from place to place and time to
time as to make this recognition remark-
able. What is it that we see in common
between the sangoma’s throwing of
bones and the surgeon’s incisions?

One obvious suggestion is a curative
thesis, with 2 parts: first, that the goal of
medicine is curing the sick; and second,
that curing the sick is the core compe-
tence of medicine. Both parts of this
thesis face objections. | believe the objec-
tions to the first part can be overcome,
but not the second.

The idea that cure is the goal of medi-
cine fits very well with some of what med-
icine is and does. Where cures are known,
they are used; where they are not known,
they are sought. Yet there are several
objections. Not all medical professionals
aim (only) at cure. Nurses take care of
patients, but usually do not pretend to
cure them; cosmetic surgeons often aim
to make people look “better”; and some
physicians even assist patients who wish
to die. In addition, the goal of cure may be
shared by some outside medicine, includ-
ing well-meaning relatives without med-
ical knowledge and scientists (without
medical training) engaged in discovering
new cures. Finally, modern medical
labour is divided. It is hard to see how
someone working in a blood analysis lab-
oratory has the goal of curing anyone.

Despite these objections, this aspect
of the curative thesis can be defended by
distinguishing between goals that individ-
uals have, or in pursuit of which medical
knowledge is used, and the goal(s) that
characterizes medicine in general.

There is a reason to think that medicine
has such a goal, and that it is fairly summa-
rized as “to cure disease.” Individual practi-
tioners and practices may have different
goals, but it would be very hard to imagine
medicine as a whole without at least some
practitioners and activities directed at the
goal of cure. Medicine without the activities
of research science, cosmetic surgery, palli-
ative care or assisting dying — all directed
at goals other than cure — is imaginable.
Indeed, medical traditions lacking each in
the foregoing list exist or have existed.

By contrast, it is hard to imagine, or to
find in history, a medical tradition that
does not have cure as a central goal of
many practitioners and practices. We
would not call such a thing “medicine.”
This is good reason to believe that cure is
a goal of medicine.
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Could not there be many goals, or a
“cluster” of activities bearing a “family
resemblance”?! Not if the foregoing argu-
ment is correct. If there is no medicine
without at least some connection to the
goal of cure, then the goal of cure is
essential to medicine, in some sense.
Maybe the same argument could be
mounted for another goal; | cannot prove
otherwise without proving a negative.

However, medicine cannot be character-
ized by its goal alone. It must also have a core
skill or competence, whose practice distin-
guishes the medical practitioner from the
layperson. Otherwise, well-meaning relatives
with no medical training would count as doc-
tors when they advise their loved ones to
take an early night or to drink some water.

Here the curative thesis faces an insur-
mountable difficulty. Viewed from a
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historical and global perspective, medicine
is not universally or even commonly suc-
cessful at obtaining cure, regardless of its
intent. We do not define an activity by its
goal alone, unless it has at least some suc-
cess in that respect. A blacksmith cannot be
defined as one who makes horseshoes if he
simply throws lumps of hot metal onto his
anvil and hammers them randomly, occa-
sionally producing something horseshoe-
like, but more often producing a mess.

Yet, taking a historical perspective,
something of this kind has been true of
medicine for much of its history, before it
developed a serious curative arsenal. Thus,
the historian of medicine Roy Porter
remarked that “the prominence of medi-
cine has lain only in small measure in its
ability to make the sick well. This was
always true, and remains so today.” Even
in contemporary medicine, the successes

of the psychiatrist or orthopedic surgeon or
oncologist are muted compared with the
wonders of penicillin, in whose glory the
profession as a whole tends to clothe itself.

What, then, could be the business of
medicine — the thing in which we recog-
nize expertise, even when we accept that
there is no cure to be had?

| propose that the business of medi-
cine is understanding the nature and
causes of health and disease, for the pur-
pose of cure. | develop and defend this at
greater length elsewhere,®* but the core
of the argument is simple and can be
summarized as follows.

What could medical practitioners be
good at doing, that relates to the goal of
cure without achieving it? The most likely
candidate is understanding.

Understanding is something that we
can gain without corresponding curative
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success. Indeed, the development of West-
ern medicine — the discovery of the circu-
lation of the blood; function of the various
organs; and function of the limbs, muscles,
tendons, nerves and so forth — yielded
frustratingly few curative counterparts for
most of the centuries over which these
developments occurred.

The inquiry thesis accepts that the goal
of medicine is cure, but asserts that its core
business is understanding: more fully,
engaging in the project of understanding the
nature and causes of health and disease.

There are several objections to the
inquiry thesis, of which the following are the
3 most obvious. First, many doctors either
do not (fully) understand what they treat or,
if they do, do not (successfully) communi-
cate this understanding to the patient. Who,
then, understands? In what sense is the
doctor’s competence understanding?

The reply is to point at the expansion of
“understands” to make reference to engag-
ing in a larger project. Sometimes, the doctor
understands; other times, the doctor does
not understand, but puts the patient in con-
nection with a larger project that does. In
cases in which we have no understanding at
all, the doctor is helpless, and unskilled in
respect to this ailment. Patients hope for a
cure, but they expect a diagnosis; and a doc-
tor who cannot cure them will not necessar-
ily be regarded as incompetent, if she can
explain to the patient why cure isimpossible.

Second, so-called understanding is
often bogus, and we are unsuccessful in
this regard as in cure.}® This objection,
however, fails to account for the historical
record, which — at least for Western med-
icine — is precisely a case of understand-
ing without curative success. Moreover,
just as false scientific theories have con-
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tributed to the development of scientific
understanding (e.g., Newtonian physics),
so false medical theories (e.g., humoral
theory and miasma theory) have provided
a foundation for what we now accept.

Third, you might object that the core
competence of medicine is deceit: that it
is, or often has been, a massive exercise in
quackery, chicanery and trickery — a view
that David Wootton appears to hold.” But
Wootton is the exception; other historians
believe that many doctors have earnestly
believed they were doing good.?®° How
do we explain the hard-won progress of
medicine, if all its practitioners were after
nothing more than a quick buck?

The inquiry thesis offers a way to under-
stand the history of medicine that makes it
more than a tale of quackery and gullibility.
It also provides a way to understand med-
ical traditions practised outside of the West,
or in the West in defiance of the main-
stream. Those medical traditions may offer,
or at least engage with a project of obtain-
ing, a kind of understanding that Western
medicine cannot. The inquiry model of
medicine lays the groundwork for fruitful
and respectful discussions between med-
ical traditions, yet without descending into
an untenable relativism about what works.
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