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Should we say a little bit of cancer? Many argue that we should avoid the phrase
and instead relabel early cancers as a strategy to prevent overtreatment. Against
this, I argue that we should not shy away from saying a liftle bit of cancer, and,
moreover, that shying away misses a key opportunity to address the problem of
overtreatment. Drawing on speech act theory, I examine the diagnosis of cancer
as an illocutionary speech act and argue for a revisionist strategy which seeks to
shift the normative force of the cancer diagnosis qua speech act. I show how this
strategy offers distinct advantages vis-a-vis alternative approaches to tackling the
problem of overtreatment.

1. Introduction

Should we say a little bit of cancer? The phrase itself is a bit puzzling. Cancer, after
all, is a serious disease—“the emperor of all maladies.”* Few diseases, Sontag
reminds us, are so widely considered “a synonym for death.”? Having just a
little bit is small reassurance.

On the other hand, many of us have just that—a little bit of cancer. Research
shows that a large portion of us have tiny bits of cancer growing slowly in vari-
ous organs of our bodies—from our breasts to our bone marrows—biologically
indistinguishable from what we call the fearsome disease.3

Should we not, then, call this “a little bit of cancer”? Many think not. As two
leading oncologists titled a recent New York Times op-ed: “Not Everything We Call
Cancer Should Be Called Cancer.”4 Such talk, they argue, drives overtreatment
and causes harm—harm, for example, from unnecessary surgeries to remove

1. Mukherjee (2011: xviii).

2. Sontag (1978: 8).

3. See, for example, Thompson et al. (2004); Rawstron et al. (2008).

4. Esserman & Eggener (2023). They reiterate a position that is well staked out in the litera-
ture; see e.g. Esserman et al. (2014); Nickel et al. (2018); Eggener et al. (2022).
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“cancers” that would never progress. Rather than saying “a little bit of cancer,”
we should instead relabel it something else—“anything but the dreaded C-word.”

Some philosophers argue the same, albeit for different reasons. For them, the
issue is not merely semantic but ontological. It arises in debates over drawing the
line between risk factors and disease—between precancer and cancer. Schwartz
(2007; 2014) thinks that what we call cancer depends on a condition’s frequency
and bad effects. The early breast tumour, ductal carcinoma in situ (DCIS), for
instance, is not cancer because it occurs at a high frequency and, generally, does not
cause sufficient bad effects. For Schwartz, DCIS along with other small tumours
are more aptly called risk factors, not diseases. In lieu of ductal carcinoma in situ,
this little bit of cancer should be renamed a non-C-word.>

Prima facie this view seems plausible. We care about cancer because of its bad
effects —effects that we hope to mitigate through appropriate treatment. Calling
something “cancer” signals a condition with bad effects and a need for treatment
to mitigate those effects. If, however, that condition does not have sufficient bad
effects, and, moreover, if treating that condition only causes unnecessary harm,
then perhaps it shouldn’t be called cancer. In other words, saying “a little bit of
cancer” in such a case is an instance of overdiagnosis leading to overtreatment.

In this paper, I argue the opposite —we should not shy away from saying “a
little bit of cancer,” and, moreover, shying away misses the mark as a strategy for
addressing overtreatment of early cancers.

My argument builds on John’s (2022) recent examination of the normative
force behind the speech act of diagnosis. To diagnose disease is not merely to
describe a bodily state but also to change the normative status of the person
diagnosed. This argument might seem to reach a similar conclusion as above: we
should avoid saying “a little bit of cancer” insofar as we think it inappropriate to
label such a person a “cancer patient.”

But there is another, more radical upshot that merits consideration. Seeing
diagnosis as an “ethically weighty activity” (John 2022: 12), also allows us to
see how this ethical weight, the normative force behind a particular diagnosis,
can be shifted. Focusing on the diagnosis of cancer, I argue that, rather than
engineering euphemisms or renaming risk factors, we should pay more serious
attention to shifting the normative force behind the dreaded C-word. Only in
this way can we truly tackle the growing problem of overtreatment.®

I make my case as follows. In §2, I introduce two fictional cases to illustrate
the variable normative force of diagnosis before introducing John's (2022) judicial
analogy of diagnosis as a verdictive speech act. I discuss the problem of cancer
overtreatment and show how this analogy suggests an underexplored alternative

5. Esserman et al. (2014) propose “indolent lesion of epithelial origin (IDLE).”
6. For general overviews of cancer overdiagnosis and overtreatment, see Welch & Black
(2010); Esserman et al. (2014).
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for handling this problem. In §3, I develop this alternative, arguing for a revisionist
strategy which seeks to revise a specific aspect of the normative force of the cancer
diagnosis I call the fighter effect. In §4, I provide four reasons why the revisionist
approach is at least as compelling as restrictive and relabelling strategies, arguing
that revisionism is at once radical, rational, respectful, and robust. In §5, I consider
three objections. Though I propose a revisionist strategy as a means of reducing
overtreatment of early cancers, the argument has implications for cancer treat-
ment more generally. I conclude in §6 by reflecting on these implications.

2. Normative Force of Diagnosis
2.1 Cases
Consider two cases:

Disease X. Imagine you are diagnosed with a disease. Call it disease X.
You recall the events leading to your diagnosis: one day you stubbed
your toe; a few days later the toenail turned opaque; after a week so did
the adjacent toenail; eventually a patron at your local swimming pool
suggested you see a doctor to deal with your unsightly toes.

Your doctor tells you that disease X is “not too serious.” She says
that it is slow growing; that it should not adversely impact your life.
It is, however, likely to spread to affect your other toes. It’s less likely
to cause other complications, such as more serious, life-threatening in-
fections, though there is a small risk. There are, she says, treatments to
prevent these outcomes. She judges your disease too advanced for local
measures—aside from amputation, which she advises against. There is a
systemic treatment, a pill you can take for six months which offers a 60%
chance of cure. But the pill comes with side effects, including diarrhea,
loss of taste, and, in rare cases, severe and irreversible liver damage.

In presenting the treatment options, your doctor is equivocal: many
patients, she says, choose to live with disease X. Nevertheless, put off by
your unsightly toes, you opt for the systemic treatment. Thankfully, you
are cured. You never again think of disease X, proudly displaying your
immaculate toes at the swimming pool.

k sk ok

Diseask Y. Imagine now that instead of disease X you are diagnosed with
disease Y. You again recall the events leading to your diagnosis: one day,
during an enthusiastic yoga session, you strained your groin; a few days
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later you noticed some swelling in the area; when, a week later, you felt
a lump on the opposite side, you consulted your doctor.

This time, when you see your doctor, she looks rather grave. After
performing initial tests, she invites you back to the clinic to discuss the
findings. She asks if you would like to bring a friend or family member.
“I have some bad news,” she begins, “you have disease Y.” You shud-
der at the diagnosis. Fortunately, she says, it's a slow growing case. It
is, however, likely to spread with time. Its spread may eventually cause
complications, some potentially life-threatening. But it may not do so
within your lifetime. There is a systemic treatment, which lasts for six
months and offers a 60% chance of cure. Side effects include diarrhea,
hair loss, and, in some cases, life-threatening infections.

This time, in presenting the treatment options, your doctor is less
equivocal: many patients, she says, find it difficult to live with disease Y.
You see the disease Y clinic psychologist and social worker for counsel-
ling. They refer you to a support group to help you cope with your diag-
nosis. There, you hear stories of successful battles with disease Y. After
some consideration, you opt for the systemic treatment. Thankfully, you
are cured. Following your cure, you remain an active member of the dis-
ease Y support group to help others deal with the diagnosis of disease Y.
You see yourself as a disease Y survivor.

k sk ok

What's the difference between disease X and Y? Between onychomycosis, a
fungal nail infection, and an indolent lymphoma, a slow growing cancer of the
lymph system? The diseases, to be sure, differ in their natural history and sever-
ity. But a big—maybe even the biggest —difference between them lies in the nor-
mative force of the diagnosis.

2.2 Diagnosis, Overdiagnosis, and Overtreatment

In a recent paper, John (2022) proposes an analogy between a judge’s verdict and
a doctor’s diagnosis to highlight the normative force of diagnosis qua verdictive
speech act. Following Austin (1962), John distinguishes between the illocutionary
force and perlocutionary effects of the speech act of diagnosis. The latter refers to
the consequences that might follow from a given speech act; for example, a doc-
tor saying “You have cancer” makes you upset, leads to further tests, treatment,
and so on. The former, by contrast, captures the normative force behind this
type of speech act; as a result of the doctor’s utterance, you become a cancer patient.
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Whereas perlocutionary effects are contingent, illocutionary force is constitutive
of the speech act—making you a patient is what diagnosing does.

John uses this analogy to disambiguate the harms of overdiagnosis and over-
treatment, which are often conflated in the literature. We saw this above: Saying
“a little bit of cancer” is bad insofar as it causes harm by leading to overtreatment.”
To be fair, some critics of overdiagnosis also point to other harms, such as the psy-
chological distress experienced by patients and families. But the focus remains
on the perlocutionary effects, i.e., the consequences that might follow from a given
speech act. By drawing attention instead to the illocutionary force of diagnosis, i.e.,
its ability to change normative status, John reveals an overlooked source of harm.
His approach encourages us, when contemplating the harms of overdiagnosis, to
not only ask “What avoidable harms might result from diagnosing this patient?”
but also “Is it right to make this person a patient in the first place?”

This seemingly subtle distinction cuts deeper than simply clarifying the
harms of overdiagnosis vs. overtreatment. Rather, it has important implications
for thinking about the nature of overdiagnosis itself. The most influential defini-
tion of overdiagnosis is the counterfactual: “when a condition is diagnosed that
would otherwise not go on to cause symptoms or death” (Welch & Black 2010:
605). Others attempt to shore up this definition with additional premises. Carter
et al. (2016) stipulate that the diagnosis in overdiagnosis must be “correct” accord-
ing to a “professional community standard”: For overdiagnosis to occur, medi-
cal experts must first agree to classify a certain bodily state as a disease. This
distinguishes overdiagnosis from simple misdiagnosis, where a disease label is
incorrectly applied to a condition that does not meet established criteria.

When it comes to cancer, medical experts have indeed established very spe-
cific biological criteria to discriminate between cancerous, pre-cancerous and
non-cancerous lesions. These criteria vary depending on the type of cancer but
in general take into account qualitative and quantitative characteristics of cells
and tissues, and sometimes additional clinical features. Consider, for example,
prostate cancer (specifically prostatic acinar adenocarcinoma), the most com-
mon cancer in men, which features prominently in debates about overdiagnosis
and overtreatment (e.g., Loeb et al. 2014; Eggener et al. 2022). Prostate cancer
is diagnosed based on specific histologic criteria that include the presence of
abnormal glands showing an infiltrative growth pattern, loss of normal basal
cells, and atypical cell nuclei (Humphrey et al. 2016; Humphrey 2017; Netto
et al. 2022; WHO 2022: 207-209). Pathologists use these criteria to distinguish
prostate cancer from other pre-cancerous (e.g., high-grade prostatic intraepithe-
lial neoplasia) and non-cancerous conditions (e.g., benign prostatic hyperpla-

7. See e.g., Welch & Black (2010: 605): “Continued adherence to the dictionary definition of
cancer, however, can lead to harm —including overuse of anticancer therapies.”
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sia). Or consider acute myeloid leukemia, an aggressive blood cancer, which is
diagnosed based on specific cytological, immunophenotypic and genetic crite-
ria, namely the presence of abnormal, immature white blood cells of a particu-
lar lineage (“myeloblasts”) that surpass a certain threshold or harbour specific
genetic mutations (Arber et al. 2016; Swerdlow et al. 2017: 156-160; Khoury et
al. 2022; Arber et al. 2022). Hematologists use these criteria to distinguish acute
leukemia from other pre-cancerous (e.g., clonal hematopoiesis of indeterminate
potential) and non-cancerous conditions (e.g., reactive leukocytosis). Or con-
sider still plasma cell myeloma, a common cancer of the bone marrow, which is
diagnosed based on specific histological and clinical criteria, requiring the pres-
ence of abnormal plasma cells in the bone marrow above a certain threshold
alongside evidence of “end-organ damage,” such as anemia, renal insufficiency
or bone lesions (Rajkumar et al. 2014; Swerdlow et al. 2017: 243-248; Alaggio et
al. 2022). Again, medical experts —pathologists, hematologists, oncologists —use
these criteria to distinguish plasma cell myeloma from other pre-cancerous (e.g.,
monoclonal gammopathy of undetermined significance) and non-cancerous
conditions (e.g., polyclonal gammopathy).

These examples illustrate how medical experts have painstakingly devised
criteria to draw the line between cancer, pre-cancer, and non-cancer. There are
still, to be sure, grey areas and disagreements over whether criteria are met in
particular cases. Such disagreements are usually resolved by ordering further
tests, seeking second opinions, or consulting outside experts. There are even
sometimes—albeit more rarely —disagreements over the criteria themselves,
leading to competing classification systems.® However, by and large, medical
experts have specific biological criteria, enshrined in professional community
standards, to determine what they call cancer and what they do not.

To be clear, these criteria or standards are not generally what is at issue in
debates about overdiagnosis. It's helpful here to distinguish concerns about
overdiagnosis from related worries about medicalization or pathologization.
Whereas medicalization refers to expanding medical authority over conditions
not previously under medicine’s jurisdiction (Conrad 2007; Stegenga 2021), and
pathologization refers to calling conditions “diseases” which are not properly
pathological (Sholl 2017), overdiagnosis can occur despite agreement that a
condition is pathological and falls under medicine’s jurisdiction. With overdi-

8. See, for example, Khoury et al. (2022) vs. Arber et al. (2022) for recent disagreement and
competing classification systems in blood cancers, including acute myeloid leukemia. Neverthe-
less, there is a strong desire in the field to reach consensus over diagnostic criteria; see, for discus-
sion, Aster (2023), Lim (2023), and Zureigat et al. (2025).

9. For discussion of the relationship between overdiagnosis and medicalization, see Hofmann
(2016); for the relationship between medicalization and pathologization, see Sholl (2017).
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agnosis, the main worry is that the act of diagnosing does not medically benefit
the person diagnosed (Hofmann 2016; Carter et al. 2016).

A common way to understand overdiagnosis is through the existence of a
“reservoir” of detectable disease, with overdiagnosis arising when the harms of
detecting disease in members of that reservoir outweigh the benefits for those
members (Welch & Black 2010). Overdiagnosis, therefore, is not a problem with
the diagnostic criteria or classification system per se, but rather a problematic
use of a classification system —i.e., a problematic speech act.

If John (2022) is right, however, a large part of what makes this speech act
problematic is its normative effects—it creates “patients” where there shouldn’t
be any. To return to the judicial analogy, the worry is about creating “criminals”
of people who should not be criminalized. The worry is not that we are detect-
ing a reservoir of hitherto undetected criminal activity. It is that we are calling
people “criminals” who ought not be deemed criminals in the first place. By
analogy, the doctor saying, “You have cancer,” is worrisome just in case it labels
someone who is not properly a “cancer patient.”

This explains why, when leading oncologists say, “Not Everything We Call
Cancer Should Be Called Cancer” (Esserman & Eggener 2023), it is really an
argument about who should be called a cancer patient, not about cancer per se.
It is about the normative effects of a disease label. As they put it: “Millions of
patients have been compelled by well-intentioned loved ones to do something
upon hearing a cancer diagnosis. And why wouldn’t they?”

We see this argument repeatedly in the medical literature.™ Calls for relabel-
ling are motivated in part by normative considerations—by the “social implica-
tions” for the patient (Nickel et al. 2017: 10)—and worries that most see “the
decision to live with untreated cancer” as “bizarre” (Eggener et al. 2022: 3111).
The cancer diagnosis is “a call to action ... Few people can imagine standing
by and doing nothing after being diagnosed with cancer” (Fagerlin et al. 2005:
3111). In the words of one patient, “doing nothing is no choice” (Charles et al.
1998: 77).

Therefore, in addition to perlocutionary effects, these arguments take into con-
sideration the illocutionary force of the speech act of diagnosing cancer. Where
we apply the C-word and where we do not, it is argued, should consider the
normative effects of the cancer diagnosis.

But what are these normative effects exactly? I discuss this in more detail in
the next section. For now, it suffices to note that the cancer diagnosis is widely
acknowledged to carry certain “social implications” which make it especially
difficult to live with untreated cancer. Calls to remove the word “cancer” from

10. See e.g., Esserman et al. (2014), Nickel et al. (2017), Nickel et al. (2018), Eggener et al.
(2022), and Labbate et al. (2022).
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certain diagnoses respond to these social implications. Those who call for its
removal seem to assume that these normative effects should automatically attach
to a diagnosis of cancer. They seem to assume that patients should be compelled
to do something upon hearing the C-word. To repeat the words of Esserman and
Eggener (2023) —why wouldn’t they?

Contrary this assumption, however, there are in fact good reasons why these
normative effects should not automatically attach to a cancer diagnosis—why
patients should not be compelled “to do something” upon hearing the C-word —
why one should not always hear “cancer” as a “call to action.” This claim might
indeed strike many as “bizarre,” running counter to the widespread intuition
that cancer is a deadly disease for which early detection and treatment are key.
Early detection saves lives, say the slogans of countless cancer screening campaigns.

For certain cancers, this intuition is indeed correct—the earlier you are diag-
nosed and treated, the better. But the benefits are less clear than the slogans
suggest (Woloshin et al. 2012; Gigerenzer 2014). Despite evidence that some
screening interventions to detect early cancers may reduce cancer-specific mor-
tality, there’s notable lack of evidence that screening improves overall survival
(Black et al. 2002; Saquib et al. 2015; Prasad et al. 2016). In other words, while
detecting and treating previously undetected cancers from the disease “reser-
voir” might lower the likelihood that its members die from that cancer during a
given time period, it does not reduce their overall likelihood of dying during that
same period. How can this be? One explanation is that existing trials are simply
underpowered to detect differences in overall mortality. But another plausible
explanation is that the benefits of early detection and treatment, namely the
reduction in cancer-specific mortality, are counterbalanced by harms.**

These are the harms of overdiagnosis and overtreatment. Admittedly, these
harms are difficult to quantify.’> Not all are captured by excess mortality. They
also include excess morbidity from further testing and/or treatment, psychologi-
cal distress, and financial costs (Ramsey et al. 2013; Esserman et al. 2014; Ramsey
et al. 2016). A man whose prostate is surgically removed for low-risk prostate
cancer is not able to say whether the side effects he suffered from surgery (such

11. Indeed, some experts worry that cancer screening programs actually increase overall mor-
tality (Prasad et al. 2016). Several trials have shown divergent outcomes in terms of cancer-specific
and overall mortality (Black et al. 2002; Saquib et al. 2015). Possible reasons include risks from the
screening intervention itself (e.g., procedural risk or radiation exposure: Kim et al. 2019; Welch &
Passow 2014), from the ensuing diagnostic tests (e.g., invasive biopsies: Gallina et al. 2008; Loeb
et al. 2011), or from the subsequent treatment (e.g., surgery, radiation, or chemotherapy), as well
as other unexpected deaths (e.g., suicide or cardiac death following a cancer diagnosis: Fall et al.
2009; Fang et al. 2010; Guo 2018). See also Plutynski (2017) for discussion.

12. They are also difficult to quantify because most trials of cancer screening fail to measure
these harms (Heleno et al. 2013).
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as urinary incontinence, erectile dysfunction, bowel dysfunction, and pain')
were, on balance, worth it. He is not able to say whether his early prostate can-
cer, had it not been removed, would “go on to cause symptoms or death” (Welch
& Black 2010: 605). Nor can anyone else, for that matter. No one is in a position
to determine, for any individual, whether they were overtreated.

What we can say, however, is that based on growing research on outcomes
in early prostate cancer, it's very likely he was overtreated. Several trials have
shown that, for low-risk prostate cancer, active treatment with surgery or
radiation results in no better outcomes than surveillance, with no difference in
death from prostate cancer or other causes (Wilt et al. 2012; Hamdy et al. 2016;
Wilt et al. 2017, Hamdy et al. 2023). Moreover, in these trials, surgery came
at a cost of serious adverse events, occurring in over twenty percent of men
(Wilt et al. 2012), and side effects from surgery persisted after twenty years
of follow up (Wilt et al. 2017). As a result of these and other studies,™# there
is now consensus among medical experts, reflected in numerous guidelines
(Schaeffer et al. 2021; Eastham et al. 2022; Mottet et al. 2021), that surveillance,
rather than treatment with surgery or radiation, is the recommended approach
for low-risk prostate cancer. But despite such guidelines, surgery and radia-
tion for low-risk prostate cancer remain common, with over fifty percent of
patients receiving active treatment in some studies (Hoffman et al. 2022), and
wide practice variation persists, with alarmingly high rates of surgery in some
settings (Auffenberg et al. 2023; Washington et al. 2020; Cooperberg et al. 2023).
Experts take this as evidence of ongoing overtreatment of early prostate cancer
(Cooperberg et al. 2023).

Similar data on overtreatment also exists for other cancers, such as myeloma
(Mohyuddin & Goodman 2024), thyroid (Jegerlehner et al. 2017; Ullmann et al.
2019; Jensen et al. 2020), and breast cancer (Alvarado et al. 2012; Delaloge et
al. 2024). Retrospective studies suggest that patients with certain forms of early
breast cancer, such as low-risk DCIS, may not benefit from surgery and may be
overtreated (Sagara et al. 2015; Ryser et al. 2019). Trials to prospectively compare
surveillance vs. treatment for early breast cancers, akin to those cited above in
prostate cancer, are ongoing (Elshof et al. 2015; Francis et al. 2015; Hwang et al.
2019). However, these trials have had difficulty enrolling patients, in part because
of an “ingrained behaviour of offering surgery” and the fact that “patients have
been brought up to expect ‘cancer’ to be removed” (Wallis 2018: 377)—further
evidence of the normative effects of the cancer diagnosis.

13. See Donovan et al. (2016), Pompe et al. (2017), and Corsini et al. (2024).

14. Several independent cohorts also confirm favourable outcomes in patients with low-risk
prostate cancer managed with active surveillance; see, for example Klotz et al. (2015) and Tosoian
et al. (2020).
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Therefore, while it’s true that treating certain cancers early reduces cancer
deaths, it’s widely recognized that these benefits trade off against the harms
of overtreatment.’> And while it’s true that, on a population level, one might
justify a certain amount of overtreatment to reduce deaths from cancer, many
experts worry that the pendulum has swung too far—they worry that the
harms of overtreatment, too often overlooked, are not justified (Welch & Black
2010; Esserman et al. 2014; Dunn et al. 2022). It is this concern, combined with
recognition of cancer’s normative effects —how hearing “cancer” incurs fear
and pressures patients to accept toxic interventions not appropriate for low-
risk tumours (Dunn et al. 2013)—that motivates calls to relabel early cancers
(Esserman et al. 2014; Nickel et al. 2017; Nickel et al. 2018; Eggener et al. 2022;
Labbate et al. 2022).

To conclude this section, then, recognizing the normative force of diagnosis
(John 2022), allows us to recharacterize the two dominant strategies for address-
ing cancer overdiagnosis and overtreatment. Both start from the premise that
the normative force of the cancer diagnosis is a powerful driver of overtreatment
and that it is unwarranted for a subset of early cancers.

The first I call the restrictive strategy. It aims to simply restrict the number of
people subject to the normative force of a diagnosis. There are several means of
doing this. One could, for instance, block opportunities for diagnosis by stop-
ping unnecessary cancer screening and unnecessary tests more generally. Impor-
tant initiatives such as “Choosing Wisely” and “Too Much Medicine” advocate
such strategies.™®

The second I call the relabelling strategy. As just discussed, it aims to change
the diagnostic label, giving low-risk or early cancers a non-cancer designation,
instead calling them risk factors or precancers. The relabelling strategy can be
understood as an attempt to block the normative force of the cancer diagnosis,
without changing the normative force itself. Advocated by influential voices in
the field (e.g., Esserman et al. 2014, Nickel et al. 2018, Eggener et al. 2022), this
strategy acknowledges the normative force of the cancer diagnosis but wishes
to reserve it for a narrower class of speech acts. Proponents of this strategy cite
evidence that relabelling reduces overtreatment.

Recognizing the normative force of diagnosis, however, also allows us to
consider a third, hitherto underexplored option for addressing cancer overtreat-
ment: revising the normative force of the cancer diagnosis itself. I call this the
revisionist strategy.

15. See also Plutynski (2017), who discusses these trade-offs in cancer screening in terms of
epistemic risk.
16. See e.g.,, www.bmj.com/too-much-medicine.
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3. The Revisionist Strategy
3.1 The Cancer Diagnosis

Implementing a revisionist strategy first requires identifying what it is about the
normative force of a diagnosis that needs revising. What is the normative force
of “the cancer diagnosis”? As noted above, many observe that cancer carries sig-
nificant “social implications,” which I now examine in more detail.

While John (2022) focuses on the general normative effects of the speech act
of diagnosis—the most general being to make a person a potential patient—it
is important to recognize that diagnosing specific diseases changes normative
status in specific ways. Sticking with the judicial analogy, though any guilty
verdict makes you a criminal, the normative force of the verdict is different for
the murderer vs. the petty thief. Likewise for diagnosis. Different diagnoses, for
example, might variously make you “a person deserving accommodation,” “a
person requiring quarantine,” “a person needing institutionalization,” “a person
eligible for euthanasia,” and so on. These may not always be encoded in law,
as in the case of murder vs. petty theft,’” but these normative effects are never-
theless the product of rules and conventions, require special authority to enact,
and have certain conventional effects, namely, to change a patient’s social status
in specific ways (see Sbisa 2009). They are, in this way, constitutive of a given
speech act of diagnosis—they are illocutionary, not perlocutionary.

We can usefully distinguish between diagnoses with strong and weak nor-
mative force. The diagnosis of onychomycosis, like a guilty verdict for petty
theft, has rather weak normative force. It might make you the object of unwel-
come attention at your local swimming pool, but it won’t inspire your colleagues
to send you gifts and get-well messages or to run marathons in your name. By
contrast, a diagnosis of cancer has strong normative force.

Think back to the fictional case of disease Y, the indolent lymphoma. Con-
sider, for a moment, how strange it would be for your doctor to describe your
diagnosis of cancer as “not too serious,” as she did disease X. Cancer is not some-
thing to be minimized. Most people still see cancer as a “death sentence” (Moser
et al. 2021). Doctors consistently rank cancer as the most “serious” of diseases
(Album et al. 2017). Medical trainees are warned to never downplay a diagnosis
of cancer; to never, for example, reassure a patient that they have a “good can-
cer.” As one patient put it “No amount of reassuring words on how it is a ‘good
cancer’ ... could console me” (Briggs 2016). Diagnosing cancer is always a grave
affair. Patients need consolation, counselling, and support groups. For this rea-
son, cancer clinics employ social workers, psychologists, and chaplains.

17. Though some are, such as restrictions and entitlements pertaining to quarantine, institu-
tionalization, and euthanasia, in certain jurisdictions.
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This much is clear about cancer’s normative force: a diagnosis of cancer is
never good. Nothing about the natural history and severity of a specific cancer
changes this fact. The phrase “good cancer” is strange in the same way that the
locution “a little bit of cancer” is puzzling. To be clear, there is no contradiction
in these statements. We can all, of course, admit the possibility of having “a
little bit of cancer,” or of having “a not too serious” form. But the fact that these
phrases still seem puzzling stems from the strong normative force of the cancer
diagnosis. It reveals how the words you have cancer bring about particular nor-
mative effects, making you a person with a serious disease. Thus, having a doctor
say, “You have cancer; but it’s not too serious” is like having a judge say, “You
are guilty of murder; but you don’t deserve punishment.” While logically pos-
sible, the latter qualifications are jarring in relation to the former’s illocutionary
force. In being diagnosed with cancer, you become a person with a serious disease.

That certain speech acts carry strong normative force is not itself a prob-
lem. Strong normative force often serves an important social function. Declar-
ing someone guilty of murder —making them a murderer—should under most
circumstances engender a view of them as “a person in breach of common
morality,” “a person deserving punishment.” Likewise, during the height of
the Covid pandemic, being diagnosed with the virus rightly made you “a per-
son who should stay inside.” But, ideally, the normative force of a speech act
should remain tied to this social function; that is to say, its normative content
and strength should be warranted by and proportional to this function.

What is the function of the speech act of diagnosis? There is no single answer
to this question, as “diagnosis” can name different speech acts with different
functions depending on the clinical context and nature of the condition diag-
nosed. In broad terms, however, we can say that an important function of a doc-
tor’s diagnosis is to alert the patient to a pathological condition that may have
adverse consequences for their health, and for which medical treatment may be
appropriate.’® Importantly, the function of a diagnostic speech act is not gener-
ally to encourage the patient to receive treatment per se (though this may be a
perlocutionary effect), but rather to inform and, in some cases, to make them
eligible for treatment. Diagnosis can serve other medical and social functions.™
Nevertheless, this description captures what many take to be a central function
of diagnosis, which applies in the case of cancer.

18. This aligns with pragmatist accounts of diagnosis (e.g., Kukla 2022), which argue that
diagnosing disease serves to identify a condition that qualifies as pathological (according to the
epistemology and metaphysics of medicine), and for which it is strategically helpful to medicalize.

19. Diagnosis may serve explanatory functions, for example, explaining a patient’s previ-
ously unexplained symptoms (see Cournoyea & Kennedy 2014). Nevertheless, many diagnoses
(e.g., idiopathic or symptom-defined diseases) are not terribly explanatory (Stegenga 2018: 86-87).
See also Maung (2019).

Ergo «vol. 13, no. 12 + 2026



364 * Benjamin Chin-Yee

I just said that the normative force of a speech act should ideally remain tied
to its function because there are, of course, speech acts for which this is not the
case. Claims of disjunction between normative force and function often create
controversy and arouse activism to revise normative force. Such claims feature
centre stage in debates over medicalization. For example, many have challenged
the normative force of “obesity” as a diagnostic label, arguing that it should not
be taken to designate “a person who is unhealthy,” “a person who does not eat
or exercise appropriately,” or “a person who would benefit from medical treat-
ment” (see Mehl 2023). In response, defenders of the label argue that (some of)
this normative force may be warranted and serves important social and medical
functions (see Sholl & De Block 2024).2°

In the case of the cancer diagnosis, I argue that this has ceased to be the case:
much of its normative content is unwarranted and its strength disproportionate.

3.2 The Fighter Effect

The revisionist strategy, which targets normative force as a means of reducing the
harms of cancer overtreatment, focuses on a specific normative effect that I argue
is unwarranted and disproportionate. This effect is best illustrated by the various
military metaphors that surround cancer and its treatment. In the wake of Nixon’s
declaration of war on cancer, Sontag (1978: 57) perceptively noted “the convention
of treating cancer as no mere disease but a demonic enemy.” Still today, cancer
patients battle this invasive enemy. Clinical trials recruit patients, cancer centres call
upon them to enlist.2* Through battle, patients become either victims or survivors.
But, above all, they are fighters. I call this normative force the fighter effect.

Naming the fighter effect takes cancer’s metaphors seriously. It shows how
the speech act of diagnosing cancer enlists patients in war not merely in a meta-
phorical sense. It shows how the costs of desertion in this metaphorical war can,
in fact, be rather concrete. This is because the fighter effect is part of the illocution-
ary force of the cancer diagnosis. In being diagnosed with cancer, you become a fighter.

Consider this opening of a television advertisement for a leading US
cancer centre:

Patient 1: Everything just stopped.
Patient 2: Shocked, I was pretty shocked.

20. Sometimes, critics of the normative force of a certain speech act propose replacement
with a new speech act with new normative force; in this example, activists propose the label “fat”
to replace “obese” as a more neutral descriptor of body size. Normative force of a speech act, how-
ever, can also be revised without replacement, as in, for example, the label “queer.”

21. meyercancer.weill.cornell.edu/news/2016-03-21/war-cancer-enlist-now
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Patient 3: And then, we wanted to fight.
Patient 4: And win.
Voiceover: Because we have so many ways to fight...>*

Or consider these excerpts from patients diagnosed with cancer, taken from the
top five search results on Google:

When the consultant told me it was cancer, I was really upset, obviously,
but then I thought: “Right I've just got to deal with this.”

I was overwhelmed and discouraged. I knew I didn’t want to wait, I
wanted to take action. I wanted to get rid of this cancer in my body.

I've always been a strong person. My father had one expression when
there was a problem: Handle it. He said, “You’ve been prepared to han-
dle it, just handle it.” I've relied on that strength ... 23

Or consider still how such testimonies are prefaced on the website of another
leading cancer centre:

We understand that no two cancer patients are alike, and neither is
their treatment journey. Each patient’s journey, though, has some com-
mon traits: strength, determination, persistence and sense of hope in the battle
against cancer. >4

These so-called “common traits” of cancer patients capture the normative force
of the fighter effect:

Fighter effect. The normative effects, caused by a diagnosis of cancer, which
makes a person into a fighter, expected to do battle with their cancer, and
hence to exhibit strength (over weakness), determination (over passivity),
persistence (over surrender), and, above all, action (over inaction).

The fighter effect shows how a cancer diagnosis moves a person into a category
that carries built-in expectations—how they should face and respond to their
disease —regardless of individual experience. It is this normative effect of the
cancer diagnosis that I contend requires shifting.

22. ispot.tv/ad/wsgn/md-anderson-cancer-center-confronting-cancer-how-to-
fight?autoplay=1; quoted in London and Kimmelman (2018).

23. Google search for “patient testimony cancer diagnosis” performed from Cambridge, UK
on January 29, 2024.

24. cancercenter.com/patient-stories; emphasis added.
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Criticism of the fighter effect is not new. Nearly a half century has elapsed
since Sontag called for a “liberation” from cancer’s metaphors. Yet the fighter
effect has proved tenacious. Perhaps this is because it is not always harmful; it
may be animportant source of drive and solidarity for many patients today.>> Per-
haps this is because successive therapeutic advances in cancer —from the advent
of chemotherapy and radiation to current day precision oncology —assimilate
well to this metaphor. Cancer remains a “demonic enemy,” only our armouries
have vastly expanded. Consider the 2001 TIME magazine cover featuring the
new leukemia drug Gleevec: “There is new ammunition in the war against can-
cer. These are the bullets.” Whereas conventional chemotherapy sought to carpet
bomb cancer, precision drugs are snipers (Kerr et al. 2021: 27).

Critics have pointed out how such language can harm patients with cancer
(Malm 2016; Hauser & Schwarz 2015; 2020). The fighter effect is not benign, but
rather directly contributes to the problem of overtreatment discussed above. It is
through the normative force of the fighter effect that a cancer diagnosis becomes
“a call to action,” compelling patients “to do something” —to become “good fight-
ers,” rather than “victims” or “losers” —and mount a convincing response to “the
enemy within” (Hansen 2018; Bodd et al. 2023). As we’ve already seen, however, this
response is not always appropriate and, in the case of early cancers, often harmful.

In locating the fighter effect within the illocutionary force of the cancer diag-
nosis, I aim to go beyond existing voices that highlight the harm stale military
metaphors do to cancer patients.?® Seeing how these metaphors shape and are
shaped by cancer’s normative force allows us to more clearly identify the mecha-
nism through which they contribute to harm, in virtue of their constitutive role
in the speech act of diagnosing cancer. This in turn reveals a key target for the
revisionist strategy as a means of reducing these harms. It also exposes a major
weakness for alternative approaches. Recall that the restrictive strategy seeks
to limit the number of people diagnosed with cancer by curbing screening and
testing, while the relabelling strategy aims to strip low-risk cancers of the cancer
label altogether. Both strategies concede normative force to the C-word and thus
leave the fighter effect untouched.?” In contrast, the revisionist strategy directly

25. See, for discussion, Semino et al. (2017).

26. Some consider these military metaphors to be part of a broader class of “violence” meta-
phors that attach to cancer and have similar normative content (Demmen et al. 2015; Semino et al.
2017; Magana 2020). Other metaphors, such as “journey” metaphors, have slightly different, less
bellicose, normative content, though not all critics of violence metaphors agree that journey meta-
phors are preferrable (e.g., Semino et al. 2017).

27. To be clear, the revisionist strategy does not propose to revise the restrictive and relabel-
ling strategies but rather describes a different approach altogether. Whereas the latter two strate-
gies accept that the speech act of diagnosing cancer carries certain illocutionary force and, in light
of this, seek to modify our uses of the speech act, the revisionist strategy seeks to revise the speech
act—the illocutionary force of the cancer diagnosis—itself.
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challenges the normative force of the cancer diagnosis. This leads me to the first of
four reasons to favour the revisionist strategy for tackling cancer overtreatment.

4. Four Arguments for Revisionism
4.1 It's Radical

The first argument in favour of the revisionist strategy is that it is radical.® In
seeking to displace the fighter effect, it targets a key driver of cancer overtreat-
ment in a way that restrictive and relabelling strategies cannot.

Think back to the contrast between disease X and Y. Think specifically of the
doctor’s assertion that “many patients choose to live with disease X” vs. “many
patients find it difficult to live with disease Y.” Controlling for differences in
disease severity and natural history, we’d find that the fighter effect is the key
difference maker here. For any given cancer, regardless of stage and severity, the
fighter effect emphasizes action over inaction, intervention over observation, in
a way disproportionate to actual risk. The fighter effect’s normative force thus
undermines a key function of a cancer diagnosis, which is to inform patients
about their pathological condition in a manner that enables them to weigh the
risks and benefits of treatment—rnot to imply the need for “treatment at all costs”
(Harrington 2012: 409).

This is evidenced by the fact that, even for early cancers where intervention is
not indicated, patients face immense pressure to pursue treatment. For example,
as discussed in §2.2, despite broad consensus that surveillance rather than treat-
ment with surgery or radiation is preferred for low-risk prostate cancer, uptake
of surveillance has been “disappointingly slow and heterogenous” (Berlin et al.
2023), with rates of surgery or radiation high as one hundred percent in some
practice settings (Auffenberg et al. 2023; Cooperberg et al. 2023).

Several factors could contribute to this pattern, including financial incentives
that reward intervention over surveillance, concerns about malpractice liability,
and institutional inertia that favours established treatment pathways. However,
qualitative research suggests that the normative force of cancer is a key driver of
overtreatment (Xu et al. 2012; Le et al. 2016; Brooks et al. 2018; Pattenden et al.
2024). Consider these remarks from physician participants in one study:

Some patients just don’t feel comfortable knowing that they were diag-
nosed with cancer and saying, “okay. We're just going to watch it.” ...

28. My choice of the term “radical” takes inspiration from Rose (1985), referring to an
approach which targets an underlying or root cause.
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that’s a big thing that a lot of the patients have a hard time struggling
with is saying, “well I was just diagnosed with cancer. Aren’t we going
to do anything about it?”

When people hear the word cancer, they really freak out. Getting them
to accept that this can be kind of a chronic issue ... that’s the biggest bar-
rier that I can see with these patients getting on AS [active surveillance].
(Brooks et al. 2018: 1721)

Or, as one patient succinctly put it, “I have to do some sort of treatment ... some-
thing has got to be done” (Xu et al. 2012: 766, emphasis added).

This pressure towards action is further evidenced by the reluctance to refer
to observation in passive terms. Terms like “watchful waiting” are replaced
by “active surveillance”; or, in the era of precision oncology, “precision sur-
veillance,” furthering metaphors of military intelligence. The cancer diagnosis
makes someone a person who takes action against (n.b., rather than treatment
for) their disease; or, at the very least maintains a rigorous surveillance regime,
remaining poised for a “preemptive strike” (Douer 2004). A diagnosis of cancer
is “a call to action” (Fagerlin et al. 2005: 3111).

By leaving the fighter effect unchallenged, the restrictive and relabel-
ling strategies fail to target this key difference maker in overtreatment. The
restrictive strategy, by limiting those exposed to screening or testing, indeed
modifies an important upstream cause of overdiagnosis; but it leaves a key
downstream cause of overtreatment unaltered. Therefore, when early can-
cers are detected, as they inevitably still are, patients are still subjected to the
full normative force of the fighter effect. This sustains the common impres-
sion that failing to take action against an incidentally discovered, early-stage
cancer is tantamount to “burying one’s head in the sand,” to quote another
patient (Chapple et al. 2002: 259).

Likewise, the relabelling strategy concedes normative force to the fighter
effect. There is some evidence that relabelling might help prevent overtreatment.
For example, calling the early breast tumour DCIS a “breast lesion” or “abnormal
cells” rather than “breast cancer” led fewer women to opt for surgery, despite
being presented with identical information on risks and benefits (Omer et al.
2013). Similarly, giving early prostate cancer a non-cancer label —in this case, the
unwieldy acronym “prostatic acinar neoplasm of low malignant potential (PAN-
LMP)” —led more men and their partners to choose surveillance over aggressive
treatment (Berlin et al. 2023).29

29. See also Nickel et al. (2018) and Dixon et al. (2019) for similar studies in different cancers.
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On the one hand, this might seem to count in favour of the relabelling strat-
egy, providing evidence that blocking, rather than displacing, the fighter effect
is sufficient to prevent overtreatment. On the other hand, however, it reveals
that it is, in fact, the fighter effect doing the bulk of the work in driving over-
treatment. As proponents of prostate cancer relabelling themselves put it, “The
‘cancer’ label elicits strong instincts toward radical treatment even when it does
not provide any oncologic benefit” (Berlin et al. 2023: 1368). But why leave this
supposed “misperception” unchallenged?3°

This is akin to a public health officer, dismayed by widespread mispercep-
tions attached to the term “vaccination,” choosing to just call it something else,
rather than addressing the underlying causes of vaccine hesitancy. Taking lead
from her oncology colleagues, she might opt for an equally cumbersome (but
perhaps catchier) acronym, say “biological immunity boosting with bonafide,
longitudinally established safety (BIBBLES).” Clearly, simply replacing “vacci-
nation” with “BIBBLES” skirts the issue.

Here one might object that the normative force of cancer is too entrenched to
change—that it lies beyond the power of physicians to revise. Relabelling, while
it may not address the root causes of overtreatment, is at least a practical stopgap
within their control. I take up this objection more fully in §5.1, but for now, I'd
note that the normative force of the cancer diagnosis is not immutable. Though
shaped by broader social forces, its weight and authority stem from medical insti-
tutions, professional discourse, and clinical practice—where physicians play a key
role. Moreover, conceding to cancer’s current normative force risks reinforcing it.
Stripping the cancer label from select cases tacitly affirms that its existing force is
justified where the label remains, entrenching the very problem relabelling seeks
to avoid. Just as rebranding “vaccination” as “BIBBLES” might boost uptake while
legitimizing fear of vaccines, relabelling cancer sidesteps the problem rather than
challenging it—ultimately cementing the very norms it aims to dismantle.

Recognizing a misperception that adversely impacts decision making is
reason to dispel the misperception, rather than simply block its effect. When it
comes to cancer treatment, a better situation would be one in which decisions are
influenced by information on risks and benefits, rather than the diagnostic label.
This leads me to the second argument for the revisionist strategy.

4.2 It’s Rational

The second argument in favour of the revisionist strategy is that it promotes
rational decision making in the decision-theoretic sense of allowing choices that
maximize expected value for the decision maker. Cancer relabelling studies

30. Omer et al. (2018: 1830).
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often characterize patients’ choices of aggressive treatment for early cancers as
not only rooted in misperception but also as under the influence of “impulse,”
“emotion,” or “cognitive bias” (Omer et al. 2013; Nickel et al. 2018; Berlin et
al. 2023). There’s a tendency to think that the cancer label somehow impairs or
constrains rational decision making.3* Choosing surgery over observation for a
“cancer” vs. “lesion” despite that choice having the same, or even worse, out-
comes is seen as irrational, even “paradoxical” (Dixon et al. 2019). It seems, then,
that relabelling promotes rational decision making. This conclusion, however, is
too hasty, for it does not consider the normative effects of the cancer diagnosis.

For the sake of argument, let's assume that all patients are perfectly ratio-
nal decision makers. Specifically, let's assume that for any given decision their
choices maximise expected value—the sum of all possible outcomes, each
weighted by its probability and the subjective value assigned to it by the deci-
sion maker. Consider a simplified scenario, where a patient is asked to choose
surgery (S) or watchful waiting (W) for a “lesion” vs. “cancer.” Surgery is always
curative but incurs an upfront risk of surgical complications. Watchful waiting
has no upfront risks but incurs a future risk of progression. There are four pos-
sible outcomes, O = {0, O,, O, O,}, where

Oy = cure with surgical complications

O, =no cure with surgical complications

O; = cure without surgical complications
O, =no cure without surgical complications

In this example, we can say that P(O,1S) = 0 and P(O,|S) = 0 because surgery is
always curative.3> We can also say P(O;|W) =0 and P(O,|W) = 0 because watch-
ful waiting involves no surgical complications. Starting with the case where a
patient is presented with a “lesion,” we can calculate the expected value (EV) of
choosing surgery vs. watchful waiting:

Lesion

EV(S) =P(O,1S) - V(O,) + P(O;1S) - V(O5)
EV(W) = P(O;1W) - V(Os) + P(O,IW) - V(O,)

where V(O,) are the values attached to each outcome. Given that patients’
choices maximize expected value, they will opt for surgery iff EV(S) > EV(W).
We might, then, wish to assume (as researchers sometimes do) that V(O))
should remain constant for all outcomes if “lesion” is simply replaced with

31. Note that results of cancer relabelling studies do not necessarily support this conclusion.
32. I assume this for simplicity; however, the argument applies even if this were not the case.
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“cancer,” since, ostensibly, the information on risks and benefits remains the
same.?3 That is to say, relabelling causes no informational change in the deci-
sion problem. The only thing that changes is the diagnostic label. Therefore,
the decision faced in Lesion is the same as the decision faced in CANCER:

CANCER

EV(S) =P(O,1S) - V(O,) + P(O51S) - V(O,)
EV(W) = P(O5 W) - V(O5) + P(O,IW) - V(O,)

Cancer and Lesion give formal representations of the types of decisions tested
in empirical studies on cancer relabelling.

Assuming that decisions made in LesioN reflect patients” true preferences
(as researchers, again, sometimes do34), then the empirical finding that more
patients choose surgery in CANCER vs. LEsioN is taken as evidence of irrational-
ity: in some cases, patients opt for surgery despite EV(S) < EV(W). Findings like
these, where patients presented with “cancer” choose options with (supposedly)
lower expected value, are interpreted as “paradoxical” (Dixon et al. 2019), to
be explained by “impulse” or “emotion.” The word “cancer,” researchers say,
induces “fear or anxiety” that “cause patients to have more difficulty making
informed decisions” (Nickel et al. 2017: 9).

But let’s continue to resist this conclusion and assume that patients remain
perfectly rational, even when faced with the cancer label. To explain the decision
to opt for more surgery when faced with “cancer” vs. “lesion,” we can introduce
an additional factor in decision making. Let’s call this factor illocutionary incon-
gruence. Illocutionary incongruence captures the disvalue of inaction in the face of
a cancer diagnosis—the costs of failing to conform to expectations created by the
fighter effect. These costs arise from both external pressures—expectations from
physicians, family, and society —and internalized pressures, which can generate
feelings of guilt, anxiety, or a sense of failure when a patient chooses not to fight
the disease.’> In short, in a world where a cancer diagnosis demands strength,
determination, and action, doing nothing —even when medically justified —carries
social and psychological costs. To take these costs into account, we must now
consider eight possible outcomes O* = {O;, O,, O3, O,, O;", O,’, 05", O,’}, where

O;" = O, with illocutionary incongruence

33. Of course, this may be untenable; however, I stick with this assumption because it is what
grounds the claim that patients choose irrationally when presented with the cancer label.

34. See e.g., Omer et al (2013: 1830): “These results suggest that many women may prefer non-
surgical options if allowed to weigh each choice and its attendant risks.” See also Nickel et al. (2018).

35. See Dworkin (1982: 51) for discussion of costs incurred by “pressure to conform.” See also
Bicchieri (2005) for an account of social norms and their influence on decision making.
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We can say that P(O;"1S") =0 for all O;" in O, since choosing surgery for cancer is
congruent with the expectations created by the fighter effect. So the fighter effect
has no impact on the expected value of surgery, EV(S") = EV(S).

However, the expected value of watchful waiting with the fighter effect,
EV(W"), does change. We can say that P(O;|W") =0 for all O; in O"because choos-
ing watchful waiting for cancer is incongruent with the fighter effect. P(O;" |W") =
0 and P(O,"IW") = 0 because, again, watchful waiting involves no surgical com-
plications. Now, the decision of surgery vs. watchful waiting when presented
with “cancer” looks like this:

CANCER FIGHTER

EV(S") = P(O,1S") - V(O,) + P(O515%) - V(O5)
EV(W") = P(O;'IW") - V(O5") + P(O," W) - V(O

CaNcER FIGHTER gives a formal representation of the same decisions represented
in Cancer and Lesion but considers the illocutionary force of the cancer diag-
nosis. It explains why rational patients presented with “cancer” opt for more
surgery: they do so whenever EV(S") > EV(W"), even if EV(S) < EV(W). The apt
comparison is not between Lesion and CaNcEeRr but rather between Lesion and
Cancer Ficarer. Comparing maximum expected value of decisions in both sce-
narios, we can say

Evmax LESION MaX(EV(S)/ EV(W))
Evmax CANCER FIGHTER — MaX(EV(S*)/ EV(W*))

Since incongruence is disvalued, V(O;") < V(O,). Therefore, all else being equal,
EV(W") < EV(W). Assuming that surgery (S) is not universally preferred in
CANCER FIGHTER, i.e., that there is a non-zero probability that a patient chooses
watchful waiting (W), then we can say

EVmax Lesion > EVmax CANCER FIGHTER

How does this support revisionism? At best, it shows equivalence of revisionist
and relabelling strategies as the revisionist seeks to eliminate the disvalue gen-
erated by illocutionary incongruence —revisionism by turning CANCER FIGHTER
into Cancer and relabelling by turning Cancer FiGHTER into Lesion. In both
cases, patients are spared the disvalue of illocutionary incongruence, allowing
them to make choices with higher expected value for them.

But the advantage of revisionism over relabelling is that it maximizes total
expected value when we consider a population of decision makers. Relabelling
proponents do not seek to relabel all cancers but only a subset of early-stage can-
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cers. They don’t deny that some things should still be called cancer, and therefore
that some patients will still be subject to the fighter effect. So, even if relabelling
succeeds in changing decisions from CANCER FIGHTER to LEsioN for a subset of
early-stage cancers, many patients will still find themselves in CANCER FIGHTER,
namely those patients whose cancers are not relabelled. In other words, while the
expected value may be equivalent for relabelling and revisionism for an individ-
ual decision maker who has their early-stage cancer relabelled, in a population
of decision makers, individuals diagnosed with cancer will still find themselves
facing CANCER FIGHTER, with the added disvalue of illocutionary incongruence.

To illustrate this, consider a population of patients with cancer, Pop ancer- The
relabelling strategy chooses to relabel a subset of early-stage cancers as “lesions,”
POPiesion- Its complement, Popiesion” (€.g., later-stage cancers, or those not clearly
at very low risk of progression) are not relabelled. From a population perspec-
tive, the total expected value of the relabelling strategy is

— . C
EVtotal RELABELLING EVmax LesioN * Poplesion + EVmax CANCER FIGHTER Poplesion

By contrast, the total expected value of the revisionist strategy from this popula-
tion perspective is

Evtotal REVISIONISM EVmax CANCER Popcancer

Since we’ve established that for all members of POp ancer

EVmax Lesion > EVmax CANCER FIGHTER
Evmax CANCER E\/max Lesion

then it follows that

Evtotal REVISIONISM = Evtotal RELABELLING

From a population perspective, the revisionist strategy leads to greater expected
value than the relabelling strategy.3® Moreover, since the revisionist strategy
leaves members of Popi.ion© better off than under the relabelling strategy, and
since no members of POpaneer are made worse off, we can say that moving from

36. This is true for both fotal and average value, i.e., EV 1 revisionism / POPeancer > EViotal RELABELLING /
POpeancer Of course, maximizing total and average value in a population is not automatically
the most desirable. One might also, for instance, care about the distribution of value in a popula-
tion. However, in this particular case there’s no compelling reason to prefer a distribution where
expected value is higher for Popjegion V8. POPiesion”- S0, in this case, revisionism also seems prefer-
able on egalitarian grounds.
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relabelling to revisionism constitutes a Pareto improvement. Choosing revision-
ism over relabelling is the rational choice.

4.3 It’s Respectful

The third argument in favour of the revisionist strategy is that it respects patient
autonomy. While the previous argument focused on rational decision making in
the decision-theoretic sense—how revisionism allows patients to make choices
with higher expected value—this argument concerns rationality in the auton-
omy sense: ensuring that patients are free to make choices that genuinely reflect
their preferences and values, without undue constraint. By aiming to displace
the fighter effect, the revisionist strategy respects autonomy in decision making
in a way that the relabelling strategy does not. This provides another compelling
reason to pursue revisionism. Consider an illustrative case.

CourcerTe. Imagine you have a British friend, Betty, who hates courgette.
She has a longstanding fear that eating courgette will cause her serious
illness. Needless to say, this fear is unsubstantiated. She’s not allergic
or intolerant; she simply has a deep-seated fear of eating courgette. As
her friend, you worry that forgoing courgette is adversely affecting her
life—that she is missing out on the joys of homemade courgette cake and
oven roasted ratatouille. So, one evening, you prepare Betty your finest
ratatouille. Knowing that Betty hates courgette, when she asks, “What's
in your ratatouille?”, you list the ingredients but strategically say “zuc-
chini” in lieu of “courgette.” (Betty, schooled in British English, is unfa-
miliar with courgette’s Italian-influenced American synonym.) She eats
your ratatouille.

In this case, it’s plain that you've deceived Betty. In so doing, you've prevented
her from making an autonomous decision about whether or not to consume
your ratatouille given her preferences. You might still think that Betty’s fear of
courgette is baseless, that her decision to forgo ratatouille is uninformed. But
this does not justify your deceit. A better friend would target Betty’s fear of cour-
gette, rather than tricking her into eating zucchini.

The revisionist strategy does exactly that: it seeks to unseat the disproportion-
ate fear causing Betty to avoid courgette. The relabelling strategy, by contrast,
would have Betty eat zucchini. You might opt for the latter if Betty were instead
your four-year-old daughter, in need of encouragement to eat her greens. But
for an adult making her own choices, revisionism allows her to decide —without
unnecessary fear —whether to keep avoiding courgettes.
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I'm not the first to charge the relabelling strategy with paternalism.3” Stan-
dard examples of paternalism in bioethics involve doctors withholding informa-
tion from a patient to encourage particular beliefs or actions that they think will
benefit the patient (see Groll 2014). The worry is that the resulting informational
asymmetry interferes with patient autonomy in decision making. The relabel-
ling strategy raises similar worries. Physicians have argued that renaming can-
cers denies patients’ “right to autonomy” and constitutes “paternalistic control
of patients” (Burke 2022). Members of the public have voiced similar concerns
that the act of relabelling is in some way deceitful (Nickel et al. 2019).

Paternalism here rightly evokes suspicion. However, it is not a knockdown
argument against the relabelling strategy. One might think CourGeTTE too crude
an analogy. Some forms of paternalism, after all, may be justified and need not
conflict with autonomy (c.f., Sunstein & Thaler 2006).

The relabelling proponent, therefore, might respond to the charge of pater-
nalism in one of two ways. First, they might reject the charge. Second, they
might accept it, but retort that it is not a problematic paternalism, and that it is
somehow justified. I'll consider each response in turn to show that, regardless of
whether one thinks relabelling paternalistic, revisionism still comes out on top
in terms of respect for autonomy.

The first response is to doubt that cancer relabelling is in fact paternalistic.
A simple way to think about the relabelling strategy is that it somehow removes
an option. Betty’s not knowing that ratatouille contains courgette removes her
option of forgoing the dish given her preferences. Likewise, relabelling can-
cer could be seen as removing the option of having treatment. Women are not
offered mastectomies for mere “lesions” or “abnormal cells.”

But is eliminating an option always paternalistic? Is more choice always con-
ducive to autonomy? No, says Velleman (1992). He argues against, for example,
offering patients the choice of euthanasia because, plausibly, having this choice
leaves some patients worse off with respect to their own autonomy. The example
bears some resemblance to the cancer case so is worth considering. Velleman
worries that, if offered euthanasia, patients may face undue pressure to exercise
that choice. They might, for example, face pressure from society, friends, and
family to pursue euthanasia given the financial, social, and emotional costs of
prolonging their life. Some patients would be better off, Velleman argues, with
respect to their own autonomy if they were not offered this choice.3®

Consider a slightly less charged example.?¥ A bank teller, we might think, is
better off not knowing the safe combination and, therefore, not having to choose
whether to open it when threatened by an armed robber. It's not clear, how-

37. See, for discussion, Reid (2017) and John (2022).
38. See, however, Flanigan (2017: 71-72) for counterargument.
39. Due to Dworkin (1982: 55).
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ever, that removing the teller’s choice is paternalistic or somehow detracts from
his autonomy.

Similarly, one might resist calling cancer relabelling paternalistic. It seems
plausible that some patients would be better off not having to choose between
surgery vs. observation for early cancer, sparing them the normative force of the
fighter effect and worries of illocutionary incongruence.

But insofar as such cases convince us that constraining choice does not always
come at a cost to autonomy, they also reveal which states of affairs would be most
conducive to autonomy. While it’s true that the teller not knowing the safe combi-
nation may be better for him, it’s also obvious that not encountering an armed
robber would be best. Evidently, not being robbed at gunpoint is most conducive
to autonomy. Likewise for euthanasia, Velleman (1992: 675) would likely agree
patients not being pressured to end their own lives—doing away with our cul-
ture’s hostility towards “passivity and dependence,” as he puts it—would be
best. This is what revisionism tries to achieve with respect to the normative force
of the cancer diagnosis. So even if the relabelling proponent does not think rela-
belling is paternalistic or impairs autonomy, they have to agree that revisionism
is most conducive to autonomy.

The second response is to accept the charge of paternalism. The relabelling
proponent might, for instance, accept the charge but choose to reframe it more
positively as an example of epistemic paternalism. Epistemic paternalism refers
to non-consultative interference in communication undertaken with ameliora-
tive intent, that is, for the epistemic benefit of one’s audience (Goldman 1991;
Ahlstrom-Vij 2013). Along these lines, a proponent of relabelling might argue
that calling DCIS a “breast lesion” rather than “breast cancer” may help patients
better grasp the risks and benefits of treatment without the disproportionate fear
generated by the C-word or expectations created by the fighter effect. Indeed,
this might be another way to interpret the results of the cancer relabelling stud-
ies discussed in §4.1.

However, this epistemic justification is weak. As we’ve already seen, any
clarity gained from relabelling benefits only patients whose cancers are rela-
beled as “lesions” (Popiesion), While patients still labeled as having “cancer”
(POPiesion”) remain subject to the full normative force of the C-word. Even if rela-
belling helps some patients better weigh treatment risks and benefits, it does so
at the expense of clarity for others. While one might argue that the fighter effect
is warranted in cases that retain the cancer label, it remains an imposed expec-
tation that can distort decision-making. This is especially true when it comes
to the overtreatment of late-stage cancers, which I touch on below. By leaving
the fighter effect intact, the epistemic benefits of the relabelling strategy remain
asymmetrically distributed.
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Therefore, even those not dismayed by paternalism, who argue for its epis-
temic justification, must face the fact that this justification for the relabelling
strategy is rather weak. The approach most respectful of patient autonomy is
the revisionist strategy, which strives for a more neutral framing for all patients.

4.3 It’s Robust

The fourth argument in favour of the revisionist strategy is that it is more robust
than the alternatives. By robust, I mean that it is more resilient to changes in fac-
tors that drive overtreatment across space and time.

Consider controversies generated by the restrictive strategy, such as attempts
to modify eligibility criteria in cancer screening guidelines. Most (in)famous
among these were the so-called “mammography wars,” sparked by attempts
to restrict mammography for breast cancer screening to women aged fifty or
older in order to prevent overdiagnosis and overtreatment. By the 2010s, various
arguments from various stakeholders caused this seemingly scientific dispute
to escalate into a full-scale “war,” waged in popular media from The New York
Times to The Wall Street Journal 4° Tensions resurface with each successive screen-
ing guideline (Friedman 2023), and are not limited to breast but extend to other
organs as well, from lung to colon to prostate.

The medical community is deeply conflicted over how to implement the
restrictive strategy. It is conflicted in two senses. First, there is genuine conflict
about how to interpret the evidence, seen in debates over choice of outcome
measures or magnitude of benefit in cancer screening trials.#* Second, there are
conflicts of interest at play, compounding existing uncertainties. Studies show
that more aggressive screening guidelines are often influenced by professional
and financial conflicts of interest.#* But even setting aside conflicts in existing
guidelines, adherence to screening varies widely in practice. While some screen-
ing tests are underutilized in certain populations, others face the opposite prob-
lem. Clinicians are often free to ignore guidelines based on their own profes-
sional biases and interests (Adami et al. 2023). Decisions to screen are frequently
influenced by idiosyncratic factors, rather than by discussion of risks and bene-
fits and informed consent (Justman 2012). Therefore, while some form of restric-
tive strategy is no doubt needed to prevent overdiagnosis, it remains vulnerable
to variable implementation owing to a range of factors that change across space

40. See, for discussion, Friedman (2023).

41. See, for example, Saquib et al. (2015) and Powell & Prasad (2023). See also, for philosophi-
cal discussion, Plutynski (2017).

42. See, for example, Norris et al. (2012) and Rasmussen et al. (2012).
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and time. New technologies for early cancer detection, such as simple blood tests
marketed directly to consumers, only exacerbate this worry.43

Relabelling might seem more robust than restriction. Even if we can’t prevent
doctors from ordering unnecessary mammograms, we can at least prevent doctors
and patients from acting on their findings by calling them “lesions” rather than
“cancers.” But on closer inspection, this too is a rather fragile barrier to blocking
the normative force of the cancer diagnosis. Euphemisms for early cancer, such as
“indolent lesion of epithelial origin (IDLE),” inevitably lead patients to ask the pre-
dictable question—so, is it cancer or is it not? —to paraphrase one patient (Kennedy
et al. 2012). Members of the public likewise worried that the relabelling strategy
might fail and undermine trust if patients later found out that their “lesion” was
previously called “cancer” (Nickel et al. 2019), a worry supported by qualitative
research on patients with early cancer.# In such cases, the full normative force of
the C-word re-enters the decision making process—often with a vengeance. When
Betty googles “zucchini,” she will not be pleased (to put it mildly).

The relabelling strategy, therefore, is not robust. In contrast, the revisionist
strategy, in virtue of being radical, that is to say, by targeting a key downstream
driver of overtreatment, is robust against perturbations in testing regimes and
idiosyncrasies of clinical practice. Of course, no large-scale normative change
happens overnight. The transition away from the fighter effect may be gradual,
with its influence lingering in some contexts or communities. But even in these
early stages, revisionism is preferable to a strategy that not only leaves the
problematic normative force of the cancer diagnosis intact but risks further
entrenching it. Relabelling, by sidestepping the issue, is vulnerable to collapse
under scrutiny; revisionism, by contrast, directly challenges the fighter effect
and, where successful, allows patients to make treatment decisions free from
interventionist pressures. Together, these four arguments show the revisionist
strategy to be at once radical, rational, respectful, and robust, making a compel-
ling case for adopting this approach. Next, I address three possible objections.

5. Objections
5.1 But it’s Infeasible

The first objection is that the revisionist strategy is infeasible. I acknowledge that
any strategy requiring broad normative shifts is prima facie less feasible than

43. See, for discussion, Cifu (2024).

44. As one patient remarked, “we’ve found out more from [the internet] because the consul-
tant ... would say was ‘no, no it’s not cancer...” yet the information that you actually find out is
that it is” (Kennedy et al. 2011: 860).
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those requiring only changing a name in a classification, or eligibility criteria in
screening guidelines. That being said, while the revisionist strategy may seem
more challenging than the other approaches, this does not mean it is infeasible.

It is a general feature of illocutionary force of a speech act that it can be sub-
ject to revision. Consider again John’s (2022: 2) judicial analogy. During a certain
time and place, a judge declaring a person a homosexual carried the normative
force to designate that person a criminal, a sexual miscreant, or both. Today, in
many places, this force is no longer. Reasons for this change are no doubt com-
plex, as they are heterogeneously and incompletely realized. But the example
illustrates how the normative force of a speech act is not carved in stone. Rather,
it is a product of social and cultural norms. Though seemingly entrenched, such
norms can be changed.

As speech acts, medical diagnoses are no exception. In fact, shifts in the
normative force of a diagnosis are rather common. In December 2019, in many
countries, having a diagnosis of Covid made you a dangerous novelty. Facts
about the disease, from changes in prevalence and severity, to understanding its
transmission and risk factors, to developments in vaccination and treatment, all
dramatically shifted what it meant to be a Covid patient in December 2023.

Such shifts are not limited to infectious diseases. Returning to Sontag, it's
notable that we have, in fact, shed many metaphors of cancer that she so lucidly
documented in her 1978 essay. In most places today, it would be strange to think
of having cancer as indicating a flawed personality, beset with repressed emo-
tions owing to excessive conformity —meanings once tied to a diagnosis of can-
cer. This suggests that the illocutionary force of the cancer diagnosis is not fixed.
While diagnostic speech acts have the power to change a person’s normative
status, what that change entails—whether it casts them as a fighter today or as
an emotionally repressed individual in the past—depends on broader medical,
social, and cultural norms. That these norms have shifted over time show the
revisionist strategy to be feasible.

Here a proponent of relabelling might respond that revisionism, though fea-
sible, is impractical. Yes, relabelling can only block normative effects. Never-
theless, in virtue of being more easily implemented, it remains an important, if
imperfect, measure to address the growing harms of overtreatment. This argu-
ment places the relabelling strategy alongside other public health interventions
favoured for their expediency. Though it may be better for teenagers to realize
that smoking is bad for them, banning cigarette sales to youth is a necessary
measure. However, as I've argued above, this type of paternalism is not justified
when it comes to deciding cancer treatments.

This response also raises the question of whether and to what extent rela-
belling and revisionist strategies conflict. A proponent of relabelling could,
for instance, advocate relabelling as a stopgap measure to prevent overtreat-
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ment while endorsing a broader revisionist agenda. Relabelling, however,
may undermine revisionism. One worry is that it furthers the impression
that cancer is too bad to name (e.g., Brown 2019). Calling Voldemort He-Who-
Must-Not-Be-Named might temporarily allay anxiety, but it only promulgates
his notoriety.

This worry is made clearer by appreciating how illocutionary force is
the product of rules and conventions within a social practice (Sbisa 2009; see
also Millikan 2005: 139-165). Insofar as relabelling reserves the cancer label
for cases where its existing normative effects are perceived as warranted, it
sanctions those normative effects, reinforcing the existing illocutionary force
of the cancer diagnosis. Since relabelling abides by current conventions that
surround the speech act of diagnosing cancer, it risks being counterproductive
to revisionism.

Revising the normative force of the cancer diagnosis instead requires chang-
ing social practices—changing the rules and conventions surrounding the speech
act of diagnosing cancer. The social practices that shape the illocutionary force
of the cancer diagnosis are widespread. They are not limited to how doctors talk
about cancer in the clinic but also extend, as we have seen, to how cancer cen-
tres recruit patients, organizations attract funding, awareness campaigns por-
tray disease, and pharmaceutical companies market drugs (Woloshin et al. 2012;
London & Kimmelman 2018; Ho 2021). And, as Sontag so vividly shows us, they
extend even further to how “battles” with cancer are represented in media and
culture. All these practices shape social expectations surrounding cancer, and
thus the normative force of its diagnosis.

Revising pervasive social practices is nevertheless possible. Literature on
shifting social norms offers resources to would-be revisionists. Bicchieri et al.
(2016), for example, examine the processes behind changing or abandoning social
norms, which begins with identifying a normative expectation (e.g., patients with
cancer should fight aggressively), recognizing a discrepancy between this public
expectation and private beliefs (e.g., I should fight agqressively vs. I wish to make
my own, informed decision about treatment), and then encouraging new behaviours
that challenge the existing expectation through public campaigns, adoption by
community leaders, and support from relevant institutions.

Though only one part of this process, institutional changes within oncology
are key to revising expectations surrounding the cancer diagnosis. Some changes
are already taking shape through initiatives that broadly align with a revision-
ist agenda. For example, a focus on shared decision making, which emphasizes
the importance of tailoring healthcare decisions to individual preferences and
values (Kane et al. 2014), is a welcome development towards ensuring that treat-
ment decisions in oncology respect patient autonomy while guarding against
overly aggressive treatment (cf., Chapple et al. 2002; Nelson et al. 2020). State-
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ments about shared decision making are increasingly included alongside treat-
ment recommendations in influential clinical practice guidelines in several can-
cers (Sanda et al. 2018; Gennari et al. 2021; Morris et al. 2023).4> Though some
worry this is mere “lip service” (Scholl et al. 2020), such statements by major
professional organizations are not trivial. They represent public avowals by
leading oncologists to signal that cancer, like any other disease, is a condition
where treatment decisions should be guided by individual preferences rather
than interventionist pressures.

Admittedly, limited to guidelines, such statements may do little to address
barriers to adoption of shared decision making in oncology practice (Kane et al.
2014; Scholl et al. 2020; see also Sanatani & Muir 2023). Nevertheless, if paired
with initiatives focused on implementation in patient care, such as integration of
patient decision aids and support tools into clinical workflows (e.g., Salwei et al.
2023), then it could help further the revisionist agenda.#® Again, while changes
within oncology are a useful starting point, for revisionism to succeed, they
must be paired with wider initiatives and campaigns to address broader social
practices and reshape public messaging about cancer.

5.2 But it Helps Patients

The second objection to the revisionist strategy argues that the fighter effect
helps patients more than it harms. This sentiment in part explains the origins

45. Forexample, recent guidelines for the treatment of early prostate cancer emphasize, “SDM
[shared decision making] is especially relevant in discussion of prostate cancer treatment because
such decisions involve multiple clinically accepted options, and the ratio of benefits to harms is
uncertain, equivalent, or ‘preference sensitive.” SDM aims to improve the quality of medical deci-
sions by helping patients choose options consistent with their own values and in accordance with
the best available scientific evidence” (Sanda et al. 2018: 684). Recent guidelines for the treatment
of metastatic colorectal cancer also emphasize shared decision making; for example: “Shared deci-
sion making is recommended, including a discussion of the potential for benefit and risk of harm;
while survival and recurrence outcomes are improved ... adverse events are more frequent with
triplet chemotherapy, compared with doublet chemotherapy” (Morris et al. 2023: 679). However,
the inclusion of shared decision making in oncology guidelines is not yet universal, and recom-
mendations may also exhibit gender bias (see Rivera-Izquierdo et al. 2023).

46. Certain types of decision aids, such as “conversation cards” (e.g., Volk et al. 2018), could
work to explicitly change conversational norms surrounding the cancer diagnosis, encouraging
patients to ask very specific questions regarding their treatment. Standard questions to support
shared decision making include: “What are the benefits?”, “What are the risks?”, “What are the
alternatives?”, and, importantly, “What if I do nothing?” (Ross et al. 2018: 2). This final ques-
tion, though currently challenging to ask in the context of a cancer diagnosis (Nelson et al. 2020),
always merits asking. Embedding such questions into routine clinical conversations surrounding
cancer treatment could help create new normative expectations that are more conducive to patient
autonomy in decision making.
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and persistence of the fighter effect, which challenges cancer’s earlier metaphors
of conformity and passivity (Sontag 1978: 46). By this argument, the normative
force of the fighter effect functions to impel cancer patients to action, jolting them
from their supposed apathy.

While some patients may find solace in cancer’s battle metaphors,47 on a
general level, this function is otiose. The fighter effect might serve as a source
of strength for some patients, providing the resolve to get through a difficult
treatment cycle or stimulus for early intervention. As discussed in §2.2, in cer-
tain cancers, early treatment is important for reducing cancer mortality. But the
fighter effect is not needed to achieve these benefits. Where early intervention
is warranted in cancer, like in any other disease, patients should be enabled to
choose treatment based on the weight of the evidence for its benefits —not based
on the expectation that they should “fight tooth and nail” (Magafa 2020: 652),
and pursue “treatment at all costs” (Harrington 2012: 409).

A man with early prostate cancer should choose to have his prostate surgi-
cally removed because he has considered the benefits of surgery (i.e., reduc-
tion in his risk of dying from prostate cancer), weighed against its potential
harms (e.g., perioperative death, pain, urinary incontinence, erectile dysfunc-
tion, etc.), and the fact that his cancer might never progress in his lifetime.
This is not an easy decision. The considerations are complex and must take
into account probabilities of numerous outcomes and the values the patient
attaches to each. Guidance by a clinician knowledgeable in these outcomes,
who can ascertain the patient’s values and engage in shared decision making,
is critical (Sanda et al. 2018). At the end of the day, there may still be signifi-
cant uncertainty about the “right” decision for the patient. However, this much
is clear: the fighter effect does not help. As I've argued above, by pressuring
patients towards action, the fighter effect is counterproductive to the aim of
allowing patients to make informed treatment decisions that carefully consider
the risks and benefits.

Moreover, one need not look far to also see other harms of the fighter effect.
Consider this reflection on the fighter effect from a patient with late-stage cancer:
“It implies that ... if I were to die, which I most likely will, then I'm a failure,
I'm weak, I'm not a good fighter” (Bodd et al. 2023: 87). No person with cancer,
or any disease for that matter, should be made to feel this way. Every war has
its casualties.

Another way to express this objection is that the revisionist strategy, by seek-
ing to reduce overtreatment, risks its opposite: undertreatment. Indeed, under-
treatment of cancer remains a concern for certain populations, such as racially

47. See, for discussion, Bodd et al. (2023).
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and economically marginalized groups.4® However, the way to address under-
treatment is not by encouraging patients to see themselves as fighters, willing to
take on risks of aggressive treatment. Considerable research shows that patients’
willingness to accept therapy is rarely the cause of undertreatment (Bouchardy
et al. 2007; Lavelle et al. 2014), which is more often driven by other factors
such as age, comorbidities, socioeconomic deprivation, and racial disparities
(Akinoso-Imran et al. 2022; Obrochta et al. 2021; Fakhri et al. 2021). Therefore,
addressing undertreatment requires a bottom-up approach built on genera-
tion, dissemination, and communication of evidence on the risks and benefits
of cancer treatments in a way relevant to practitioners and patients. This in turn
requires improving diversity and inclusion in cancer clinical trials (Aldrighetti
et al. 2021), ensuring access to affordable cancer drugs (Cortes et al. 2020), and
dismantling structural barriers to healthcare more generally (Islami et al. 2022).
To these ends, the fighter effect is far too crude a tool.

5.3 But it Encourages Overdiagnosis

The third objection is not against revisionism per se but rather its implication,
which served as the entry point for this paper, that we should not shy away from
saying a little bit of cancer. One might worry that the revisionist strategy, which
aims to reduce overtreatment of early cancers, comes at a cost of encouraging
overdiagnosis. Even if we successfully shift cancer’s normative force, at the end
of the day, saying “a little bit of cancer” still leads to more cancer patients, and
that in itself is a bad thing.

This objection can be addressed by two points of clarification. First, there
is the worry of creating more cancer patients. Arguing that we should not shy
away from saying “a little bit of cancer” does not entail that we should seek out
further opportunities to do so. While the revisionist strategy has unique virtues,
nothing in my argument precludes its implementation alongside the restrictive
strategy, which I've acknowledged is crucial for reducing overdiagnosis. Revi-
sionist and restrictive approaches should be seen as complementary.

Not shying away from saying “a little bit of cancer” also does not entail
that we should call more things cancer than we currently do. Drawing the line
between non-cancer and cancer is a challenge. “Cancer” cannot simply be read
off of our histological sections or genome analyzers. As we saw in §2.2, medical
experts go to great lengths to devise criteria and reach consensus on what to call
“cancer.” Debates in the philosophy of medicine highlight how drawing the line

48. See, for example, Reeder-Hayes et al. (2016) and Obrochta et al. (2021). For overview and
definition of cancer overtreatment, see DuMontier et al. (2020).
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between health and disease involves a range of considerations, from frequency
and dysfunction to values and norms, depending on one’s view of disease.*
This paper has not solved this challenge. But it has argued that these consid-
erations should be the same for cancer as they are for other diseases—that we
should work to revise cancer’s exceptional, unwarranted, and disproportionate
normative effects. Norms may still influence what we call disease. But revision-
ists look to prevent encroachment of particularly pernicious norms pertaining
to the cancer diagnosis which motivate calls for relabelling. Revisionists look to
a world without the fighter effect, where we can call cancer cancer without the
worry that it turns cancer patients into cancer fighters.

Lastly, there is the worry that creating more cancer patients is still a bad
thing, even in the absence of the fighter effect. This may be true. (But, to re-
iterate, revisionism in no way entails this outcome.) However, if the revisionist
strategy succeeds, I contend that the harms of overdiagnosis of early cancers
would look quite different than they do today. Though it might not make the
diagnosis of cancer “good,” at least it could make it a little less bad. It could
mean that, when your doctor says, “You have cancer,” it won’t be heard as a
death sentence, battle cry, or call to arms. It may not be exactly like your doctor
diagnosing toenail fungus when you wear sandals to your routine check-up. But
perhaps something in between —between the bleak and the banal. If revisionism
succeeds, overdiagnosis of early cancer could become at once more mundane
and manageable.

6. Conclusion

Should we say a little bit of cancer? This paper has argued, against influential
voices in the field, that we should not shy away from using the phrase, and,
moreover, that shying away misses a key opportunity to address the problem of
overtreatment. The revisionist strategy seizes the opportunity to shift the norma-
tive force of the cancer diagnosis, specifically the fighter effect, and in so doing
offers distinct advantages vis-a-vis alternatives.

While this paper has argued for revisionism as an approach to tackle over-
treatment of early cancers, its benefits extend beyond this domain. The fighter
effect impacts all patients with cancer. Not coincidentally, the problem of over-
treatment is not limited to early-stage cancers but occurs at all stages, perhaps
especially in late-stage cancers at the end of life.>° As I've argued in this paper,

49. For discussion of drawing the line in the context of cancer see Plutynski (2018: 61-87) and
Schwartz (2014). See also, inter alia, Schwartz (2007; 2017) and Rogers & Walker (2017).

50. Studies suggest that overtreatment may affect one-third of patients with cancer near the
end of life (Szilcz et al. 2022), with twenty percent receiving aggressive treatments within a month
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challenging the fighter effect enables rational, patient-centred decision making
in cancer treatment. This applies not only to patients with early cancers but also
patients with advanced disease—not just those with a little bit of cancer but also
those with a whole lot.

Challenging the fighter effect is not to minimize the adversity and hardships
faced by patients with cancer. Despite dramatic changes in the landscape of can-
cer therapy over the past decade, treating most cancers is not yet like treating
toenail fungus. Treatment for many cancers remains long and hard. Too many
cancers remain incurable. Faced with a diagnosis of cancer, many patients may
still wish to see themselves as “fighters”; others as “travellers”; others as some-
thing entirely different. We should, of course, all be free to attach our own mean-
ings to challenging life experiences. However, as I've argued in this paper, these
meanings should be decoupled from the illocutionary force of the cancer diag-
nosis. Only in this way can we achieve Sontag’s sought-after “liberation” and
truly tackle the problem of overtreatment.
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