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Abstract 

Medicine seeks to overcome one of the most fundamental fragilities of being human, 

the fragility of good health. No matter how robust our current state of health, we are 

inevitably susceptible to future illness and disease, while current disease serves to 

remind us of various frailties inherent in the human condition. This paper examines 

the relationship between fragility and uncertainty with regard to health, and argues 

that there are reasons to accept rather than deny at least some forms of uncertainty. In 

situations of current ill health, both patients and doctors seek to manage this 

vulnerability through diagnoses that explain suffering and provide some certainty 

about prognosis as well as treatment. However, both diagnosis and prognosis are 

inevitably uncertain to some degree, leading to questions about how much uncertainty 

health professionals should disclose, and how to manage when diagnosis is elusive 
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thus leaving patients in uncertainty. We argue that patients can benefit where they are 

able to acknowledge, and where appropriate accept, some uncertainty. Healthy people 

may seek to protect the fragility of their good health through undertaking preventative 

measures including various tests and screens. However, these attempts to secure 

ourselves against the onset of biological fragility can cause harm by creating rather 

than eliminating uncertainty. Finally we argue that there are good reasons for 

accepting the fragility of health, along with the associated uncertainties.    
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“Medicine’s ground state is uncertainty. And wisdom – for both patients and doctors 

– is defined by how one copes with it.” [1, p. 229] 

 

The notion of fragility conjures up images of delicate objects breaking, relationships 

fracturing, bodies succumbing to damage, and precarious arrangements failing. If 

something is fragile, it is susceptible to a particular kind of harm, to being destroyed, 

broken or damaged. The brittle bones of a woman with advanced osteoporosis are 

fragile, as may be her sometimes fractious relationship with her daughter, and her 

tenuous arrangement for alerting her neighbour should she be unable to get up after a 

fall. And if something is fragile, we need to take particular care to avoid the damage 

waiting to happen. Fragility is connected to vulnerability: “To be vulnerable is to be 

fragile, to be susceptible to wounding and to suffering” [2, p. 4]. The fragility of our 

flesh and blood bodies makes us vulnerable to physical damage while the fragility of 

our mental and emotional states makes us vulnerable to a variety of psychological 

harms.  

 

Our concern in this paper is with the fragility of health; we explore the complicated 

relationships between fragility and uncertainty in healthcare. Individuals may engage 

with the healthcare system in response to recognising ill health, as when symptoms 

trigger uncertainty and those affected seek to have the particular fragility identified 

and uncertainty eliminated through the process of diagnosis. Alternatively, 

symptomatic individuals may seek some kind of certainty about their future health, a 

kind of guarantee against fragility, by undergoing preventative health measures such 

Wendy Rogers
This paragraph has been edited to address Bernadette’s point about confusing use of ‘we’. Here we retain the authorial ‘we’ have eliminated other potentially confusing uses of ‘we’. The rest of the paper retains some uses of 'we' in the 'we human beings' sense, where this is appropriate to the exposition, and the meaning clear from the context. 
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as screening. But these engagements can themselves sometimes exacerbate or be 

sources of uncertainty, or identify unsuspected fragilities. We examine these two 

situations in the first and second parts of the paper. Regarding the first, we argue that 

recognising and accepting some kinds of uncertainty may benefit patients and 

strengthen doctor-patient relationships. Regarding the second, we show how 

screening can sometimes create additional fragilities and uncertainties. There are 

many ways in which uncertainty recurs throughout these processes, leading to 

questions about the extent to which it is ever possible to obtain robust assurances 

about one’s future health. No matter the measures people take to strengthen or protect 

their health, it remains inevitably susceptible to and contingent on matters beyond 

individual control.  

 

Our examination of both of these situations suggests that there is value in accepting 

some uncertainty regarding our health. Ultimately we argue that accepting the 

fragility and attendant uncertainty of health is important for at least three reasons. 

First, this acceptance may lead to more honest and transparent communication 

between patients and their healthcare providers. Second, some attempts to reassure 

people that their health is robust have the opposite effect without actually altering 

their health status, suggesting the need for further evaluation as to when such 

reassurance should be sought, and when it is better to accept the uncertainty. Third, it 

may be that this fragility is an important part of what it is to be human; we just are 

finite and vulnerable creatures. To attempt to deny this may be to deny something 

fundamental about human identity, while learning to live with it may indeed be 

wisdom [1, p. 229].  
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Section I. Fragility, ill health and uncertainty  

It is a truism that healthy people by and large take their health for granted; good 

health is the invisible ground upon which life is lived. Most of the time we 

unreflectively expect that our limbs will move and senses perceive, without pain or 

other forms of malfunction. Yet we are, at least at some level, aware that this good 

health is fragile, that an unexpected heart attack, a spreading cancer, mysterious 

bruises or crippling pain may suddenly fracture wellbeing. The onset of symptoms is 

an unwelcome reminder of mortality with the potential to disrupt the rhythm of life; a 

reminder of the fragility of biological organisms and their susceptibility to disease and 

death.  

 

Once a symptom occurs, depending upon its severity and intrusiveness, we enter a 

state of some uncertainty: Is this normal or not, serious or insignificant, something or 

nothing? Clearly the effects of this uncertainty will vary according to psychological 

dispositions, but for many people, the spectre of illness will trigger a medical 

consultation. In the face of unknown symptoms, patients seek certainty: “We, as 

patients, want desperately to know what will be our medical fate” [3, p. 227]. 

Medicine offers some sense of certainty, by categorising worrying symptoms through 

consultation, examination and diagnosis. If a diagnosis ensues, the symptom becomes 

a defined problem, with a known cause, providing an explanation for the symptoms. 

In some cases prognosis may be unpredictable, but usually it is possible to predict the 

likelihood of various outcomes. Diagnosis is critical then, as the process by which the 

messy stuff of personal experience is categorised and classified into something 
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identifiable, something known and manageable. Through diagnosis, uncertainty is 

reduced: “diagnosis captures, explains, and cements the account of illness into an 

explanatory paradigm” [4, p. 514].  

 

For many patients, diagnosis provides psychological benefits, from both increased 

understanding and diminished uncertainty. The knowledge provided by diagnosis 

informs decisions and directs actions in one way rather than another, triggering (and 

mandating) care. It provides information to healthcare providers, and to patients on 

how to live with the implications of the diagnosis. Diagnosis is thus both an 

instrumental goal for directing treatment, and an end in itself, providing 

understanding, removing or reducing uncertainty, and narrowing down the locus of 

fragility to the specific disorder. 

 

The diagnosis may, of course, reveal serious disease, such that the patient remains 

highly vulnerable; mitigating uncertainty through diagnosis is not a panacea. But even 

a grim or uncertain prognosis can be easier to accept than the ominous threat of an 

undiagnosed problem. Wasfy writes of the spouse of a patient who burst into tears of 

relief at being told of her husband’s disseminated cancer, diagnosed after three 

months of unexplained symptoms: “That uncertainty had been tearing her apart. She 

wasn’t relieved about cancer. She was relieved because she could see an end to the 

uncertainty” [5, p. 1075]. The distress of undiagnosed symptoms may far outreach 

that attributable to the physical manifestations, because of the accompanying 

uncertainty as to whether such symptoms are a sign of impending death, a treatable 

condition, or nothing to worry about [see also 6, p. 252]. So while patients may 
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remain aware of the fragility of their health post-diagnosis, the uncertainty triggered 

by the initial appearance of symptoms may abate. Diagnosis provides a discrete 

boundary; this can give shape to the vulnerability of ill health that is otherwise lacking 

when symptoms are anchored only to uncertainty.   

 

These points are demonstrated by cases of diagnostic uncertainty, where patients have 

symptoms that resist diagnosis, and are thus left with the label of “medically 

unexplained symptoms” (MUS). In these cases, patients experience the phenomena of 

ill health, thereby emphasising their fragility, but the search for certainty becomes a 

prolonged process with ever diminishing returns. There is a developing literature on 

MUS, what Nettleton calls “an emerging sociology of uncertain illness” [7, p. 1168]. 

What is striking in this literature, especially that based on patients’ accounts of MUS, 

is the misery accompanying this kind of uncertainty. ‘Angela’ for example, who has 

unexplained neurological symptoms interfering with her day to day life, reports 

saying to her neurologist: “but I think I would rather you told me I’d got the brain 

tumour or something.” She adds: “Because then you know. You know where you’re 

going. As it is I mean, you don’t know how to treat it, what to do for the best. I am 

just so tired” [8, p. 53]. The effects of this kind of uncertainty, of having sometimes 

severe symptoms (such as weakness, headache, fatigue, inability to swallow or 

sensory changes) that do not fit an existing diagnostic category, seem qualitatively 

different to the effects of uncertainty about prognosis. Without a diagnosis, patients 

lack any way to explain what is happening to them, a narrative that would make their 

experience intelligible. As Velleman [9] argues, the lack of an explanation for one’s 

experiences is both immediately distressing and can disrupt connections between 
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experience, action, and one’s sense of self, as a particular kind of person with these 

projects, and these hopes and plans for the future. Uncertainty about the cause of 

symptoms can lead to self-doubt, stress, fear of being (or being considered) a fraud, 

frustration at the lack of recognition of the experience of ill health, and the difficulties 

of negotiating the social world with MUS. 

 

Without a diagnosis, there is no prognosis, so patients with conditions like MUS are 

left feeling increasingly fragile.1 Here uncertainty closely tracks fragility, perhaps 

reinforcing it. Not knowing what is wrong leaves one with few strategies for dealing 

with symptoms, potentially vulnerable to inadvertently exacerbating the condition, 

and with unanswered questions about what is wrong and when it may improve. While 

there might be wisdom in accepting some prognostic uncertainty, this kind of identity-

affecting uncertainty is deeply challenging. There is no easy answer, but perhaps 

separating diagnostic uncertainty (for example, about MUS) from certainty about the 

provision of ongoing care is one important step. Likewise, recognising and validating 

the distress of MUS might help to mitigate it, as might discussing the difficulties of 

incorporating this kind of uncertainty into a coherent life narrative. But as we discuss 

below, tolerating uncertainty poses challenges for clinicians.   

 

Even with an ostensibly ‘ironclad’ diagnosis, it is never possible to banish all 

                                                 
1  The uncertainty of the patients, about their health and the meaning of their 
symptoms may be compounded by responses to MUS by practitioners, such as 
hostility, frustration, and feelings of impotence [10]. These are qualitatively different 
to responses by practitioners to ‘regular’ medical uncertainty, as the absence of a 
diagnosis may lead the practitioner to question their own competence, as well as 
giving them feelings of failure in the face of patients’ ongoing suffering.  

Wendy Rogers
We have clarified the potential confusion that Steve identified here.
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uncertainty.2 Apparent medical certainty (‘X’ is the problem, ‘Y’ is the treatment, and 

‘Z’ is likely to happen) is plagued by doubts, both scientific and practical. Individual 

practitioners may have a better or worse mastery of current medical knowledge. 

Medical knowledge itself has many gaps. Further, there is the challenge of 

distinguishing between these two states in identifying the cause of a practitioner’s 

ignorance in a specific context [Fox 1957 cited in 11, p. 5; and see also 12]. A doctor 

may be uncertain about the best course of treatment for a patient not only due to lack 

of general or individual medical knowledge, but due, for instance, to lack of 

knowledge of a patient’s values [13]. Beresford claims that “uncertainty is an 

unavoidable constituent of the particular and context-specific decisions physicians are 

required to make” [13, p8]. Finally these uncertainties arising from medical 

knowledge or the practitioner herself are augmented by inherent uncertainty about the 

way that ill health will unfold in the context of patients’ specific circumstances.3     

 

There is increasing acceptance of the relevance and importance of medical uncertainty 

to practice [14, 15].4  Our concern here is with the effect of apparently transferring the 

patient’s uncertainty to the doctor through the process of diagnosis. A patient’s 

uncertainty may be dispelled by a firm diagnosis, while the doctor bears the 

uncertainty of inevitably incomplete knowledge (both general and particular), which 

                                                 
2  Later in the paper we detail some of the ways in which tests may provide 
unreliable results, including mistakes, false negatives and false positives, and 
overdiagnosis; here we focus on general uncertainty in healthcare regarding 
prognosis. 
3  We thank one of the editors for pointing out this distinction. 
4  This includes a growing literature on the mechanisms that doctors use to deal 
with uncertainty, such as denial, the seeking of specific and narrow diagnoses, the use 
of black humour, avoiding areas of medical practice where uncertainty is more 
prevalent (such as general practice, geriatrics, psychiatry), and relying on heuristics, 
which may be more or less biased [14].  

Wendy Rogers
We have added this to address Bernadette’s point about scientific and practical uncertainty. 
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may or may not affect care of this particular patient. This does not in itself affect 

some aspects of the patient’s vulnerability as she is and remains the one with the 

illness. But if the patient feels confidence in the diagnosis and care offered by her 

doctor, this can be a buffer against the fragility of ill health; her vulnerable state is 

recognised, identified, ameliorated to the extent possible, and the ensuing relief may 

be therapeutic in itself, irrespective of specific treatments. At least, this is one of the 

arguments cited in favour of not disclosing uncertainty to patients, as to do so may 

undermine any therapeutic effect of the doctor-patient relationship [Katz cited in 14]. 

Other reasons have been suggested as to why doctors are reluctant to disclose 

uncertainty to patients, including the potential for patients to misunderstand 

discussions of risk, the effect of reduced patient trust on satisfaction, or the harm that 

may ensue if patients learn of the uncertainty around their prognosis or treatment [16]. 

These ideas have some prima facie appeal: when one is ill, it is a relief to hand over 

responsibility to a skilled doctor, to relax and hear only the words that she knows 

what is wrong and what will help; it is plausible that this relief has a beneficial effect 

on health, and that introducing uncertainty may cause patient distress.  

 

Nonetheless, this medical approach to shielding patients from unavoidable uncertainty 

is problematic for a number of reasons. First, when it is deliberate, it may amount to 

frank deception. Deliberately withholding potentially relevant information, including 

about the limits of that information, undermines patients’ decision making, about both 

their immediate medical care and more general decisions regarding their lives. Thus it 

limits patients’ autonomy in unwarranted ways. Second, there is considerable 

potential for a breach of trust when areas of uncertainty are not disclosed, as patients 
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may feel betrayed if and when their treatment does not work, or the disease progresses 

in ways not previously flagged. Third, it is not clear that patients are significantly less 

able to understand complex information about risk than doctors, or that doctors cannot 

learn the necessary skills to communicate effectively about risk and uncertainty [16]. 

Next, the claim that communicating about uncertainty will increase stress may be true 

in some or even many cases, but this does not mean that patients would rather not 

know about it [17]. Some patients may not wish to know, but this preference should 

be elicited through skilful communication rather than assumed. Finally, concealing 

uncertainty from patients is problematic if it is motivated, as Katz [18] suggests, by 

the desire to safeguard medical power and authority, where sharing uncertainty with 

patients is taken to reveal both the limits of medical knowledge per se, and the limits 

of this particular doctor’s ability to translate and apply abstract knowledge in the care 

of this individual patient. For all of these reasons, not sharing uncertainty can increase 

patients’ vulnerability as they are left less able to protect their interests than they 

might otherwise be.5  

 

This suggests there is a value in being able to experience at least some kinds of 

uncertainty, where this reflects having a more nuanced understanding of one’s 

medical situation. Perhaps what is at stake here is distinguishing different kinds of 

uncertainty and their effects. The patient’s uncertainty of not knowing what is wrong 

is compelling; the relief of diagnosis is testament to just how distressing it can be to 

lack a diagnosis. And it is the role of medicine to provide, to the extent possible, an 

                                                 
5  Avoiding the disclosure of uncertainty may also lead to self-deception about a 
doctor’s own competence, or erode her capacity to recognise her limitations, with a 
detrimental effect on her expertise. We do not have space to explore this point further, 
but thank one of the editors for drawing it to our attention.  

Wendy Rogers
We have added this footnote to acknowledge the point Steve raised about the potential effects of uncertainty on the competence of the doctor. 
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accurate diagnosis and appropriate treatment as part of managing this uncertainty. 

However, it does not follow that admitting uncertainty about prognosis will 

undermine this benefit of diagnosis. The initial uncertainty of unknown symptoms is 

addressed, and the patient may not be worse off if she is given a realistic account of 

her condition, including areas of uncertainty. In fact, she may be better off.6 On the 

other hand, there are reasons to think that offering greater certainty than warranted (by 

the general state of medical knowledge about her condition and by this particular 

doctor’s skills), does potentially harm the patient as she thereby lacks a sound basis 

for decision making and has grounds for subsequent distrust.  

 

In this section, we have argued that the fragility experienced in ill health is 

exacerbated by uncertainty regarding the import of symptoms, and that at least some 

of the benefit of the diagnostic process is to diminish the patient’s uncertainty, by 

transforming symptoms into a cohesive medical narrative. In contrast, diagnostic 

uncertainty compounds the distress of symptomatic ill health, leaving patients with 

incoherent experiences. We have flagged potential problems with this process; 

medicine is unavoidably uncertain, due to epistemic gaps and other sources of 

ambiguity, so that any diagnosis and prognosis is inevitably provisional to some 

extent. Although sharing this uncertainty with patients is resisted on a number of 

grounds, these are unjustified as disclosing prognostic uncertainty (consistent with 

patients’ preferences) is preferable to concealing it, and concealing it may make 

patients more rather than less vulnerable.  

                                                 
6  The small interview study by Ehrich et al [17] suggests that, in the context of 
novel procedures, patients accepted clinicians’ uncertainty and appreciated clear 
explanations of risk.  
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In the next part of the paper, we examine the fragilities that arise in preventative 

healthcare, specifically screening. Paradoxically, seeking assurances about current 

and future health may increase both uncertainty and vulnerability.7  

 

Section II. Seeking invulnerability: screening and the pursuit of health 

One way of seeking to guard against the fragility of health is through preventative 

actions, such as regular screening. Screening for many conditions is accepted as a 

routine part of health care, based upon the assumption that the early identification of 

asymptomatic disease will lead to better patient outcomes [21].8 The dynamics of the 

interaction between individual and doctor are quite different in screening compared 

with seeking care for symptoms. The individual seeking screening is not clearly a 

patient, but is through screening hoping to avoid becoming a patient. Thus she does 

not attend with uncertainty precipitated by having symptoms. Rather, she comes 

seeking affirmation of the robustness of her health. However, the very fact of being 

screened draws attention to her vulnerability to ill health [22]. There is now a 

veritable battery of screening tests for everything from aneurysms to cancer.9 

Screening highlights the very many ways in which bodies may fail. Despite the lack 

of symptoms, it is possible that one’s health is being quietly undermined, and that 

                                                 
7  In what follows we do not intend to provide a comprehensive account of the 
ethical challenges of screening [see e.g. 19, 20]; rather we aim to explore potential 
uncertainty and vulnerability associated with at least some instances of screening.  
8  Current approaches to screening date back to the influential work of Wilson 
and Jungner [21] whose 1968 principles for screening focus on the importance of 
screening being able to identify the early pre-symptomatic phases of significant 
diseases for which acceptable and effective treatment exists.  
9  For example, the NHS recommends the following routine screening for adults 
aged 30-64 years: cervical, breast, bowel and prostate cancer, blood pressure, 
cholesterol, anaemia, thyroid, respiratory, heart, bone, kidney and glaucoma [23]. 
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screening will reveal this. So attending for screening may precipitate some uncertainty, 

some hesitation about whether to trust that one is as well as she feels. Screening does 

not alter one’s vulnerability to ill health (although it may reduce the effects of disease) 

since with or without screening it is possible to have covert serious disease, but 

screening draws attention to that vulnerability and perhaps exacerbates concern about 

the fragility of health and unsettles one’s day to day feeling of being well. 

 

Screening generally results in a positive or negative initial finding, both of which have 

implications for future predictions about health. Negative results can bring relief. 

They confirm the individual’s own view about their state of health, apparently banish 

uncertainty and may foster feelings of invulnerability. The bullet has been dodged, 

and concerns about health can recede (at least until the next screening). But negative 

results cannot guarantee future good health. This illusion is exacerbated if the 

negative result has been erroneously attributed through administrative error, or if it is 

a false negative - reporting no disease present, when in fact there is disease [24]. The 

certainty offered by the negative result is deceptive, but there is no mechanism to 

expose this deceit, as the individual is discharged with a clean bill of health. 

Meanwhile, the disease may progress until it becomes symptomatic or is detected at 

the next screening episode. Screening aims to reduce vulnerability through early 

detection of asymptomatic disease, but false negative results increase vulnerability as 

the individual not only has undetected disease, but has also been assured that her 

health is good, potentially leading her to discount emerging symptoms that might 

otherwise prompt medical care. Irrespective of false negatives or incorrectly reported 

results, the assurance provided by a negative screening result is somewhat ephemeral 
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as the very next test may reveal disease; the fragility of one's body remains constant. 

 

In contrast to the relief of negative results, a positive result emphasises bodily fragility, 

triggering uncertainty about one’s state of health and future. The 'invisible ground of 

good health' comes into sharp focus when a person attends for tests that may reveal 

unanticipated health problems. For screening-detected disease, diagnosis comes as a 

shock, diverting the individual onto a new narrative of ill health. Individuals’ 

confidence in their own expertise is diminished, and expertise about their health 

transferred to third party experts.10 In stark contrast to the role of diagnosis discussed 

above, where diagnosis makes sense of what is happening and imposes order on 

experience, screening-related diagnosis disrupts individuals’ trust in the experiences 

of their own bodies, and their identities as healthy persons.  

 

Positive results usually precipitate further rounds of testing, to confirm the diagnosis, 

determine extent of disease and so forth. In an ideal world, a positive result accurately 

discloses the presence of disease, early intervention is effective, and the person is 

better off than if the disease had progressed to a symptomatic phase [21]. Ideally, 

screening reduces vulnerability to ill health.11 But not all cases are ideal. Both false 

positives and overdiagnosis can lead to uncertainty and at times, expose fragilities and 

increase vulnerability. False positive results occur when further investigations reveal 

that the initial positive result is incorrect compared with a more reliable (“gold 

                                                 
10  Here we are thinking of the technical staff collecting specimens and 
performing analyses, as well as the doctors interpreting and reporting on the results. 
11  We do not wish to imply that screening, for at least some diseases, is 
generally non-beneficial. Our concern is with the effects of screening on uncertainty 
and vulnerability, particularly where screening leads to false negatives and positives 
and overdiagnosis.  
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standard”) test, so that the apparently affected person does not have the screened 

condition [24]. A mammogram may, for example, be reported as positive for breast 

cancer, but further investigations reveal that the lesion is not breast cancer. False 

positives can create the same fear and uncertainty as a true positive result, at least 

until the erroneous nature of the diagnosis is verified [25]. False positives muddy the 

waters in terms of seeking certainty from screening tests, as they reveal the fallibility 

of these tests. The initial vulnerability felt at the positive result is created by the 

intervention itself; and while the ensuing relief when the false positive is overturned 

can be significant, the experience may leave a lingering concern about the reliability 

of future tests, creating new uncertainty [e.g., see 26]. 

 

There is another, and perhaps more worrying way in which screening can create 

uncertainty. Overdiagnosis refers to the diagnosis of a disease that results in more 

harm than benefit to the person diagnosed, because the overdiagnosed condition will 

not develop into symptomatic disease or cause premature death [27].12 Overdiagnosis 

differs from false positives in that the diagnosis is verified by the prevailing gold 

standard tests. Despite the confirmed diagnosis, at least some individuals have a 

variant of the relevant disease that will not threaten their health. Overdiagnosis was 

identified as a problem for screening-detected disease some time ago, but has only 

recently started to receive sustained attention [see 29]. Overdiagnosis that occurs in 

cancer screening arises from an epistemic gap, due to current inabilities to predict the 

course of specific cancers. Thus of one hundred breast cancers found at screening and 

                                                 
12  Here we discuss only overdiagnosis arising in the course of screening. There 
are other ways that overdiagnosis occurs, including in the context of patients 
presenting with symptoms. A full discussion of these matters is beyond the scope of 
this paper [see e.g. 27, 28]. 
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confirmed on further testing, around one fifth are cancers that will not progress to 

invasive disease, either remaining indolent or regressing [30]. Currently there are no 

markers to predict the paths of individual cancers, making it impossible to know 

which individuals are overdiagnosed and hence receive unnecessary treatment. A 

second form of screening-related overdiagnosis stems from lowering diagnostic 

thresholds for diagnosing conditions like chronic kidney disease or diabetes [27]. 

When the thresholds are lowered, screening detects many people with minor 

abnormalities who are then labelled with the disease, even though the risk of their 

initial abnormality progressing to harmful disease is very low.  

 

Overdiagnosis threatens the value of diagnosis and undermines the utility of screening. 

As we indicated above, diagnosis is valued not only for its power to direct treatment, 

but also as an end to uncertainty by explaining symptoms. Overdiagnosis turns this on 

its head, as it identifies apparent disease that will not harm the affected individual. 

Rather than decreasing uncertainty by sorting the well from the ill and identifying 

treatment-requiring disease, overdiagnosis increases uncertainty by identifying 

ostensible instances of disease that are harmless. And by increasing the identification 

of seeming disease, it creates patients of those destined to otherwise remain well, 

creates vulnerability by claiming that their health is more fragile than it is, and 

exposes patients to unnecessary treatments and attendant risks.     

 

Like the uncertainties of prognosis, those of screening may not be always be shared 

with patients. One approach is to simply extol the benefits of screening with little 

attention to potential harms – what Entwistle et al call the ‘be screened’ approach [31]. 
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This approach encourages screening with little concern for informed decision making. 

A second approach is to provide information including health outcomes of screening 

versus no screening, in order to facilitate the individual’s own analysis and choice. 

While apparently more autonomy-respecting than the ‘be screened’ approach, this is 

potentially arduous and does not necessarily support autonomy [31]. However, there 

are emerging attempts to communicate some of the uncertainties of screening in ways 

that facilitate discussion and shared decision making [32]; for example, an NHS [33] 

breast screening leaflet mentions both false positives and overdiagnosis.13 A recent 

study found that women are able to understand information about breast cancer 

overdiagnosis, this does not lead to decisional conflict, anxiety or worry, and the 

information is used in decision making [34]. Thus providing information about 

uncertainty associated with screening can facilitate informed choice without leading 

to apparent harm.       

 

In complying with screening recommendations, individuals seek to decrease 

uncertainty about their future health, and provide a buffer against vulnerability to ill 

health by averting the consequences of more advanced disease. But this process is not 

unproblematic. As we have shown, screening may lead to false reassurances about 

good health, and incorrect predictions about bad health. Vulnerability may be 

exacerbated rather than diminished, while the overall effect upon health is not always 

positive; fragility may be misattributed or unidentified. The attempt to provide 

                                                 
13  The leaflet states that of one hundred women screened, four may need more 
tests, of whom one is likely to have cancer; and of those diagnosed with invasive 
cancer, one woman will have her life saved by screening while another three will be 
overdiagnosed with and treated for a cancer that would never have become life 
threatening [33]. 
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certainty about one’s state of health may backfire. In the final section of this paper, 

we argue that seeking certainty as a way of reducing vulnerability to ill health is both 

problematic and unsuccessful, and that as both diagnosing disease and screening are 

inherently imprecise, it may be preferable to find ways of addressing this vulnerability 

that do not offer unreliable assurances of certainty.  

 

Section III. Responding to fragility 

Regardless of the benefits of preventative and treatment-oriented healthcare, our 

health remains fragile and to a greater or lesser extent uncertain: tomorrow the heart 

attack or cancer may strike. If this is just a straightforward epistemic problem – after 

all it is impossible to predict the future – it is not particularly interesting. But we 

claim that the way that medicine responds to uncertainty, and the paradoxes that occur 

when we seek assurances about our state of health, do render the problem interesting. 

As we have noted, there are different kinds of uncertainty, some of which seem easier 

to bear than others; some uncertainty is unavoidable, while other uncertainties arise 

from actions such as screening that seek to diminish uncertainty. In addition, the way 

that the medical system responds to uncertainty may create further vulnerabilities for 

patients by keeping them in ignorance. Clinicians may respond by denying 

uncertainty, or attempting to banish it through an infinite regress of increasingly 

sophisticated tests [15, see also 22].   

 

Given these problems, how should we respond to the fragility of health and the 

uncertainty that accompanies even the best healthcare? A first step is to acknowledge 

the limits of medical knowledge, and to accept that at least some uncertainty is 
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inevitable [Seely’s “irreducible” uncertainty, 15, p. 72]. This does not mean 

abandoning the quest for greater medical knowledge, accepting ignorant practitioners, 

or tolerating inadequate information. On the contrary, attention to uncertainty might 

spur efforts to fill some of the knowledge gaps and to do a better job with tools 

designed to illuminate uncertainty, such as decision aids. More importantly, 

acknowledging uncertainty might lead to greater honesty in communication between 

practitioners and patients. Although it may be difficult, acknowledging prognostic 

uncertainty to patients need not undermine care, but rather can form the basis for 

developing realistic goals and assuring ongoing support, come what may. When 

thinking about the fragility of health, being cured or having disease averted may be 

the aim, but where this is not possible (and eventually that time arrives for everyone), 

people want care. And while it is not possible to offer certainty about the future 

course of illnesses, it is possible to make credible and achievable promises about 

providing care. At its best, healthcare offers appropriate care for the sick; to do this it 

is not necessary to offer unrealistically specific prognoses. As Seely notes: “By 

acknowledging uncertainty within patient care, the physician-patient relationship can 

be elevated to one of greater communication and shared decision making” [15, p. 72]. 

For the well, reliable screening tests that identify early forms of diseases amenable to 

curative interventions, and that minimise overdiagnosis, are needed. Rather than 

construing screening as a critical part of protecting one’s health, it should be offered 

to patients in ways that do not hide or minimise uncertainty about its benefits and 

harms. Accepting that uncertainty is inevitable does not mean giving up on the best 

healthcare possible, but it does mean sharing medical power, trusting patients to 

accept the limits of medical knowledge, and striving for honest communication. 
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Likewise, if practitioners accept the limits of their knowledge and the inevitable 

uncertainty of clinical practice, this may lead to more compassionate treatment of 

those with medically unexplained symptoms or who otherwise fail to fit into predicted 

medical patterns.  

 

As well as these practical benefits of accepting uncertainty regarding health, there is a 

deeper existential matter at stake. No matter how much we strive, we can never 

successfully overcome our fragility; our biological bodies will one day fail and we 

will die in sometimes unpredictable ways. Trying to banish this realisation through 

denying uncertainty undermines our capacity to live well in the face of our finitude. 

By trying to deny vulnerability, we are diverted away from seeking social and 

structural ways of promoting resilience [35]. In contrast, facing, or even embracing, 

the fact of our biological fragility might have advantages. First, the knowledge that 

we are all biologically frail and will all, sooner or later, need healthcare may promote 

social solidarity. Recognition that we are all potentially needy and dependent because 

of failing health is a potent reason to provide equal access to healthcare for all.14 

Second, recognition of universal biological fragility might avoid unhelpful and 

potentially divisive dichotomies between the healthy and the unhealthy, the weak and 

the strong. If we accept the uncertainty of continuing good health, we may be more 

likely to see similarities rather than differences between the well and the ill, and thus 

                                                 
14  We recognize that socio-economic factors significantly influence health 
status, such that the chances of suffering ill health are not equally distributed in 
populations; nonetheless, even the most well off are not immune from ill health.  
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respond more compassionately to those at the less well end of the spectrum.15  

 

In conclusion, there are complex connections between fragility, uncertainty and 

healthcare. In situations of symptomatic illness, healthcare can resolve uncertainty by 

providing a diagnosis, allowing patients to make sense of their experiences. Where 

symptomatic individuals lack a diagnosis, they are left without an explanatory thread, 

with uncertainty unresolved in ways that can be deeply distressing to personal 

identity. Screening healthy, or at least asymptomatic people can jeopardise their 

feelings of wellness in various ways, with variable effects upon uncertainty. In all of 

these situations, there is a tendency for health professionals to discount uncertainty, 

but in many cases this is unjustifiable.  Instead, it may be preferable to acknowledge 

uncertainty about health, in order to strengthen patient-clinical relationships and foster 

solidarity.   
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