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Abstract
Introduction
Health has been lost in the current
healthcare system, replaced by a
near exclusive focus on discrete
diseases. People feel healthy if they
perceive a relative balance between
their physical, emotional, social and
cognitive experiences. The role of
the healthcare system, therefore,
must be to facilitate a rebalancing
of these domains in those who
experience illness, regardless of the
presence or absence of identifiable
discrete biomedical conditions.
Looking at health from a commu-
nity epidemiological perspective
highlights that the experience of
health follows a Pareto distribution
(although known as the 80:20 split).
The majority of people are healthy
enough not to require health care.
Of the 20% who perceive to require
health care, the majority require
primary and community care, with
very few in need of tertiary hospital
care. This article reflects on the
notion of health, highlighting that
health is a subjective and dynamic
state.
Conclusion
Combining these two strands leads to
the conclusion that health care must
focus on people and their health
(and illness) experiences. A health-
focused healthcare system will be
aligned to provide the structures and
functions that allow people to regain
their personal health, defined by their
own subjective experience.
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Introduction

.The principal conception of medi-
cine, health, and disease are neces-
sarily related to, and acquire their
meaning from, the epistemological
features of clinical interaction. Both
health and disease are essential
conceptions of medicine as a disci-
pline. To the objection that health
and disease are definientia only of
organ systems, one must counter with
the large body of evidence that both
concepts are evaluative; that is, they
include in their meaning the values
of patients, societies, and cultures
(Pellegrino & Thomasma?, p63)’.

‘The way we speak is the way we
think”. Metaphors are the means to
express our deeper thoughts and
understandings?. In regard to health
we speak, i.e. think, in military -
battle against death, war against
various diseases and medical care
proceeding along hierarchical lines of
command and control, or economic
metaphors - patients are consumers
and covered lives, the main concerns
of health care are efficiency, profit
maximisation, customer satisfaction
and the bottom line®. Both metaphors
indicate that almost all in the health
system are fixated on the inverse
of health - disease. One, therefore,
may conclude that health is not the
concern of medicine as an institu-
tion, or of doctors and other health
professionals as the providers of care
at the grass roots level. Furthermore,
should health professionals even
concern themselves with health, as,
after all, they are trained to deal with
diseases?

The current perception of health
and disease as separates and oppo-
sites is deeply grounded in the dichot-
omous reductionist worldview of the
17th century. Either-or approaches
characterise the old paradigm, which
fails today’s patients, professionals

Page 1 of 8

Critical review

Think health - speak health - achieve health

and society at large. The 20th century
paradigm of wholism (Table 1a)
views all phenomena as intercon-
nected and interdependent—health
and disease mutually co-exist at the
same time in the same person.

Patients experience the clash of
these two worldviews especially
when moving between the primary
and secondary care system, as is
illustrated by two common state-
ments: ‘Everyone was interested in
my heart/knee/etc., but no one was
interested in me!, and ‘Now I feel
worse than before going to hospital,
even though they all told me that I'm
fixed'

The aim of this critical review
is to give an overview on physical,
emotional, social and cognitive
aspects of health.

Think health

Before proceeding, it is necessary to
consider what we mean by health.
The term health arose from the old
English word ‘hal’ meaning ‘whole’;
health is wholeness, and a person
being healed is one who has ‘become
whole’ again.

Health is a subjective evaluative
state with its own dynamics, and
health is an adaptive state changing
over time*® Health is associated
with physiologic changes within
homeostatic boundaries®, rapid rise
in resilience over the first two to
three decades of life followed by a
slow decline over the next 40-80
years!®! with death occurring at a
point when physiological reserves
diminish to less than 20% of basal
levels where everyday perturbations
of life can no longer be withstood'’.
In addition health has an overarching
purpose, being the driver of survival
and reproduction®*2,

Health cannot be defined by
precise axioms - health is an inter-
pretive framework; it describes
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Figure 1: Any illness event, such as a cardiovascular event, can affect a patient in very different ways. Severe and disabling
disease states can well be associated with a good health experience, whereas even minor disease states can be experi-

enced as poor health.

Table 1: Additional information, with reference to information presented in-text.

a The sciences of systems and complexity

b In which case, there are as many definitions of health as there are human beings on this planet

The frequency of diagnoses in primary care also follows a Pareto distribution, refer to Fink et al. Diagnoses by
general practitioners: Accuracy and reliability. International Journal of Forecasting 2009;25(4):784-93.

The act of engaging, applying, exercising, realizing or practicing

Systems and complexity science define complex adaptive systems as collections of many different components
(agents) interacting in non-linear ways in the absence of any external supervisory influence. Importantly, the be-
haviours of a complex adaptive system cannot be explained by the behaviour of specific agents; instead, complex
adaptive systems show emergent behaviours based on the initial conditions of its agents (hence, outcomes are
not precisely predictable).

Note: the behaviour of a specific agent is described by reductionism, described by Yaneer Bar-Yam in systems
terms as ‘an approach to building descriptions of systems out of the descriptions of the subsystems that a system
is composed of, and ignoring the relationships between them’. (http://necsi.edu/guide/concepts/reductionism.
html, Accessed 10 January 2012)

For a detailed discussion of complex systems, interested readers are referred to the seminal work of Paul Cilliers
(Cilliers P. Complexity and Postmodernism. Understanding Complex Systems. London: Routledge; 1998.)

The organizational literature talks about shared vision

The key features of the project are summarized on the Somerville website (http://www.somervillema.gov/depart-
ments/health/sus)

The major of the City of Somerville describes the implementation of the programme at http://www.youtube.com/

watch?v=WT7NqgVLhteE.

a subjective state (Table 1b). Indeed,
health, and illness, can be experi-
enced as much in the absence of
identifiable pathology/pathophysi-
ology as in the presence of inevitably
fatal morbidity. However, as a subjec-
tive state, health is neither solely an

individual construction nor solely
a reflection of social attributes or
biological (genomic) and environ-
mental preconditions.

The notion of health as a holistic as
well as subjective state is reflected in
the WHO’s 1986 Ottawa Charter for

Health Promotion: Health is ... seen
as a resource for everyday life, not the
objective of living. Health is a posi-
tive concept emphasizing social and
personal resources, as well as phys-
ical capacities®. Thus, fundamental
inter-related conditions to achieving
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Figure 2: The daily health experience invariably will change day-by-day, as illustrated in the left part of the figure. These
changes can be in any direction towards the physical, emotional, social or cognitive perception domain. When plotting
these changes in a two-dimensional plain, an attractor pattern will emerge that we typically describe as healthy (top L),

acute illness (bottom L), chronic disease (top R) or somatisation (bottom R).
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Figure 3: Health experience in the community, showing the typical pattern of
nonlinear or long-tailed distributions. Data are from White et al.'®

health must include peace, shelter, education, food, income, a stable eco-system,
sustainable resources, social justice and equity.

General practice/family medicine, as a discipline, is grounded in dealing with
the interconnected and interdependent domains of the whole person. Currently,

most general practitioners/family
physicians may not be consciously
aware of doing so, but patients
certainly appreciate their doctor for
dealing with the vagaries and uncer-
tainties of their illness experiences.

Speak health - health as a meaning-
making process

Health as a self-perceived state is
not a new notion. Socrates already
recorded his extensive conversations
on the evaluative nature of health'**°,
From a science perspective UexKkiill
and Pauli’® coined the term bio-
semiotics in response to the obser-
vation that physiological responses,
such as the stimulation of a pressure
receptor in the skin, only delivers an
electrical impulse to the brain, where
this signal requires interpretation,
namely was it pleasurable touch or
a painful sting or slap. Examining
the concept of self-rated health
Jylha'” pointed to historically varying
socially and culturally influenced
conceptions; however, all have been
associated with significant impacts
on quality of life and mortality.
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Figure 4: Changes in health experiences between 1961 and 2001. Healthcare
needs are stable within communities over time. Of note though is the increase in
health concern without this resulting in an increase in healthcare seeking. Data
are from White et al.'® and Green et al.?

Health, meaning wholeness, arises
from making sense of one’s experi-
ence of personhood. This under-
standing resulted in the proposition
of a somato-psycho-socio-semiotic
model of health. Health, then, is
the state of relative balance of the
dynamic interplay between physical
status, social integration, emotional
experience and cognitive percep-
tions, the importance of the latter
being exemplified in Figure 1 for two
patients having been affected by a
myocardial infarction®®,

Plotting the ‘day-to-day’ dynamics
of health over time provides a health
trajectory, whose patterns describe
traditional disease classifications,
which we convey as acute illness,
chronic disease and somatisation
(Figure 2).

Towards achieving health

The health experience in the community
Contrary to popular belief, most
people are healthy, or ‘healthy enough,
most of the time'®'°. Epidemiological
studies have repeatedly shown that
most people in the community feel
healthy, and most do not perceive
a need to seek help from any health
professional. Figure 3 shows the
health and illness experience in the
community which follows a Pareto
distribution (also known as the 80:20
split): the “normal” nonlinear distri-
bution typically found in biological/
ecological systems?’.

The Pareto distribution of commu-
nity health shows the following
pattern: at any point in time 80%
of people in the community have no
perceived healthcare needs, 80% of
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those seeking health care only require
care from a primary-care physician
(i.e. 16% of the community) - which
preferably should be provided by
their familiar and trusted general
practitioner/family physician
(Table 1c). The need of 80% of the
remaining 20% is met by secondary
care (i.e. 3.2% of the community),
leaving a mere 0.8% of the commu-
nity requiring tertiary care.

Comparisons of the health and
illness  experiences (Figure 4)
between 1961 and 2001 showed no
change in the community’s health
experience and healthcare needs, and
if anything a slight reduction in the
need for tertiary care (now 0.7%).
However, there was a noticeable rise
in the level of health anxiety with an
increase in the number of patients
reporting symptoms and concerns
(750 to now 800/1000)5,

Health anxiety, like all anxieties,
result in overstimulation of the phys-
iological stress response. Psycho-
neuroimmunology has described the
physiological feedback loops between
the hormonal, immunological and
neuronal components resulting from
chronic hyper-adrenergic stimula-
tion and the subsequent inflamma-
tory responses responsible for the
negative health effects of chronic
stressors??2, Surprisingly, patients
mostly are unaware of their anxieties
and stressors which, if unresolved,
over time result in somatisation,
which in turn leads to consultations
for physical complaints?. As these
complaints remain unexplained
within the prevailingbiomedical para-
digm of medical praxis (Table 1d),
somatisation invariably results in
the experience of poor health, which
in turn is associated with increased
morbidity and mortality?* as well as
increased health service utilisation
and cost®.

Health as the focus of the healthcare
system

What do we mean by the term ‘system’,
or more specifically ‘complex adap-
tive system’? A technical definition
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Figure 5: The healthcare vortex illustrates the integrated function of the health system at all its levels. The attractor of the
system resides at the apex, and the complexities of structure and function, and their inherently increasing uncertainties,
increase from the top of the vortex to its apex. Having the wrong attractor results in dysfunctional structures (e.g. silolisa-
tion according to diseases) and functions (e.g. needed services are not available as not financed) as illustrated on the left.
Having the “right” attractor allows the emergence of structures and functions that supported a health-achieving health

system.

is provided in Table le. A prag-
matic description of the structure
and function of a complex adaptive
system is illustrated by the bathtub
vortex metaphor?. The attractor of
a bathtub vortex is the combined
effect of gravity and the plug hole:
remove the plug and the water forms
a vortex, and as we all recall from
our childhood, disturbing the vortex
always results in the restoration
of the vortex very close to its pre-
disturbance state, demonstrating the
self-organising function based on the
attractor (or system driver).

The effects of disturbing the vortex
at different levels will lead to changes
in its apex with varying degrees of
time delays. The effects, and there-
fore the amount of interactions
within the vortex, increase exponen-
tially towards its apex, hence distur-
bances closer to the apex result in
more dramatic changes to the vortex
structure than disturbances at its top,
small changes at the top in fact may

ultimately not result in any changes
atall.

The healthcare vortex metaphor?’
has been developed to visualise the
different agents and their interac-
tions in the healthcare system. The
healthcare vortex takes account of
the various levels within the health-
care system, traditionally referred
to as the macro-, meso-, micro- and
nano-levels. Each level has its own
agents and interactions; however,
as the vortex model highlights, all
agents are interconnected within
and across all other levels, and are
constantly and dynamically focused
on its attractor?-*°.

Health care is ordered towards
people retaining or regaining their
experience of good health, hence the
person and a good personal health
experience®*>*' should be at the
centre of the whole health system,
i.e. being the system’s main attractor
(Table 1f). In operational terms, this
would translate to a person’s partic-

ular needs shaping the configuration
of all relevant agents and their inter-
actions within the health system.
This ideal requires all system levels
to respond adaptively (rather than
prescriptively) to a challenge, which
is the basis for the emergence of best
solutions for individuals and commu-
nities (Figure 5, right panel).

Discussion

Achieve health - through whole sys-
tem engagement

A brief reality check reveals that the
health systems are currently driven
by instrumentalism in the form of
guidelines and/or commercialism
in the form of financial control and
profit maximisation (Figure 5, left
panel, example of the Australian
health system), rather than meeting
the patient’s health experience.
Hence, the health system fails
patients, and at the same time its
preoccupation with micro-adminis-
tered disease management and/or
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financial efficiency and profit fails the
goals of achieving quality care and/
or socially responsible use of limited
healthcare resources.

As illustrated in the right panel of
Figure 5, a focus on the person and
his health experience means a shift
in the system’s attractor - or simply:
system change equals attractor
change. This is not only possible,
but necessary, on ethical, biomed-
ical, social and not least financial
grounds.

Fundamentally health and health
care are common goods in the sense
of Aristotelian virtue ethics, and as
such should be readily available in
an equitable, efficient and effective
fashion to meet people’s needs.

True disease must be separated
from illness and dis-ease experience,
and recognised as separate from
‘disease mongering’ as a result of
redefinition of ‘normality’ or ‘medi-
calisation’ of everyday life experi-
ences®?3% [n addition, the sole focus
on single disease-specific manage-
ment, rather than the person, has
emerged as a doubtful strategy,
especially for common diseases.
The level of disease control or the
change in overall disease control,
e.g. in diabetes, bears no relation-
ship to the patient’s general health
experience, independent of disease
severity, number of diabetic compli-
cations, duration of diabetes, educa-
tion and number of hyper- or
hypoglycaemic episodes during the
preceding month*. Too aggressive
treatment approaches indeed proved
to be harmful, as in very tight glucose
control resulting in increased cardio-
vascular mortality*, lowering blood
pressure to less than 140-160/90-
100 mmHg not reducing mortality
or morbidity*! or lipid lowering only
having a small effect on all-cause and
cardiovascular mortality*2

Many illnesses have their origin
in social causes, an insight known
for at least the past 160 years, and
poignantly summarised by Rudolf
Virchow on 3 November 1848: Medi-
cine is a social science, and politics is

nothing else but medicine on a large
scale. Medicine, as a social science, as
the science of human beings, has the
obligation to point out problems and
to attempt their theoretical solution:
the politician, the practical anthro-
pologist, must find the means for their
actual solution®.

What is needed is a rethinking of
the purpose of health services. Health
services must achieve health. To
that end, more is gained by creating
health-promoting environments and
fostering health-enabling behav-
iours, rather than adhering ever
more rigidly to ever more stringent
approaches of passive, paternalistic
and dependency-producing manage-
ment practices by health profes-
sionals (or as Einstein said: Insanity
is doing the same thing over and
over again and expecting different
results.).

This rethink will need to embrace
complex adaptive systems thinking,
entailing first and foremost a
constant awareness of the impor-
tance of defining the “right” system
attractor (or core value)®. This inevi-
tably will lead to transformational
change strategies: collaborative
cross-discipline, sectors and organi-
sation conversations and practices;
on going iterative learning; and
transformational leadership*~.

The Shape up Somerville (Table 1g)
project is an illustrative example of
how the health professions’ respon-
sibility to overcome poor health - the
priority issue in Somerville being
childhood obesity - in a diverse and
socially disadvantaged community
can be achieved by thinking and
acting system-wide. The project’s
aim was a community-based envi-
ronmental change intervention that
would alter an “obesigenic” environ-
ment by increasing physical activity
and full day access to healthy food in
schools, homes and the community
at-large. This resulted in improve-
ment of overall food intake, daily
physical activity levels and healthier
food choices in the children’s envi-
ronment at school and home, with a
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‘trickle down’ improvement in their
parents, and an improvement in the
community’s safety of playgrounds,
walk and cycle ways, and the avail-
ability of restaurants offering afford-
able healthy meals. The whole of
community approach achieved self-
sustainability as residents appreci-
ated their improved health and well-
ness, and businesses associated with
healthier lifestyle choices benefited
from their changed business prac-
tices®.

Achieve health - think and speak
health

Considering health as a complex-
dynamic subjective state stands
in stark contrast to the prevailing,
mostly tacitly held, reductionist
understanding of health equating to
‘absence of disease’. Focusing on the
complex adaptive dynamics of each
person’s health experience requires
more time, more time that human-
ises medical care*® and improves
its effectiveness and efficiency - as
Tudor Hart put it: When doctors and
patients consult with optimal effi-
ciency, they become co-producers. In
essence, consultations are not units
of consumption, but units of produc-
tion. Something has been created at
the end of consultations, which was
not present at their beginning: more
and better understanding of patients’
problems, of possible solutions, and
of the personal circumstances in
which these must be applied, leading
to health gain as a social product
as well as a personal good. ... no
amount of technically excellent care
will produce optimal outcomes if
patients are not actively engaged
in managing disease, particularly
chronic disease"’.

Key issues to think and speak about
in the quest to achieve a health system
that delivers health would include:
¢ Promulgating awareness of health

being a personal experiential state;
¢ Developing national policy frame-

works that strengthen the role,
objectives, standing and resourcing
of primary health care;
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e Attracting and retaining health-
care professionals in the primary
healthcare workforce;

¢ Creating incentives to address
quality, efficiency and equity in
community-based health care;

¢ Fostering the provision of patient
(person)-centred, comprehensive,
co-ordinated and continuing care
in the community;

¢ Promoting the co-location of
medical and community services
within and beyond the health
sector;

¢ Building flexible practice-based
primary-care teams to include
nurses, allied health professionals
and community outreach services;

¢ Becoming part of decision-making
when patients need secondary-
and tertiary-care services;

¢ Providing patient held and
controlled e-health solutions to
maintain personal health records;

¢ Achieving on going engagement of
primary healthcare services with
their communities in local service
planning; and

¢ Developing community-wide initi-
atives to achieve health-promoting
physical and social community
environments.

Contributions on these and related

themes are greatly encouraged to be

brought to OA Family Medicine.

Conclusion

Health care must focus on people
and their health (and illness) expe-
riences. A health-focused healthcare
system will be aligned to provide
the structures and functions that
allow people to regain their personal
health, defined by their own subjec-
tive experience.

References

1. Pellegrino E, Thomasma D. A philo-
sophical basis of medical practice.
Towards a philosophy and ethic of the
healing professions. New York/Oxford:
Oxford University Press; 1981.

2. Lakoff G, Johnsen M. Metaphors we live
by. London: The University of Chicago
Press; 2003.

3. Annas G]. Reframing the debate
on health care reform by replacing
our metaphors. N Engl ] Med. 1995
Mar;332(11):744-7.

4. Bircher ]. Towards a dynamic definition
of health and disease. Med Health Care
Philos. 2005;8(3):335-41.

5. Law [, Widdows H. Conceptualising
health: insights from the capability
approach. Health Care Anal. 2008
Dec;16(4):303-14.

6. Sturmberg JP. The personal nature
of health. ] Eval Clin Pract. 2009
Jul;15(4):766-9.

7. Macklem PT, Seely A. Towards a defi-
nition of life. Perspect Biol Med. 2010
Summer;53(3):330-40.

8. Sturmberg JP. Health - a personal
complex-adaptive state. In: Sturmberg JP,
Martin CM, editors. Handbook of systems
and complexity in health. New York:
Springer; 2013.

9. Billman GE. Homeostasis: the dynamic
self-regulatory process that maintains
health and buffers against disease. In:
Sturmberg JP, Martin CM, editors. Hand-
book of systems and complexity in health.
New York: Springer; 2013.

10. Fries JF. The compression of morbidity.
Milbank Q. 2005 Dec;83(4):801-23.

11. Topolski S. Understanding health
from a complex systems perspective. ]
Eval Clin Pract. 2009 Aug;15(4):749-54.
12. Boorse C. Health as a theoretical
concept. Phil Sci. 1977 Dec;44(4):542-73.
13. WHO. Ottawa Charter for Health
Promotion. First International Confer-
ence on Health Promotion, Ottawa, 21
November 1986. WHO/HPR/HEP/95.1
[http://www.who.int/hpr/NPH/docs/
ottawa_charter_hp.pdf].

14. Moes M. Plato’s conception of the
relations between moral philosophy
and medicine. Perspect Biol Med. 2001
Summer;44(3):353-67.

15. Sturmberg JP, Martin CM, Moes
M. Health at the centre of health
systems reform - how philosophy can
inform policy. Perspect Biol Med. 2010
Summer;53(3):341-56.

16. Uexkiill Tv, Pauli HG. The mind-body
problem in medicine. Adv ] Inst Adv
Health. 1986;3(4):158-74.

17.]Jylhda M. What is self-rated health and
why does it predict mortality? Towards
a unified conceptual model. Soc Sci Med.
2009 Aug;69(3):307-16.

18. White K, Williams F, Greenberg B. The
ecology of medical care. N Engl ] Med.
1961;265(18):885-92.

Page 7 of 8

Critical review

19. Green L, Fryer G, Yawn B, LanierD,
Dovey S. The ecology of medical
care revisited. N Engl ] Med. 2001
Jun;344(26):2021-5.

20. Sturmberg JP, West BJ. Fractals in
physiology and medicine. In: Sturm-
berg JP, Martin CM, editors. Handbook of
systems and complexity in health. New
York: Springer; 2013.

21. Kiecolt-Glaser JK, McGuire L, Robles
TF, Glaser R. Psychoneuroimmunology:
psychological influences on immune
function and health. ] Consult Clin
Psychol. 2002 Jun;70(3):537-47.

22. Bennett JM, Gillie BL, Lindgren ME,
Fagundes CP, Kiecolt-Glaser JK. Inflam-
mation through a psychoneuroimmuno-
logical lens. In: Sturmberg JP, Martin CM,
editors. Handbook on systems and
complexity in health. New York: Springer;
2013.

23. Kroenke K. The interface between
physical and psychological symptoms.
Prim Care Companion ] Clin Psychiatry.
2003;5(suppl 7):11-8.

24. Idler EL, Benyamini Y. Self-rated
health and mortality: a review of twenty-
seven community studies. ] Health Soc
Behav. 1997 Mar;38(1):21-37.

25. Barsky A], Orav EJ, Bates DW. Soma-
tization increases medical utilization
and costs independent of psychiatric and
medical comorbidity. Arch Gen Psychi-
atry. 2005 Aug;62(8):903-10.

26. Capra FE. The web of life. London:
HarperCollins Publishers; 1996.

27. Sturmberg JP, Martin CM. Under-
standing health systems as complex
adaptive. The “Health Care Vortex” Meta-
phor. 2007.

28. Sturmberg JP, Martin CM. The
dynamics of health care reform - learning
from a complex adaptive systems theo-
retical perspective. Nonlinear Dynamics
Psychol Life Sci. 2010 Oct;14(4):525-40.
29. Sturmberg ]JP, O'Halloran DM, Martin
CM. Understanding health system reform
-acomplex adaptive systems perspective.
] Eval Clin Pract. 2012 Feb;18(1):202-8.
30. Sturmberg JP, O’Halloran DM, Martin
CM. Health care reform - the need for a
complex adaptive systems approach. In:
Sturmberg JP, Martin CM, editors. Hand-
book of systems and complexity in health.
New York: Springer; 2013.

31. Sturmberg JP, with a contribution by
Martin CM. The foundations of primary
care. Daring to be different. Oxford/San
Francisco: Radcliffe Medical Press; 2007.

Licensee OA Publishing London 2013. Creative Commons Attribution Licence (CC-BY)

FOR CITATION PURPOSES: Sturmberg J. Think health - speak health — achieve health. OA Family Medicine 2013 Mar 01;1(1):1

Competing interests: none declared. Conflict of Interests: none declared.

All authors contributed to the conception, design, and preparation of the manuscript, as well as read and approved the final manuscript.

All authors abide by the Association for Medical Ethics (AME) ethical rules of disclosure.



o

OA Family Medicine

Open Access

32. Westin S, Heath 1. Thresh-
olds for normal blood pressure and
serum cholesterol. Br Med J]. 2005
June;330(7506):1461-2.

33. Starfield B, Hyde ], Gervas ], Heath L.
The concept of prevention: a good idea
gone astray? ] Epidemiol Community
Health. 2008 July, 2008;62(7):580-3.

34. Heath 1. Combating disease
mongering: daunting but nonetheless
essential. PLOS Med. 2006 Apr;3(4):e146.
35. Moynihan R, Doust ], Henry D.
Preventing overdiagnosis: how to stop
harming the healthy. Br Med ]. 2012
May;344:e3502.

36. Moynihan R, Henry D. Disease
mongering. PLoS Med. 2006;3(4):e191.
37. Moynihan R, Doran E, Henry D.
Disease mongering is now part of the
global health debate. PLoS Med. 2008
May;5(5):e106.

38. Moynihan R. Surrogates under scru-
tiny: fallible correlations, fatal conse-
quences. Br Med J. 2011 Aug;343:d5160.
39. Weinberger M, Kirkman M, Samsa G,
Cowper P, Shortliffe E, Simel D, et al. The
relationship between glycemic control
and health-related quality of life in
patients with non-insulin-dependent
diabetes mellitus. Med Care. 1994
Dec;32(12):1173-81.

40. The Accord Study Group. Long-term
effects of intensive glucose lowering on
cardiovascular outcomes. N Engl | Med.
2011 Mar;364(9):818-28.

41. Arguedas JA, Perez Marco I, Wright
James M. Treatment blood pressure
targets for hypertension. Cochrane Data-
base Syst Rev. 2009;(3):CD004349.

42. Yusuf S, Lonn E, Bosch ]. Lipid
lowering for primary prevention. Lancet.
2009 Apr;373(9670):1152-5.

Page 8 of 8

Critical review

43. Virchow R. Die medizinische Reform,
2. In: Sigerist HE, editor. Medicine and
Human Welfare; 1941.p93.

44. Swanson RC, Cattaneo A, Bradley E,
Chunharas S, Atun R, Abbas KM, et al.
Rethinking health systems strength-
ening: key systems thinking tools and
strategies for transformational change.
Health Policy Plan. 2012 Oct;27(suppl
4):iv54-61.

45. Economos CD, Curtatone JA. Shaping
up Somerville: a community initia-
tive in Massachusetts. Prev Med. 2010
Jan;50(suppl 1):S97-8.

46. Sturmberg JP, Cilliers P. Time and
the consultation - an argument for a
‘certain slowness’. ] Eval Clin Pract. 2009
Oct;15(5):881-5.

47. Hart JT. Expectations of health care:
promoted, managed or shared? Health
Expect. 1998 Jun;1(1):3-13.

Licensee OA Publishing London 2013. Creative Commons Attribution Licence (CC-BY)

FOR CITATION PURPOSES: Sturmberg J. Think health - speak health — achieve health. OA Family Medicine 2013 Mar 01;1(1):1

Competing interests: none declared. Conflict of interests: none declared.

All authors contributed to the conception, design, and preparation of the manuscript, as well as read and approved the final manuscript.

All authors abide by the Association for Medical Ethics (AME) ethical rules of disclosure.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


