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Abstract 
 
Background:      Internationally, health care systems are struggling in an increasingly costly 
medical environment to satisfy population needs and demands. Narrow understandings of ‘health’ 
and ‘budgets’ dominate health system management and drive the reforms needed to adapt to the 
new challenges. Caught up in this unsustainable environment the general practitioner/family 
physician is challenged to operate effectively, while having lost his/her role definition.  
 
Objectives:      This paper is the first of a two-part series. In this paper we argue that health needs 
to be understood in broad terms. A complex systems framework is used to integrate the diverse 
needs within the health care system that sits under the umbrella of a social understanding of 
health. We argue that this allows for a better understanding of the challenges of a socially complex 
patient-focused general practice role in the health system. In the second paper in this two-part 
series we suggest ways forward toward a patient/illness-centred health system  
 
Key issues:      The complexities of a ‘health care system’ are explained using a vortex model 
with the patient and his/her health at the centre. The somato-psycho-socio-semiotic paradigm 
assists the understanding of primary health care (PHC) as a multifaceted system constructed 
around patient and community care with the clinical encounter at its centre. Patients and their 
communities are linked in a multidimensional ‘health system’. This includes other entities such as 
education, welfare, social justice systems, in addition to financial and tertiary-care type 
measurable disease features that traditionally define ‘health care effectiveness and efficiency’ This 
model depicts non-linear dynamic interdependencies and accountabilities within and among 
policies, the local environment, the clinical encounter and their cellular consequences. Practicing 
and teaching ‘patient-centred’ general practice care involves recognition of the social 
connectedness of the key actors – individual patients plus their practitioners, and the self-
organizing capacity inherent in much of health care. The health system though is an 
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interconnected, multilevelled, highly contextualized, dynamically adaptive social organization. 
During this period of continual reforms the role confusion experienced in general practice can be 
addressed with a deeper understanding of the nature of health, illness and disease and the socio-
economic climate, so that all levels of providers are ultimately able to discharge their 
accountability to patients, communities and the population.  
 
Conclusion:      In spite of the diverse range of challenges, general practice must promote a 
‘change vision’ using a strategy that integrates and focuses on front-line providers. This has to 
meet patients’ individual needs at the point of care, despite economic and tertiary care disease 
model drivers. General practice is ultimately accountable to the patient, the community and the 
population to improve their health experiences with a realignment to a broader vision of health 
care.  
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Subject matter … do not … constitute a basis for distinguishing disciplines. Disciplines are 
distinguished partly for historical reasons and reasons of administrative convenience … And 
partly because the theories that we construct to solve our problems have a tendency to grow into 
unified systems. But all this classification and distinction is a comparatively superficial affair. We 
are not students of some subject matter but students of problems. And problems may cut right 
across the borders of any subject matter or discipline. (K.Popper, 1972),1

Health care systems in the developed world, including countries such as the US, Canada, the UK, Germany 
and Australia are barely coping with the varied demands placed on them. ‘Budgets’ rather than ‘health’ appear 
to drive politicians and bureaucrats in Health Departments on the one hand and medical and pharmaceutical 
corporations in the private sector on the other (Fig. 1). Measurable discrete changes in ‘health outcomes’ have 
become the currency in the competition for budget allocations. These – usually surrogate – measures are more 
readily obtainable within the acute care setting, hospital-based services and certain community and practice 
activities. These services have a financial advantage over other patterns of care.2 The consequences of such 
an approach have exposed structural and philosophical deficiencies inherent in a ‘disease industry’ driven 
system and reveal a limited understanding of the benefits inherent in primary health care. The logic is simple – 
every health event prevented is one that cannot be counted, hence it does not need any budget allocation.3 
 
The complexities of health ‘care’ 
 
The complexities and competing interests in health care provision in the ‘health market place’ are demonstrated 
in such health system ‘tensions’ as: 
 
• highly structured hospital care versus sophisticated and comprehensive community-based care; 
• resource allocation to latest technology versus chronic care management; 
• individual patient care versus public health care; 
• comparison of access to health care for underserved communities and the ‘nice suburbs’; 
• workforce supply between low and high socio-economic areas; 
• corporatist ownership and managerial control versus responsible local management by health care providers; 
and 
• emphasis on cure of organ systems versus care for people, and so forth.4 
 
Definitions of health care 
 
‘Health care’ can be simplified by narrowly focusing on what doctors and allied health workers provide when 
confronted with patient diseases, or patient demands. On the other hand, ‘health care’ can be broadly seen as 
the complex societal activities in which health professionals engage in the interests of well and sick people. 
 
However, embracing the complexities inherent in ‘good health care’ requires both governments, industry and 
society at large, together with the health, education and welfare sectors to assess the impact of economic, 
employment, justice, education, health, environmental, capital works and other policies for their potential 
negative effect on our ‘health’ and ‘social capital’. 



 
 
The patient in the centre of the health ‘care’ system 
 
Our analysis is based on the fundamental assumption that the focus of any health care system should be 
governed by its patients’ needs. Hence we embrace the complexities associated with planning and providing 
‘patient-centred health care’ services. 
 
The comprehensive health care needs of individuals have been well described through the somato-psycho-
socio-semiotic paradigm5 which is based on the observation that ‘healing’ the patient is not achieved by solely 
addressing the biological components of his disease. To achieve healing it is equally important to address the 
social and psychological aspects of the complaint, and most of all one has to help the patient to find meaning 
(semiotics: interpreting the signals of the disease) in his illness experience. As Per Fugelli put it so eloquently: 
‘You cannot feel disease, you only can feel its consequences.’6 
 
To fully appreciate the implications inherent in the somato-psycho-socio-semiotic paradigm of ‘health’ requires 
one’s thinking to shift toward a systems approach.7 The key characteristics of any system are its pattern, 
structure and processes, and the fact that despite the changes occurring within the system it is able to maintain 
itself.8 In short, within a system all its components are interconnected, hence a change in one component will 
affect all other components. Indeed it has been shown that understanding the connections between 
components of a system is more important than understanding the components themselves.9 
 
Metaphorically the complexities of the ‘health care system’ can be compared to a vortex. All the elements 
making up the ‘health care system’ exert their pressure onto the ‘health’ of the individual’s cells through their 
effects on the person’s environment and their effects on the balance of his somato-psycho-socio-semiotic 
needs (Fig. 2). Minor changes to a single element within the system can have major, and often unforeseen, 
consequences on the whole system. 
 
In the following section we describe how the disease-focused system maintains itself and how this affects 
primary care. 
 
 
Dominance of the disease over the illness model 
 
Currently the system does not place ‘health’ at the centre of all considerations. The dominance of the ‘disease’ 
over the ‘illness’ model will perpetuate its own ‘disease-focused stability’, supported by the current mode of 
medical practice and teaching (Fig. 3). 
 
Medical practice 
 
Consultations invariably occur within a disease-focused framework – most of the time the patient’s story is 
interrupted after only 18 seconds10 by closed questions that seek disease-specific information. However, 
understanding the patient’s story is the prerequisite to helping patients gain an understanding of their illness. 
Open questions and time are required, but time is seen by the system as too expensive a resource (see below). 
Quickly ordering an investigation or prescribing a drug is the way to constrain consultation length.11 
 
Not surprisingly large numbers of patients are referred to specialists, even though approximately half do not 
have a specific disease.12,13 This may reassure the referring doctor; however, no disease being found is often 
not reassuring for the patient, who still needs ‘an answer’ to ‘the illness experience’. Medicine’s preoccupation 
with ‘cure of the disease’ has become counterproductive; ‘care for the illness’ is needed – through its psycho-
neuro-immunological properties, caring achieves improved ‘health’ and ‘measurable health outcomes/health 
status’.14 
 
The disease approach largely ignores the forces exerted by the top of the vortex, that is, the context of the 
patient and societal structures, and uses as its starting point the cellular level. The illness approach, that is, the 
engagement with the patient recognizes the importance of cellular knowledge, but actively involves the 
knowledge exerted by the elements at the top of the vortex. 
 
Medical education 



 
‘Experts’ in the ‘diseases’ provide most of the medical education in universities and teaching hospitals. Their 
practice patterns are invariably limited to a narrow patient range (also known as selection bias); therefore it is 
not surprising that their teaching focuses on pathologies, disease manifestations, investigations and treatments 
of the organ-systems they are familiar with. This approach to teaching reinforces medicine’s fragmentation and 
specialization.15 
 
Medical curricula have not changed in spite of evidence that firstly, most disease occurs in the community16 
and secondly, 40–50% of all patients referred to specialist outpatient services have no organic disease 
found.12,13 Overall little attention is given to the study of the ‘sciences of illness’, that is, the context in which 
THIS patient’s illness occurs, issues of quality of life of the patient and his family, and the integration of the 
wider societal aspects on the patient’s life. 
 
Hence it is no surprise that large amounts of resources are wasted in unnecessary procedures while 
somatization as a cause of physical symptoms is largely ignored.17 In recent years the legal profession helped 
to perpetuate the disease emphasis by only accepting ‘hard data’, rather than clinical reasoning, as defensible 
evidence. 
 
 
Unsustainability of the disease over the illness model 
 
There is clear evidence that the prevailing disease-focus within the health system is not sustainable. Four rather 
disparate issues put pressure on the system and will force changes to be made: 
 
• medical progress through rapidly developing technologies; 
• degradation of social structures through rising socio-economic disparities; 
• the economic rationalist paradigm through a shift away from health outcomes; and 
• changing health policy priorities through changing demographics and the pressures exerted by the other three 
issues (Fig. 4).  
 
Medical progress 
 
Technological advances, above all, have enabled the medical profession to diagnose many more cases of any 
given disease at a very early stage. This has fostered an apparent increase in prevalence of most diseases 
without an obvious decrease in their respective absolute mortality.18–21 However, very little is known about the 
natural history of early disease, and even less is known about the benefit of treating ‘incidental’ findings in 
otherwise perfectly healthy people. These developments exert pressure on the health care system in two ways 
– first, there is an increased demand for more specialist doctors to deal with these ‘diseases’, and second, 
since these doctors usually cannot do anything much about these problems, patients are seen more frequently 
for simple surveillance, leading to a spiralling demand within the whole system.18 
 
Degrading social structures 
 
Two factors that greatly impact on health and wellbeing are socio-economic disparities and the loss of 
community and social capital. Recently there has been a rediscovery of large and persistent socioeconomic and 
racial-ethnic disparities in health. Socioeconomic position and race/ethnicity shape individuals’ exposure to and 
experience of virtually all known psychosocial, as well as many environmental and biomedical risk factors, and 
these risk factors help to explain the size and persistence of social disparities in health.22 Poverty is linked to 
poor health on an individual as well as a country level in both developing (absolute poverty) and developed 
countries (relative poverty). The reasons are complex with, on the one hand, poor health causing poor 
economic performance, and on the other, the maldistribution of resources across a society – especially the 
poor, which independently impacts on health and human development. Investing in public health is a 
prerequisite to reducing poverty and increasing economic output and living standards.23 
 
Increasing economic inequality also decreases social cohesion, increases individual malaise, and produces the 
conditions by which increased mortality and morbidity occurs.24 The importance of social support in terms of 
reducing mortality and morbidity has been established.25 Social support is exerted through social networks, the 
quality of these relationships and the recourses they provide. Loss of social support is evidenced in measures 
like the rise of marital and family break-up, and the decline in participation of voluntary community institutions. 



 
Economic pressures 
 
Until recently, medical care was largely provided through a publicly supported policy and financing framework 
(except in the US). Emerging knowledge suggests that methods of health services funding influence the way 
providers practice medicine.26 Today there is a worldwide trend for ‘health care’ to be determined through an 
economic rationing paradigm. The most widely used approach is managed care, which refers to systems and 
techniques used to control the use of health care services. Mechanisms include: 
 
• a review of medical necessity; 
• incentives to use certain providers; and 
• case management around a financially based plan. 
 
Usually the drivers are directed toward managing financial risk and containing care to protocols and formulae.27 
 
The fee-for-service system is popular among providers, simply because it gives them a sense of control over 
their enterprise. Many argue that all forms of physician remuneration will distort the effectiveness and efficiency 
of the health care system in some way. Even blended models, although theoretically able to address problems 
of all other remuneration types, may be complex to administer and have other unknown consequences. Over 
and above any unintended perverse incentives, the HMO system in the US has been accused of manipulating 
the provision of health care by coercive medical contracts and cooperative management structures that solely 
aim at maximizing shareholder return.27 In all there is no conclusive evidence how best to fund general 
practitioners and primary health care systems.26 
 
As Hart28 points out, the basic economic question to be answered is: ‘What constitutes the unit of production’ in 
medical care? In the classic economic model ‘throughput’ would be the answer. This though contradicts our 
initial assumption that ‘health care’ is centred on the patient’s needs. Thus a more accurate answer would be 
that the production unit is the ‘value of the consultation’. Value is created by understanding the patient’s 
problem better and by the steps taken toward achieving healing.28 
 
In such a model, costs are determined as a result of the joint decision between the doctor and the patient as to 
what is the best action in THIS patient’s context. This approach requires time, but time is the most expensive 
resource in a throughput model. On the contrary, in a patient-centred outcome model time is the most cost-
saving resource, eliminating unnecessary and unwanted interventions. Thus quality and efficiency of care are 
usually best understood at the point of service delivery, and they should drive the resource utilization in 
consultations rather than by the ‘top down’ constrained understandings of financial managers. 
 
There are many new developments such as new investigations and pharmaceuticals proclaiming to alleviate 
the burden of the modern epidemics of non-communicable chronic diseases. Many of these developments have 
not been properly evaluated18,29 in terms of their superiority compared to older well-established management 
strategies, and are often driven by profit-seeking industries rather than the real needs of patients.30 
 
Lack of accountability (or quality of care) 
 
The lack of measures that quantify what medicine, and general practice/family medicine in particular, actually 
does, has lead bureaucrats to invent artificial counting scales as surrogates to judge ‘health outcomes’. There is 
some evidence that much of what can be counted, and is now regarded as essential and sensible medical 
intervention, is actually causing substantial harm and leading to increased morbidity and mortality. True 
accountability requires evidence about clinical processes that have a positive impact on health. This is 
especially so for iatrogenic diseases generated by a re-definition of disease (e.g., hypertension, hyperlipidaemia 
and diabetes, by lowering the threshold values).18 It is also pertinent where lack of quality care may be 
unaccounted for because it is not measurable, such as in chronic illness care and time spent in patient-centred 
explanation and knowledge transfer.31 
 
Health policies and an aging population 
 
Our populations will become older very rapidly in the early 21st century, with the proportionately largest 
increases in the population occurring at the oldest ages, that is 85 and above.32,33 We are also becoming more 
obese and prone to lifestyle-linked chronic disease epidemics. The reason for concern in the growing number of 



the aged is related to health care outlays which link back to the other issues. Older people cost more in terms of 
time requirements as well as in economic outlay; indeed half of all health care cost is spent on the last 6 months 
of a patients’ life. Often the health system delivers heroic attempts to save a life in an acute care setting with 
little attention to the patient’s experience and needs. 
 
 
General practice/family medicine – a confused entity 
 
Gatekeeping 
 
General practice/family medicine has been placed at the forefront of the health care system, being charged with 
gatekeeping. This can be interpreted as channelling patients into the most appropriate sector of the health care 
system, and/or limiting access and controlling cost within the health care system. 
 
Integration in a fragmented world 
 
Specialization of medicine according to disease and organ system entities has been spectacularly successful 
for a limited number of problems, resulting on the one hand in fragmented ‘health care’, and on the other it 
challenges the need for general practice/primary care services. Research within the tertiary medical 
environment has identified numerous risk factors associated with its disease spectrum. Risk factors are now 
seen as ‘diseases’ resulting not only in an explosion in the number of ‘non-disease’ entities34 but also leading to 
a ferocious effort of screening and treatment despite the fact that there is little evidence for improvement of 
clinically relevant outcomes in those affected.18 This preoccupation with ‘case finding’ undermines attention 
being paid to behavioral approaches to healthy living and the modification of high-risk attitudes and behaviors. 
 
Role confusion 
 
General practitioners/family physicians are consulted by people with any type of health problem,35 thus being at 
the interface of acute or disease-based care competing with the medical specialties and hospitals, and the 
chronic or illness-based care provided by a wide variety of agencies. As such their work is based on the five 
pillars of primary care – accessibility, comprehensiveness, coordination, continuity and accountability.36 
 
However, under existing and new models of ‘managed care’ general practitioners’/family physicians’ tasks are 
challenging: dealing with expectations of cure, balancing personal care of an individual with best practice 
technical guidelines, and increasingly, to ration expensive health services.27,37 The general practitioner/family 
physician, at the bottom of the medical hierarchy, is being asked to be most responsive to ‘client demand’, and 
is increasingly asked to conform to ‘evidence’ and ‘protocols’ still largely dominated by specialist biomedical 
models.7,18,38,39 
 
 
Conclusions 
 
Health in the current climate is narrowly defined through economic and health service considerations, rather 
than the experience of the patient. Factors perpetuating this approach are linked through the dominance of 
economic concerns and tertiary level medicine and the medical education framework. This model is 
unsustainable – new medical developments, often implemented uncritically, exacerbate cost pressures and 
typically drain resources from other social portfolios. The general practitioner/family physician is squeezed 
within this system, having difficulties to operate effectively in response to unrealistic demands and loss of role 
definition. 
 
A new vision and conceptual framework based on complex adaptive systems and the somato-psycho-socio-
semiotic paradigm is required to address these issues on a real basis. Considerable self-organizing as a bottom-
up dynamic must be generated through interactive bonding among key individuals who are stakeholders at 
each layer of the primary care system, but particularly at the level of care delivery. 
 
In spite of economic and the wide range of other diverse challenges, general practice/family medicine must 
promote a ‘change vision’ and strategy to integrate and focus on front-line providers and meeting patients’ 
individual needs at the point of care, despite economic and tertiary care disease model drivers. General 
practice/family medicine is ultimately accountable to the patient, the community and the population to improve 



their health experiences with a realignment to a broader vision of health care.  
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Figure 1 - Disease-focused health care focuses on costs, patient-focused health care focuses on 
patient-relevant health outcomes 
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Figure 2 - The Health Care Vortex – all activity within the health system ultimately effects cellular 
health 
 

  
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
Figure 3 - Perpetuating the disease model – Dominance over the Disease over the Illness Model 
 

  
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
Figure 4 - The main forces that shape the health care system – Pressures on the Health System 
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