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Abstract
If one wants to live, if there is something for which one wants to live,
the will to live becomes a powerful force to fight the disease. The
powerful will to live is intensified by the desire to create something,
to discover something, to achieve something. A large number of
patients who go from office to office are never improved, whatever
treatment they receive. They complain about many and varied
ailments. They feel weak; others can not sleep; some have pains
in the legs, shoulders or back; others feel nervous and downcast.
But if a disease is cured, the sick person can always somehow
produce another. However, countless people carry out their work
without fatigue if encouraged by enthusiasm and are interested in
what they do. Physical illness is often something like an adjustment
to the difficulties of life. It is a costly adaptation; but there are times
when you really need to get sick: it is a truce in the struggle to
reorganize your forces or to find new perspectives. There are two
ways to get out of a situation that causes emotional tension: fight or
flee. In almost all the difficulties that arise in life, it is not the external
situation that makes us fail, but internal forces that we have not
taken into account. Situations that have no possible solution are
rare in life. Generally, we fail to discover the solution because it is
one that we are not willing to accept: to make a positive adjustment.
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-“This is indeed a mystery,” I remarked. “What do you imagine
that it means?”
-“I have no data yet. It is a capital mistake to theorize before one
has data. Insensibly one begins to twist facts to suit theories, instead
of theories to suit facts”
Sir Arthur Conan Doyle. A Scandal in Bohemia.
There is a large amount of data and studies about the disease and
its processes, but we know almost nothing about health, about people
who never fall ill and die peacefully, while they sleep, at 90 years old.
We do not know what they eat, how their families are, how much
exercise they do... It is a mystery. That is, we do not know anything
about them that may be associated with their good health. We know
behaviors and risk factors related to the onset of illness, but its absence
is not sufficient data that can be associated with good health or positive
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health. These behaviours -or their absence: not smoking, not eating
fats ...-, are called “healthy” only because they are associated with a
reduction in the risk of becoming ill, and therefore they must be seen
as derived from the concept, that is measures, of negative health [1,2].
However, the approach of “risk factors” [tobacco, alcohol,
cholesterol, hypertension...] and disease continues to dominate the
attention of contemporary medicine and epidemiology. Health is
not a product of medical services or the medical industry. Positive
health is not the absence of disease, and can be achieved through
rewarding work, fresh air, healthy food, love, healthy housing, joy,
social relationships, solidarity, literature, music, to be sitting in the
sun looking towards the horizon, to be free. Positive health is true
well-being: feeling capable and fit, with its physical, mental and social
dimensions in a balanced way [3].
It is an admitted fact and that it is experienced in the day-today practice of general medicine that many patients are sick, but at
the same time they are healthy [positive health: ability, well-being].
General Practitioners [GPs] are also familiar with the fact that patients
often die “when they want”, when they have solved pending issues,
when their lives no longer make sense. The biomedical loss of organic
function is not necessarily equal to the inability to adapt and to live
normally. Positive health is different from biomedical health. Positive
health is the capacity of possession or appropriation by the human
being of his own body; as the ability to integrate health / disease into
the autonomous project of life that each one has forged.
Does health depend on external and internal structures that
make possible the full use of all resources? Is not the health problem
a biological problem but a social one? Have we been poorly educated
regarding the superiority of biomedical explanations aimed at the
disease and the determinants of the disease, to the detriment of social
factors? It’s a mystery!
The dominant view is that premature death is due to cancer and
heart disease, while the alternative view that the main causes of death
are lack of social support, poor education and economic deprivation
is almost ignored. Because of this dominant vision, large amounts
of money are directed to technological development, although they
only achieve modest results, and nevertheless it would take research
to assess the effectiveness of the existing care system and the nonmedical influences on health. There remains a persistent gap in
health outcomes between wealthy and poor countries. Basic measures
such as life expectancy and infant and under-five mortality remain
divergent, with preventable deaths being unacceptably high, despite
significant efforts to reduce these disparities [4].
The biomedical orientation of medicine tends to think that it is
the only thing in the world. We forget that traditions, political and
cultural forces, personal resources, etc., they influence health, as
well as the role of the doctor and the way in which we practice it.
Even in the sociological view of health, the idea that everything has
an external cause to the individual, which is manipulable, curable, is
another underlying form of reductionism. The scientific community
consolidates the evidence that certain limits are being reached in
the response capacity of medicine to the health needs of patients,
which may be due to the concept of health and its determinants that
dominate health systems, focused on the biological interpretation of
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the disease and that do not provide remedies for the non-biological
determinants of health such as poverty, stress, social support and
self-esteem, and it is urgent to investigate other paths of alternative
production of health services [2].
Thus, we are faced with other concepts and variables with which
to work, promote, measure and evaluate. That is, obtain data to build
theories. Some of them are:
The sense of coherence (a way of perceiving life and the ability
to successfully manage the infinite number of complex stressors
encountered in the discourse of life) which is the capability to perceive
that one can manage in any situation independent of whatever is
happening in life. It is defined as a global orientation that expresses the
extent to which one has a pervasive, enduring though dynamic feeling
of confidence. Sense of coherence reflects a coping capacity of people
to deal with everyday life stressors and consists of three elements:
comprehensibility, manageability and meaningfulness; That is (a)
the stimuli deriving from one’s internal and external environments
in the course of living are structured, predictable and explicable; (b)
the resources are available to one to meet the demands posed by the
stimuli; and (c) these demands are challenges, worthy of investment
and engagement [5,6].
Resilience. It has been described as the ability to withstand bad things
happening to you without the expected devastating outcomes [7].
Social capital. It has been defined as the resources available to
individuals and groups that are part of a network. This definition is
valid both from an individual point of view and as a collective, and
it is a unique and distinct entity from the traditional psychosocial
factors of social support, depressive symptoms, and self-efficacy [8,9].
Empowerment. It is defined as a process that can facilitate control
over the determinants of health of individuals and population as a way
to improve health. Empowerment as an ongoing process, knowledge
is power, having an active role, communication and interaction
between patients and health care professionals, support from being in
a group, religion and spirituality, and gender [10-12].
Patient activation, which describes the skills, confidence and
knowledge a person has in managing her/his own health and health
care [13].
But, is there solid evidence that these variables are attributes or
indicators of good health? Are they related to healthy behaviours
that promote or contribute to positive health? How do they affect
basic biological processes, such as brain activity, endocrine function,
and immune reactions? Is there an approach to general interactions
between biomedical and sociological variables in a framework of
systemic integration and exchange relationships? Is the classical
epidemiological chain of agent-environment-host obsolete? What are
the causal roots of good health and positive health? How does positive
health affect the practice of family medicine and how does it apply
in daily consultations? Well-being is not measurable in the way that
bio-medical science requires [14]. Empowerment is core to health
promotion; however, there is a lack of consensus in the wider literature
as to how to define it and at what level it may occur [15]. Little research
has been performed on health outcomes of interventions aiming to
increase patient participation in general practice visits among patients
suffering from symptom-based complaints; the results of many
research are non conclusive; the quality of the trials has been weak,
possibly due to the complexity of the concept. This weak quality may
explain the lack of conclusive results [16].
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But on the other hand, we have some data. Lack of social support
and somatic health problems is associated with psychological distress.
Social support acts as a health mediator [17]. Social relationships
substantially contribute to the explanation of socioeconomic
status differences in subjective health [18]. Stronger social
relationships are associated with a 50% increased chance of survival,
and this effect is similar for both “functional” [e.g., the receipt or
perception of receipt of support within a social relationship] and
“structural” measures of relationships [e.g., being married, living
alone, size of social networks] [19]. Low neighbourhood social
capital and low general social trust are associated with higher rates
of psychosomatic symptoms, musculoskeletal pain, and depression.
Individuals with low general social trust have more than three times
increased odds of being depressed, three times increased odds of
having many psychosomatic symptoms, and double the odds of
having many symptoms of musculoskeletal pain [20]. Further, the
prevailing biomedical ethic of care engenders a mere ‘fix-it’ approach,
which focuses on the clinical treatment of the disease and neglects the
role of patients in the process of care [21].
How can we fix things? How should we live to achieve the best
that is in us, to achieve maximum success and happiness? The answer,
probably, is that we must cultivate the will to live. But, how can a
positive approach to health care are built in the daily practice of
family medicine? An approach that allows the GPs to focus on the
“strengths” of the individual / patient, rather than on the weak and
risk factors, to help a positive plan to be adopted in the face of the
difficulties of the people; a plan who allow restoring the meaning of
their lives, which makes them feel able to solve the difficulties. How
can strategies be defined and implemented so that health returns to
daily life, that it springs from that daily life?
While the concept of positive health is consistent with the
philosophy of family medicine, it is largely unclear what behaviours
or interventions comprise the promotion of positive health in
practice. Because positive health can be associated with multiple
benefits, including better health, it is up to GPs to become familiar
and incorporate this concept into their practices. However, although
family doctors advocate, in theory, empowerment in patient care,
they often fail to realize it in practice [22]. Meanwhile that more data
is obtained, and theories can be completed, some actions by family
doctors are already advisable:
First of all, we must learn that our patients get out of the inevitable
difficulties of life with the least possible impairment of their emotional
health. Many measures of emotional relaxation that we choose are
harmful because they are evasive. Protect emotional health with the
same care with the protection of physical health, and fully develop
our capacity as human beings. If one really strives to live, one should
not be afraid to die [1]. A new concept of Diagnosis, Currently, the
“diagnosis” can disempower people rather than help them. It is hard
to imagine cardiologists, psiquiatricians or endocrinologists debating
whether medical diagnosis has enabled or labelled their patients. Here
is an input from family medicine. Family medicine contributions to
the enablement of patients lie in both the past and the future outside
of the development and use of diagnostic classifications. To enable a
person is to empower her, to support her in exerting her capacities
[23].
Person-centred care. Over recent years the push for health care
to become more person-centred has been mounting, with increasing
attention being paid to the importance of people’s experiences of care,
and to supporting them to manage their own health [13].
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Continuity of care: Chronic care received consistently over time
can positively affect health status, and benefit patients with low
activation [24,25].
Doctor-patient relationship: Primary care setting is critical to
having a sustained relationship between patients and physicians in
order to enhance patient engagement [26].
Healthy coping interventions: The recent literature provides
support for a variety of healthy coping interventions in diverse
populations, including chronic diseases self-management education,
support groups, problem-solving approaches, and coping skills
interventions for improving a range of outcomes; cognitive behaviour
therapy and collaborative care for treating depression; and family
therapy for improving coping in youths [27].
Patient participation in the consultation process: Patient-targeted
coaching, educational materials, and communication skills have a
substantial impact on communication, and so, there is a benefit to
diagnosis and management of patient conditions [28].
Patient self-report: Patient self-reports are a more powerful
predictor of outcome than were traditional biologic measures, such
for example anti-DNA antibodies in rheumatic patients. So, selfmanagement which emphasizing patient participation should be
incorporated in family medicine consultations [29,30].
However, there is still a lack of data to conclude the theory
and solve the mystery [31] of how to understand and promote
positive health in family medicine consultations. Many studies to
date lack statistical power or methodological rigor. Future research
should suggest operational measures to be applied in consultations.
Especially, general practitioners must generate evidence within their
practice configuration [32].
References
1. Hutschnecker A (1972) The will to live. New York: Cornerstone.
2. Turabian JL (2002) Ecología, salud y medicina de familia. Dimens Humana
6(3).
3. Turabian JL (1995) Cuadernos de Medicina de Familia y Comunitaria. Una
introducción a los principios de Medicina de Familia. Madrid: Díaz de Santos.
4. Garces-Ozanne A, Kalu EI, Audas R (2016) The Effect of Empowerment and
Self-Determination on Health Outcomes. Health Educ Behav 43: 623-631
5. Lindstrom B, Eriksson M (2006) Contextualizing salutogenesis and
Antonovsky in public health development. Health Promot Int 21: 238-44.
6. Super S, Wagemakers MAE, Picavet HSJ, Verkooijen KT, Koelen MA (2016)
Strengthening sense of coherence: opportunities for theory building in health
promotion. Health Promot Int 31: 869-878.
7. Shapiro VB (2015) Resilience: Have We Not Gone Far Enough? A Response
to Larry E. Davis. Soc Work Res 39: 7-10
8. Kim SS, Mancuso CA, Huang W-T, Erkan (2015) Social capital: a novel
platform for understanding social determinants of health in systemic lupus
erythematosus. Lupus 24: 122-29.

13. Brewster L, Tarrant C, Armstrong N (2015) ‘Patient activation’ as an outcome
measure for primary care? Fam Pract 32: 481-482.
14. Alexandrova A (2017) Is Well-being Measurable After All? Public Health
Ethics 10: 129-37.
15. Cross R, Woodall J, Warwick-Booth L (2017) Empowerment: challenges in
measurement. Glob Health Promot.
16. Sanders ARJ, van Weeghel I, Vogelaar M, Verheul W, Pieters RHM, et al.
(2013) Effects of improved patient participation in primary care on healthrelated outcomes: a systematic review. Fam Pract 30: 365-378.
17. Bøen H, Dalgard O, Bjertness E (2012) The importance of social support in
the associations between psychological distress and somatic health problems
and socio-economic factors among older adults living at home: a cross
sectional study. BMC Geriatrics 12: 27.
18. Vonneilich N, Jöckel K, Erbel R, Klein J, Dragano N, et al. (2012) The mediating
effect of social relationships on the association between socioeconomic
status and subjective health - results from the Heinz Nixdorf Recall cohort
study. BMC Public Health 12: 285.
19. The PLoS Medicine Editors (2010) Social Relationships Are Key to Health,
and to Health Policy. PLoS Med 7: e1000334.
20. Aslund C, Starrin B, Nilsson KW (2010) Social capital in relation to depression,
musculoskeletal pain, and psychosomatic symptoms: a cross-sectional study
of a large population-based cohort of Swedish adolescents. BMC Public
Health 10: 715.
21. Adinolfi P, Starace F, Palumbo R (2016) Health Outcomes and Patient
Empowerment: The Case of Health Budgets in Italy. J Health Manag 18: 117133.
22. Hershberger PJ (2005) Prescribing happiness: positive psychology and family
medicine. Fam Med 37: 630-634.
23. Callard F, Bracken P, David AS, Sartorius N (2013) Has psychiatric diagnosis
labelled rather than enabled patients? BMJ 347: f4312.
24. Aung E, Donald M, Williams GM, Coll JR, Doi SAR (2016) Influence of patientassessed quality of chronic illness care and patient activation on healthrelated quality of life. Int J Qual Health Care 28: 306-310.
25. Bodenheimer T, Wagner EH, Grumbach K (2002) Improving Primary Care for
Patients with Chronic Illness. JAMA 288: 1775-1779.
26. Chen J, Mortensen K, Bloodworth R (2014) Exploring Contextual Factors
and Patient Activation: Evidence from a Nationally Representative Sample of
Patients with Depression. Health Educ Behav 41: 614-624.
27. Thorpe CT, Fahey LE, Johnson H, Deshpande M, Thorpe JM, et al. (2013)
Facilitating Healthy Coping in Patients With Diabetes: A Systematic Review.
The Diabetes Educator 39: 33-52.
28. Haywood K, Marshall S, Fitzpatrick R (2006) Patient participation in the
consultation process: A structured review of intervention strategies. Patient
Educ Couns 63: 12-23.
29. Shoor S, Lorig KR (2002) Self-care and the doctor-patient relationship. Med
Care 40: 40-44.
30. Turabian JL, Pérez Franco B (2002) Estrategias de implicación del paciente
en la toma de decisiones terapéuticas. Cuadernos de Gestión; 08: 133-149.
31. Sir Arthur Conan Doyle. A Scandal in Bohemia.
32. Li V, Carter SM, Rychetnik L (2015) Evidence valued and used by health
promotion practitioners. Health Educ Res 30: 193-205.

9. Ogden J, Morrison K, Hardee K (2014) Social capital to strengthen health
policy and health systems. Health Policy and Planning 29: 1075-1085.
10. Jørgensen CR, Thomsen TG, Ross L, Dietz SM, Therkildsen S, et al. (2017)
What Facilitates “Patient Empowerment” in Cancer Patients During FollowUp: A Qualitative Systematic Review of the Literature. Qual Health Res 28:
292-304.
11. Soares MF, Ferreira RC, Pazzini CA, Travassos DV, Paiva SM, (2015)
Individual and collective
empowerment and associated factors among
Brazilian adults: a cross-sectional study. BMC Public Health 15: 775.

Author Affiliations

12. Williams L (2017) Empowerment and the ecological determinants of health:
three critical capacities for practitioners. Health Promot Int 32: 711-22.

Family and Community Medicine Health Center Santa Maria de Benquerencia
Regional Health Service of Castilla La Mancha (SESCAM), Toledo, Spain

Volume 1 • Issue 1 • 1000e101

Top

• Page 3 of 12 •

