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Blessed Be Ignorance and Healthy Skepticism

All of us employed in the health
system aim at keeping our pa-
tients healthy, never asking our-
selves what health really is.

If we asked our patients to
define health, the vast major-
ity would instantly answer that
health is when one is not ill. If we
asked the definition of disease,
they would perhaps hesitate for
a moment, but then they would
most probably say that to be ill
means not to be healthy.

This, in mathematical terms,
is a circular reference — a formula
which is related to itself, or a con-
cept explaining itself by itself. In
terms of logic it would be a type
of fallacy classified as petitio prin-
cipii

If we put the same question
to a doctor, he or she, as a rule,
would answer by using the def-
inition of health given by the
supreme authority in health
questions — World Health Orga-
nization (WHO). According to

the definition of WHO, health is
a state of complete physical, men-
tal, and social well-being and not
merely the absence of disease or
infirmity (1). This definition is
also self-referential. Besides, it is
very idealistic, because, taken lit-
erally, it would mean that health,
to quote a surgeon Imre Loeffler
(2), is achieved only at the point
of simultaneous orgasm, leaving
out most of us as unhealthy (and
s, diseased) most of the time.

Albeit the intention of WHO
has not been to create a paradise
on Earth, but to emphasize the
impact of social welfare on health,
the idea of health based on this
definition managed to achieve
many good things, proving itself
as excellent fundamentals for de-
veloping public health.

At first sight, the definition
of disease according to WHO is
clearer and more distinct from
the definition of health, and it ap-

proximately tells that disease is
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anything included in the Interna-
tional Classification of Diseases
(ICD). However, ICD is subject
to revisions (currently the 10th),
which unavoidably makes us ask
why and when a certain condi-
tion comes on the ICD list, that
is to say, how it becomes a disease
and how it stops being a disease.

Prove that you are fatigued!

Let us now consider some exam-
ples from history.

In Hippocrates® time, epilep-
sy was considered sacred. Alleg-
edly, it was so simply because peo-
ple did not know what caused the
disease; the moment they figured
out the cause of a disease, it ceased
to be considered divine (3).

Homosexuality is a reverse ex-
ample. Today it is not regarded as
a mental disease by the scientific
community. But it was so until
1973, when the American Psychi-
atric Association (APA) removed

www.cmj.hr

T'M™" PERSONAL COPY

279


mailto: karmen.loncarek@markant.hr

280

Croat Med ] 2007;48:279-283

it from the Sexual Deviancy sec-
tion of the Diagnostic and Sta-
tistical Manual of Mental Dis-
orders (4). The main reason
was a complete failure of treat-
ments for homosexuality. The
World Health Organization’s
ICD-9 listed homosexuality as
a mental disease in 1977, and in
1990, a resolution was adopted
to remove it from the ICD-10,
which became effective in 1993
(5,6).

The chronic fatigue syn-
drome has been known as a dis-
ease since a long time ago. In
1687, Thomas Sydenham de-
scribed it as a “muscular rheu-
matism,” and from the 19th
until the beginning of the 20th
century it was known as neuras-
thenia (7). With growing dom-
ination of technology in medi-
cine, the existence of this disease
was denied (8). The reason for
this is still unknown cause of
the disease and the lack of an as-
say or pathological finding that
would be widely accepted as a
diagnostic criterion for chron-
ic fatigue syndrome. It remains
the diagnosis of exclusion, based
largely on patient history and
symptomatic criteria, although a
number of tests can aid the diag-
nosis (9).

The example of the chronic
fatigue syndrome shows that vi-
sual evidence (x-ray, ultra-sound,
laboratory findings, ECG) be-
comes more and more impor-
tant for a definition of a disease.
In other words, disease is every-
thing submitted to the techno-

logical verification, while health
is a condition for which it is not
possible to prove any deviation
from normal.

Anyway, health is not equal
to normality. The latter is a sta-
tistical notion. Biostatistics plac-
es “normal” within the scope of
47.5% under and above of the
middle value, ie, 95% is “nor-
mal,” and 5% is “non-normal”
(10). With a sufficient number
of medical tests, it is possible to
find some criterion for practi-
cally everyone to include him or
her into the group of these 5%
of “non-normal” persons.

In other words, no one is
normal, because no one is able to
satisfy all the criteria of “normal-
ity.” If we assume a definition
that equalizes being healthy and
being normal, nobody of us is
in fact healthy (pharmaceutical
industry has already exploited
this fact). Definition of health
as an aberration from normal-
ity is additionally complicated
by the fact that it is very difficult
to separate disease and a normal
state, because there is no disease
that you either have or do not
have — except perhaps sudden
death and rabies. All other dis-
eases you either have a little or a

lot of (11).
An ill for every pill

Generally, the boundary be-
tween health and disease is ev-
erything but clear, therefore let
us examine a few more exam-

ples.

Pharmacological  industry
has managed to oversimplify
that gray zone between disease
and health - the zone haunted
by various conditions — creating
insomuch a definition of disease
for its own purpose: discase is a
state that is curable with a pill,
and “ill for every pill” should be
found (12). Disease is, there-
fore, something for which there
is a medication, while health is
a state which does not need to
be additionally medicalized (at
least not yet).

The BM]J has published a list
containing two hundred such
states, called non-diseases (2).
Suffering caused by these non-
diseases can even be much more
horrible than that caused by of-
ficially recognized diseases. It is
cnough to mention mourning,
loneliness, ugliness, difficult and
tedious labor, hangover, bald-
ness, aging, tediousness, igno-
rance, concerns about a small pe-
nis, teething, menopause, limp
ears, bad breath, obesity, acne,
indecision, ~exhaustion, preg-
nancy, and giving birth (13). It
is not at all disputable whether
these states or dysfunctions ex-
ist or not. However, if they are
defined as diseases, those who
are “ilI” will perhaps be more
willing to go to see a doctor and
pick up their pills than to make
some changes in their lives.
Once upon a time, alcoholism
was treated as a sin, later on as a
vice, today as discase, which gave
alcoholism a morally neutral
color (and possibly diminishing
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the motive of alcoholics to fight
against their alcoholism) (14).

Coercion to health

Another gray zone between
disease and health is caused by
the fact that the definition of
health is flexible and depends
on age, meaning that certain
states in youth are a dysfunc-
tion and in older age are nor-
mal and expected. Pharmaceu-
tical industry makes use of it
through forcing consumers to
be healthy (coercive healthism)
— if certain state is curable,
it should be cured (15). If an
older gentleman can achieve
erection as if in his youth, he
should achieve it. Since there is
a help of chemistry, our gentle-
man has no right to reconcile
with the fact that his hydrau-
lics is not so operative as was in
his younger days and dedicate
his time to reading, collecting
postage stamps, fishing, or his
grandchildren.

Similarly, pharmaceutical in-
dustry has declared some natural
processes of aging to be a disease.
Although each second woman
over 60 has decreased bone den-
sity, the risk of spine fracture is
incomparably smaller, less than
4%. This means that diminished
bone density is not a valid prog-
nostic mark for fractures, but is
a fantastic prognostic sign for
taking drugs against osteoporo-
sis and for bringing high profit
to the producers of these drugs.
By the way, medications against

osteoporosis diminish a risk of
spine fracture for 2% (16).

It has for a long time been a
dream of medicoindustrial com-
plex to make drugs for healthy
people.

The number of ill people is
limited, and healthy people are
not just more numerous but
also have greater purchase pow-
er. Converting of a state or non-
disease into a disease is termed
condition branding, and it is
achieved in three ways (17) as
follows: elevating the impor-
tance of an existing condition
(example: introducing the gas-
troesophageal reflux disease in-
stead of heartburn); redefining
an existing condition to reduce
a stigma (example: “erectile dys-
function” instead impotence);
developing a new condition to
build recognition for an unmet
market need (example: develop-
ment of Xanax (alprazolam) for
panic disorder in the 1970s).

Was Bismarck a socialist?

To be poor in an undeveloped
country means to have no ap-
proach to the basic health ser-
vices, to have no drinking water,
to be nourished badly, or even to
be hungry. To be poor in a de-
veloped country means to have
basic social assurance as Medi-
care or Medicaid, hot water, and
enough supply of food. But it is
not supposed to mean that the
poor in developed countries are
much happier than those in un-
developed countries. Poverty is a

social construct, and to be poor
actually means “to be more poor
than ... “ The rich alike are not
just rich, they are “richer than
...” For someone to be rich there
must be somebody poorer, with
whom he or she could compare.
Similar to that, in an affluent
society, health, as the greatest
wealth, has become a commod-
ity. Break-down of the princi-
ple of solidarity and domination
of the market economy think-
ing in the organization of pub-
lic health systems in transition-
countries (but also in most of
the other countries) should be
considered as a way that the rich
impose their superiority over the
poor. Russian millionaires cov-
er their cars with diamonds to
show that they differ from the
poor and to exhibit their pow-
er. All power has the same goal
— to be total and all-inclusive.
Therefore, a wish for the pow-
er extends to the field of health.
Since a healthy magnate can-
not be healthier than his poor-
est healthy compatriot, the only
way for him to exhibit his pow-
er in the field of health consists
of diminishing the possibility of
his poorer compatriots to keep
health or recover from disease.
Who does not believe that this
is exactly what is going on in the
transition countries (and not
only in them), should remem-
ber that the principle of solidari-
ty has nothing to do with social-
ism and that solidarity is one of
the most luminousissues of the
capitalism.

Health of the Health System

T M™" PERSONAL COPY

281



282

Croat Med ] 2007;48:279-283

The first health insurance
founded on the principles of sol-
idarity was conceived by chan-
cellor Otto von Bismarck in
1883 (18). Bismarck was by no
means a socialist. One of the rea-
sons why he introduced health
insurance was the pressure of
workers’ trade-unions which
were getting stronger and stron-
ger at the time. As a statesman,
he probably also took health as
a strategically important issue
(19).

According to the article 25
of the Declaration of Human
Rights (20), “Everyone has the
right to a standard of living ade-
quate for the health and well-be-
ing of himself and of his family,
including ...medical care ... and
the right to security in the event
of sickness, disability ... in cir-

cumstances beyond his control.”
Blessed ignorance

Throughout the ages, all cul-
tures have had the concepts of
health and disease. For instance,
gathering and keeping things
was considered to be a respect-
ful characteristic. In the con-
sumerist society, such behavior
is considered to be ill and is clas-
sified as Diogenes’ syndrome
(21). In some cultures, hearing
voices is considered a sign of a
mental disorder, while in oth-
er cultures a person who hears
voices is venerated as a religious
leader (22).

Health is not just physical,

mental, and social well-being, it

also has the fourth component
— a personal feeling of being
healthy, which is a learned term
for blessed ignorance. Some dis-
eases, such as diabetes, preserve a
personal feeling of being healthy
for a long time. Today, when
searching for genetic markers
for the risks to get ill is a routine,
one should consider whether
we get ill at the very moment
when we learn that we shall get
ill from some disease in the fu-
ture. Being aware of that, we are
robbed of the personal feeling of
being healthy.

Feeling of being in good
health is one of the background
emotions, just as, for example,
tranquility or tension (23). This
feeling is founded on a physical
feeling that all bodily functions
that can be performed subcon-
sciously are performed in such
a way, not entering conscious-
ness. Just because health is an
emotion, it is not that the defi-
nition of health is susceptible to
the changes over history thanks
only to the progress of the med-
icine and science in general, but
it is the idea of health in itself
that changes as a result of chang-
es in social and cultural context.
Anyhow, medical truths are per-
ishable goods. Half-life of the
knowledge in medicine is very
short, five years only (24,25).
The good half of what we know
now is at least questionable, and
it may be unmasked as an error.
Unfortunately, we cannot know
today which of the two halves
will be wrong.

I do not aim to determine
what exactly health is: a human
right, personal feeling, piece
of goods on the market, social
benefit, statistical notion, cul-
tural or social construct, some-
thing of these, or all of it to-
gether. All I want to say is that
it is very healthy to doubt every-
thing what we as doctors do, de-
cide, and believe. A little drop
of healthy skepticism could im-
prove the health of our patients
a great deal.
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