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Quaternary Prevention
Quaternary Prevention is defined in WONCA’s Dictionary as «action taken to identify patient at
risk of overmedicalisation, to protect him from new medical invasion, and to suggest to him
interventions, which are ethically acceptable» (2). It can also be looked at as the «rehabilitation
or restoration of functions in those patients suffering from serious disease complications to avoid
severe incapacity» (3). In the following paper we refer to the WONCA definition of Quaternary
Prevention.
Medical profession as a whole is guided by the “primum non nocere” principle uncertainty being a
key characteristic of our speciality of General Practice/Family Medicine (GP/FM) (1). Given the
burdens and pressures put on General Practitioners/Family Physicians (GP/FP) to accomplish their
professional tasks, cases occur which should trigger profound introspection about the possible
results of applying recommended techniques or measures (either pharmaceuticals or others), in
order to promote health or quality of life , or simply to cure patients.
General Practice/Family Medicine aims to deliver medical care that is scientifically acceptable,
personally necessary and ethically justified and adjusted to the needs and values of the patient to
achieve maximum quality with minimum quantity of intervention (4,5,6,7). The emphasis of
quaternary prevention is to prevent iatrogenic harms and to increase quality of life (7) and so it must
be clearly differentiated from “primordial prevention” which consists of the use of techniques to
reduce the emergence of life styles that are known to increase the risk of chronic degenerative
diseases, mostly the non communicable diseases.
There are medical and population-based (epidemiological and economic) reasons for this kind of
thinking (3,4,5,6,8). Although GP/FP seek to exercise their professional skills in the light of the best
scientific knowledge, using evidence based medicine, it is essential to fully understand the necessity
of using judgment whenapplying the findings of randomised controlled trials to a single
individual. The exercise of the required judgment on the part of both patients and doctors could be
greatly helped by tools that quantify individual benefits and risks when making particular treatment
decisions” (9).
All GP/FM involves the management of uncertainty and the awareness that all interventions carry
risk of harm as well as the possibility of benefits. (10). These realities become even more ethically
challenging when offering preventive care to those who are currently well and GP/FPs need to be
aware that the techniques of “disease mongering” tend to create more harm than “health” (11).
Even though there can be pressure from the media for the immediate application of new techniques,
doctors have a responsibility to ensure effectiveness and safety of the treatments given to individual
patients. GP/FPs have a responsibility to avoid “excess medical interventionism” with too many
unnecessary or unjustified medical acts (12) by detecting individuals at risk of overmedicalisation
overdiagnosing and overprevention and suggesting ethically acceptable alternatives” (10,11).
In fact medicine can be understood by the public as the art of avoiding suffering and this unrealistic
expectation may lead to excessive screening and/or treatment in the absence of well documented

evidence, so generating a disease obsessed population, that should, instead, be empowered
through well designed information campaigns at both the population and individual level. GP/FPs are
in the right position to advise patients concerning health care and health systems and so to enable
patients and healthy people to make autonomous health decisions in those fields where no
immediate measures are indicated (13). In fact, some pursue medicine as a business exploiting
contemporary greed and fear: “the greed is for ever-greater longevity; the fear is that of dying. The
irony and the tragedy is that the greed inflates the fear and poisons the present in the name of a
better, or at least a longer, future.” (14), as recent papers debate for a variety of fields including the
most recent vaccination against HPV infection (15), prostate screening (16) or use of new antihypertension medicines (17).
In the light of the above UEMO:
Firmly insists that GP/FP combat disease mongering, which in itself serves for nothing more than
financial profits, while propagating fear and undermining the quality of life;
Urges GP/FP to include quaternary prevention, at individual and practice level;
Advises scientists/researchers to be aware of the possible disease mongering implications of their
publications and urges European and national health authorities to address this very important
problem, that consumes time and resources without proportionate health gain..
Urges European and national health authorities to support GP/FD in their daily fight against
disease mongering, overmedicalisation, overdiagnosing and overprevention.
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