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This essay proposes some cures:

a) to generate better knowledge, that is:
-data on the impact of disease mongering (DM),
-indices to measure inappropriate medicalisation,
-publicly funded rigorous studies to promote noncommercially oriented information about disease,
-the conflicts of interests of panel members, professional bodies and sponsors.

b) to take actions:
-at a consumer level, not accepting pharmaceutical company sponsorship;
-amongst journalist circles, reducing the media’s propensity to exaggerate disease prevalence and severity;
-at  professional  organizations’  level,  recommending  that  industry-funded  disease-awareness  campaigns 
should not be advertising of drugs;
at shareholders level, to refuse the excess of DM.

What about the public health level? How many chances have these measures to effectively counteract DM? 
We think very little, because they do not capture the root of the problem, which lies on the main current 
rewarding systems in the health market, and on their logical consequences on the behaviour of nearly all 
providers.

If the health systems follow models that actually “pay for the disease”, no wonder that the market adapts its 
behaviour and “sells the disease” as much as possible, diagnosing/anticipating it even if the prognosis does 
not change, dramatizing it and even “creating” it.
Paying for  the  disease  puts  Health  Boards  and Systems,  and  Hospitals,  and practices,  and doctors  in 
structural conflict of interests with health and wellbeing.

It is time for public health systems to undertaking two main actions.
First,  they  should  react  more  boldly  and  give  clear-cut  answers,  highlighting  the  possible  health  and 
economic risks, for both the individual and the community, of many technologies, rather than simply claiming 
that “there is not sufficient evidence” to recommend/pay for them.

More important, the NHSs should reform the health organizations’ financing systems and the professionals’ 
remuneration  schemes,  so  that  their  interests  become  aligned  to  the  patients’  and  community  health 
(expressed as an unequivocal outcome, that is longevity) rather than to their diseases.

Different ways to pay for diseases are:
• Fee-for-service, reimbursement systems, price for drugs
• D(iagnosis of disease)RGs
• Disease management
• Private practice (fee-for-service rewarded)
• Payment for inputs, processes, outputs not related to outcomes.
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Different ways to pay for health are (1):
1) Capitation weighted for the patient’s age, in a yearly continuous progression, i.e. a centenarian weighs ten 
times an adolescent.
This would be an equitable way to pay for the additional work for caring for patients getting older; but, above 
all, it  would give a strong signal of a health policy targeted to the main objective of a Health System: a 
healthy longevity for all. It would give a virtuous incentive - not related to the quantity/complexity (both easily 
induced by providers) of performed services – to help own patients’ cohort to age more and better, thus 
aligning ethics and better income for GPs (1).
2) A complementary way to pay for Health is: further incentives, based on health (or economic) outcomes (or 
levels  of  outcome),  may  be  added  for  special  objectives,  not  rewarded  enough  by  the  age-weighted 
capitation (1) (for example:
- babies breastfed for one year or more over challenging thresholds (based on local epidemiological data)
- women 50-70 years screened with mammography in a good quality program over definite thresholds
-  hypertensive  subjects  treated  with  first  line  low-dose  thiazide-type  diuretics  over  high  and  very  high 
thresholds).

But  fee-for-service  incentives  should  be avoided,  because they increase  technological  abuse,  profitable 
services irrespective of their effectiveness, and the sale of sickness.
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