
In their recent article ‘Quaternary 
prevention: a balanced approach to 
demedicalisation’,1 Norman and Tesser 
(N&T) presented Kuehlein et al’s original 
definition of quaternary prevention as:

‘An action taken to identify a patient at 
risk of over-medicalization, to protect him 
from new medical invasion, and to suggest 
to him interventions which are ethically 
acceptable.’ 2

They concluded that this definition is 
more comprehensive than a new definition 
recently proposed by Brodersen et al: 

‘Action taken to protect individuals (persons/
patients) from medical interventions that 
are likely to cause more harm than good.’ 3

Here we elaborate further on this new 
definition that we strongly support and have 
already put into a general practice setting.4

First of all, we agree that quaternary 
prevention needs to be globally 
disseminated and that further research may 
contribute to such dissemination. The two 
aforementioned definitions give different 
perspectives on the concept. Both of them 

address the risk of overmedicalisation. 
In contrast to the original definition,2 the 
one we support puts forward the idea that 
preventing medical harm must be present 
in all aspects of clinical activity (primary, 
secondary, tertiary, and quaternary 
prevention) more explicit. That is why in 
the visual representation of the definition, 
‘quaternary prevention’ was moved from 
quadrant 4 to the centre of the figure. 

We also think that the definition by 
Brodersen et al, places more emphasis on 
clinicians always considering the current 
best available evidence about the benefits 
and harms of an intervention. We believe 
this to be superior because it depicts the 
relationship between quaternary prevention 
and the evidence-based practice movement. 
In addition, considering a favourable ratio of 
benefits and harms, it also ensures that 
clinicians ‘protect’ people from unnecessary 
or harmful medical procedures and respect 
the ethical principles of non-maleficence 

and beneficence — 
although this is less 
explicit than in the 
original definition of 
quaternary prevention.

IT’S MORE THAN 	
DEMEDICALISATION
In their defence of the 
original concept, N&T 
focus on the need for 
demedicalisation as 
the main feature of 
quaternary prevention. 
However, in our view, 
this is one of the main 
problems of the original 
quaternary prevention 
definition. 

Demedical isat ion 
is often not a science-
based concept. There 
might be some 
medicalisation that may 
be needed and prove 
effective for patients, 
just as there is some 

medicalisation that is not needed and might 
potentially bring more harm than good to 
patients. 

More important than preventing an 
excess of medical procedures (for example, 
treatments and diagnostic tests) is to 
prevent medical interventions that are likely 
to cause more harm than good based on 
high-quality scientific evidence. 

By putting the focus on demedicalisation, 
we increase the risk of removing some 
medical interventions that could be more 
beneficial than harmful for patients, and by 
doing so we would indeed harm patients.

In quaternary prevention’s new 
definition,3  the focus is to prevent medical 
interventions likely to cause more harm 
than good. This definition incorporates the 
need for evidence-based clinical practice 
and implies that each medical intervention 
must be analysed according to this 
paradigm.5

LIMITATIONS OF THE FRAMEWORK
N&T’s framework is slightly different to 
Jamoulle’s original framework5 because a 
column referring to ‘demedicalisation’ has 
been added and also the beginning of the 
central clockwise arrow has been moved to 
the inside of the quaternary prevention field. 
N&T’s new framework presents two main 
problems: First, quaternary prevention 
level is still confined to the quadrant with 
patients that feel ill and do not have a 
disease. Second, visually, the central arrow 
could cause some confusion as it may be 
interpreted as indicating the sequence of 
prevention levels starting with quaternary 
prevention, then continuing to primary 
prevention, secondary prevention and, 
finally, tertiary prevention.

From our perspective, whichever 
quadrant patients may be in, they could 
benefit from quaternary prevention since 
they are all at risk of suffering harm from 
medical interventions. The quaternary 
prevention field has therefore been moved 
into the centre of the axes of illness and 
disease (Figure 1). In this way, understanding 
of the new definition is increased. 

Quaternary prevention:
an evidence-based concept aiming to protect patients from medical harm
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“It’s not the medicalisation that has to be prevented, 
but medical interventions that are likely to cause more 
harm than good to patients.”

Figure 1. Quaternary prevention: the new definition and the new 
Framework
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CONCLUSION
To sum up, it’s not the medicalisation that has 
to be prevented, but medical interventions 
that are likely to cause more harm than 
good to patients. We believe that this new 
definition will support understanding and 
awareness of quaternary prevention, and 
encourage clinicians and patients to keep it 
in mind in all aspects of health care.
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‘JUST A GP’

I am a member of a vast team,
Yet I work alone.

I feel valued by many,
Yet I am undervalued by a key few.

I own, manage and work independently,
Yet I am accountable to everyone.

I must offer judgement,
Yet I must not be judgmental.

I am privileged to be told,
Yet the information can be a burden.

My influence is wide,
Yet little of what I say is remembered.

I care for thousands,
Yet must focus on the individual.

I must remain the advocate of each,
Yet often I must say, “No”.

I am deeply trusted,
Yet I feel under great scrutiny.

I stand on a pedestal,
Yet I am vulnerable to all.

I know about a great many things,
Yet I know a fraction of all I may need.

I must teach them all I know,
Yet I have to learn more.

I must allocate the resource,
Yet I know there is not enough.

I must find evidence for it all,
Yet I must think for myself.

I must be friendly,
Yet I dare not become friends.

I am a Great Paradox,
Yet I am ‘Just a G.P.’

I am a General Practitioner,
But I think it’s more important I’m a Good 
Person.
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