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Biographical Sketch
Summary 
Since the 1800s, hospital convergent subspecialties began an academic differentiation from the community-oriented primary health care (PHC) medicine, and in 1948 emerged a divergent super-specialty of general and family medicine (FM). PHC-FM is still being misunderstood by subspecialists as an unscientific art. The immaturity of its re-integration science has retarded the advance of a genuine general scientific theory scope, goal, method, practice, and research. The article examines by chapters the research challenges concerning PHC-FM’s human bio-social sciences foundations, and suggests ways to accelerate its scientific progress, using conceptual, evolutionary, systemic, clinical, anthropological, and epidemiological methods on global living, health and medical care research models, policies and systems.
First, a new meta-research program to develop an own PHC-FM research conceptual and operational framework with all the preventive corollaries for a frontline “living, abilities, wellbeing, and health” clinical service, training, and research for the healthy and sick individual is needed. A positive health promotion PHC-FM research program with a defragmented view could focus the broadest concept of human life and health support systems with the highest degrees of individual freedom, to enhance physical abilities, wellbeing, and resources, but also mental, moral, socioeconomic, and info-cultural ones, for a happy, prosperous, and healthy living. Research might be balanced to achieve PHC-FM main humanitarian and social science goals: to increase comprehensively all standards and levels of living and health, the same in quality that in duration, all universal values, individual rights, dignity and equity for all natives, races, sexes, and ages, especially for mothers, children, elderly, and dying persons, as instrumental targets, according to the best national study-cases. To achieve most U.N. living and health Millennium Development Goals in 2015, the comprehensive and decentralized Millennium Villages’ strategy for remote, small, rural, deprived villages (and slums), seems to be the best option.  The clinical judgment research method goals and scope may perhaps be expanded, including besides bio-physical matters, economic-psychosocial and info-cultural issues, improving the diagnosis, healing, prevention and treatment of the patient’s living events, experiences, crisis, sufferings, problems and handicaps too. A re-integration research to achieve higher-degrees of order than mere aggregates of derived specialties’ results, may possibly be supported by a dynamic-lifelong, health-maintenance classification with a broadest health semiology, nosology, causality, principles, methods and technology research. 

A generalist training enhancing divergent ideation and creative thinking with logical-methodological rules and psycho-social guidelines for re-integrative findings, innovations, and inventions of most comprehensive solutions is essential, as well as extending own PHC-FM integrative spaces with wide interdisciplinary research programs; making elite and translational research, besides quality of care improvement, and using all kinds of means as electronic-health records, research collaboratories and teleconferences with cutting-edge information-technology. It might be strengthened a global PHC-FM re-integration research program, overcoming the 2/98 funding gap in relation to biomedicine/technology, spreading inter-personal research-partnership networks as well as inter-institutional ones, and re-organizing health care research national plans from the PHC-FM needs. It could be strengthened the PHC-FM scientific foundation, solving underlying philosophical, ethical, conceptual and methodological problems, and integrating the best scientifically tested principles and means of natural and traditional medicine. It might be reordered and enriched the PHC-FM arsenal of scientific concepts, bases, methods, and technologies, with advances of physics and economics, harmonizing the reductionist and integrative approaches, in a broader hard-core of unified conceptual generalizations, with operational disciplinary matrixes and key exemplars to follow, in well-funded and powerful PHC-FM research institutes.

1. Broadening Primary Care Medicine Research Preventive Strategies. 
1.1. Positive Health Promotion Research on Human and Social Living. 
PHC-FM scientific thinking and research are not responding well to its humane and societal goals yet, being the broadest social care level and medical supra-specialty with top preventive potential impact on the wellbeing and health of any country. With the accelerated world population growth trend from 1800 to 2011, it is clearly impossible to care with biotechnology only parts isolated of individual bodies, without caring foremost the entire individual living events, experiences, crisis, suffering, problems and handicaps too, in all her/his life-course: borning, growing, learning, working, reproducing, recreating, aging and dying. The U.N.-WHO living and health care country reforms needs much more than cover 100% of the people with generalists trained in university departments and excellence centers on mere aggregates of hospital sub-specialties matters, and to deliver remote hospital services at home with video-consultations, smart beds, portable test devices, e-health records, and wireless-sensors’ monitoring. 

Multiplying generalists, services and biotechnologies is necessary but not enough. The Greek Cos’ PHC art caring the individual shall be finally united with the Cnidos’ FM science, strengthening its humane scientific foundation with new research paradigms, methods, theories, technologies and programs. This task must be taken by all generalists caring man and woman previous reproduction, and embryo-fetus until childbirth: FM physicians, pediatricians, internists, obstetricians, psychiatrists, psychologists, nurses, etc. It is vital to reengineer a positive wellbeing and health promotion human and social oriented strategy, with full information, freedom of choice, and focusing on bioeconomic, psychosocial and info-cultural problems of the advance in standards and levels on comprehensive human quality-and-length of life (QLOL) and human integral quality-and-level of health (QLOH) support systems, through a novel PHC-FM research that has been stagnated by its amazing complexity lying at the intersection of science, art, philosophy, politics, ethics, religion and myth/magic. 
Countless principles of diverse human organic, tissular, cellular, genomic and molecular bio-systems through experimentation with animal-models, human tissues, cells and fluids are established. But, few ones of entire individuals and families are yet well-recognized due to fragmentation and obstacles for experimentation. The systems’ pathophysiology, bridge that connects epidemiologic studies of individuals with molecular ones, has become increasingly deemphasized in clinical reasoning and evidence. Scientific importance is believed to be inversely proportional to the size of the investigated entities (convergent focus); disorders and derangements are entities of macro-biology, and only molecular research is considered basic, but excluding some infra-atomic level matters. Biologic and statistical reductionism in diagnostic reasoning, leaping directly from a symptom to bio-images, signals, and substance results, seriously constrain clinical science creativity.

PHC-FM lacks a harder psychological science of interface between bio-physic-chemical and socioeconomic and info-cultural substrates, with enough principles of the human psyche’s behavior. This basic science shall tie-up most loose-ends from the family home, community office to the hospital bedside and lab bench, with mental principles supplied from well-recognized and hardest ecologic, genetic, molecular and atomic sciences, and less accepted and softer anthropological, socioeconomic, political, communication and cultural sciences. Effective healthcare needs specialist and generalist approaches. But only emphasis on analytical/reductionist ways of thinking about disease with empirical/quantitative research modes of hospitals, has distorted the humane nature of PHC-FM research since the 1800s and attempted to eliminate it between 1946 and 1966. This has become a scarce borderline task between quality-of-care-improvement and orthodox clinical research, derived from shared sub-disciplinary spaces of clinical and laboratory sciences. So far, PHC-FM is still lacking individual wholeness and healthfulness, disintegrated with secondhand pre-clinic and clinical theory and technology validation and transferred from hospital selected-patients to the population’s practices. 

The conundrum of the PHC-FM is that lacks any patho-physiologic bridge or other type of link that could be strengthened as the hospital sub-specialties have. Quite the opposite, it still must build its own research linchpins, keystones and bridges. The aim of this article is to examine some research challenges, concerning the PHC-FM’s humane and social foundations, suggesting how to help accelerate its slow progress. It uses evolutionary, conceptual, systemic and comparative cross-sectional retrospective methods on global living, wellbeing, ability and health care, medical proto- and scientific contemporary basic/applied research models, policies and systems in developing and developed nations.
1.2. Contextualizing the Human Primary Care Medicine Research. 
PHC-FM evolved as part of primary living care given since the early development of tribes in the African savannas, millions of years before 100,000 BC. The nomadic family-level forager and hunter-egalitarian groups before sickness had self-, family and other group-member healing, with medication until wellness. Medicines collected from the habitat and positive actions of powerful agents were sought to counteract causes. Larger, more complex and unequal village level settled-agrarian societies since 10,000 BC, required a measure of cooperation and leadership, since they entailed a pooling of labor efforts and primitive technology. Leaders and healers managed conflict, misfortune and sickness. PHC-FM evolved from instinct and experience based on magic, folk remedies and surgery. The Greeks made observational research in the 5th-century BC, beginning the Hippocrates of Cos’ PHC art using bedside patient’s symptoms, signs, clinical history and method for patient diagnosis and therapy, written in the “Hippocratic Corpus”, interacting with the FM science of Euryphon of Cnidos, classifying grouped diseases and syndromes according to symptoms for diagnostic and therapy’s principles and methods. 
The Roman investigated creating aqueducts, public baths and sewage systems. The Greek-Roman Galen (129-210) wrote, “health is a state in which we neither suffer from any evil nor are prevented from the functions of daily life,” performing animal experiments and a scientific PHC-FM system. The Persian Avicenna in “The Canon of Medicine” (1025) codified Greek, Roman, Indian, Chinese and Arabic PHC-FM, developing syndromes, introducing principles of trials, inductive logic and evidence-based medicine. He stated: "Medicine is the science by which we learn, the various states of the human body, in health, when not in health, the means by which, health is likely to be lost, and when lost, is likely to be restored to health. […] We ought to know the causes of sickness and health. […] Because health and sickness and their causes are sometimes manifest and sometimes hidden, and not to be comprehended except by the study of symptoms, we must also study the symptoms of health and of disease.” Priests, empiric doctors at homes, temples and monasteries’ dispensaries, provided natural and traditional PHC-FM until Alexandria and Salerno Universities trained physicians. In the 1700s was derived secondary-healthcare in the French general hospital isolating patients for special clinical and surgical care and therapies. 
In 1747, James Lind started controlled preventive trials [six groups of two sailors (each) from the Royal Navy], confirming John Woodal’s supposition of the 1600s that citrus fruits cure scurvy. In 1820, Pierre Louis investigated the effects of bleeding in pneumonic Parisian hospital patients with a ‘numerical’ clinical method. Lind and Louis sowed the methodological seeds of the evidence-based medicine. The patient’s systematic interview and bio-physical exam, using the stethoscope since 1816, and correlating morbid-anatomy findings, completed in 1880 the current clinical method and history, becoming the pathologist the arbiter of suitable diagnostics and treatments. Specialization of FM concentrated mental and tuberculosis’ patients in sanatoriums. Specialized hospitals became tertiary-healthcare/research institutes. The conceptualization of PHC into a three-level healthcare model arose in Britain and Russia around 1920. In 1946, began a boom of continued innovations, inventions and discoveries of differentiated theory and high-technology, derived from research in clinical, pre-clinical and basic sub-specialties in hospitals and labs. The clinical epidemiologic method supported with probabilities developed the randomized-controlled trials (RCTs) and surveys (RCSs), increasing the clinical judgment method power to verify causal relationships. However, with the empirical screening trials of thousands of new chemical-compounds and antibiotics it was confused the complex step of clinical creative substantive thinking of a new finding, innovation or invent, with the auxiliary biostatistical research design to test it. 
In 1948 began PHC generalist education, clinical and health-services research and in 1952 the College of General Practitioners in UK. In 1966 was revived the use of outdated, untested remedies of natural and traditional medicine for incurable chronic and terminal patients by non-physicians, coexisting with confirmed effective scientific treatments. In spite of the biomedical advances affluence, an adequate balance between fragmented and defragmented research programs was lacking and not few patients abandoned science even for the first encounter. Since 1972, the WONCA, AAFP, NAPCRG and AUDGP promoted improvement of PHC-FM, education and research on the world’s poorest rural villages and slums. This research lagged behind other healthcare levels and issues. In 1978, the WHO-UNICEF in Alma-Ata, USSR, promulgated “Health for All” goals for the year 2000: improving egalitarian maternal, infant and immunization services, clean water and sanitation; but getting round to the specific weights of other universal progressive values, rights, liberties, equities, physical-economic living, free information-flow and socio-mental health standards and levels growth, as “community care medicine” too. In the 1990s, the WHO, COHRED, GFHR and charities strengthened national/global health-biomedical research strategies. There was advance, but by 2000 no developing country achieved all “PHC for All” goals. PHC-FM research was still scarce and in top urban centers, and not explicitly defined in global healthcare and poverty research action-plans of summits, such as the ones of Bangkok (2000), Mexico (2004), Havana (2009), which did not target suitably rural poorest villages and slums’ PHC-FM research. 
2. Balancing Primary Care Medicine Research Main Humane Goals. 

2.1. Living and Health Care Balance and Assessment in Medical Research. 

There is confusion on how human living and health evolved since the Stone Age until 1750 AD. There was a stationary Malthusian economic growth: 99% of people lived like animals, surviving a hostile environment, extreme oppression, captivity and poverty with equity at the bottom; while 1% was rich. The conversion of nomadic-tribes in agrarian-villages since10,000 BC, declined a little world peoples’ average welfare. From 1-1750 AD, quadrupled gross domestic product (GDP) gains, due to institutional and technological advances, were lost in high fertility and population growth, with only 37% GDP per-head gains up to $640 (in 1990-intern-GK$). Sedentary lifestyle and unrelenting drudgery emerged; survival uncertainty, mild episodic hunger, quality of diet, size, height and robustness of adults declined. Burden of disease, parasitism and life expectancy at birth (LEB) increased --the last to 25-years; severe episodic-stress and infant mortality rate below one year (IMR) remained constant, at 36% of live births. After the Islamic, Aztec, Inca and Chinese empires fell around 1500, scientific, democratic, and industrial revolutions began a quick growth of information, education, freedoms, technologies, wealth and egalitarianism of altruism. British democratic-capitalism was spread by trade globalization, decreasing the poor-class in 20-30 nations (all former colonies of empires in some historical period), growing average-equality into an emergent middle-class, but involuntarily 160 nations stayed behind. 
The WHO Commission on Health Social Determinants (2008) recognized libertarian-capitalism globalization, only as root of living and health inequality, obviating achievements in relation to the 1750 baseline. However, it increased average living and health levels, eradicating prior national huge inequities, terror, captivity, famines, poverty, ignorance and epidemics, better than all previous and Soviet-style socialist systems, and it was obliged precedent of European social-democracy. Most advanced nations have experienced that “peoples are the real wealth of nations,” but when they are liberated and grow in information, education, freedoms, industries, nutrition, housing, income, consumption, sanitation, social-welfare and healthcare through a sustainable development path, with ecologic costs now preventable. In 200-years the world average body-size increased 50%, literacy improved sixteen-fold, GDP grew 125-fold, population enlarged eight-fold, GDP per-head grew ten-fold, urbanization enlarged twenty-four-fold; IMR and all-ages mortalities descended to one-fourth and one-seventh respectively, LEB lengthened and birth rate decreased about three-fold both. The amount of human suffering has been reduced, diseases of our fathers and grandfathers have disappeared, and have been lessened the sorrows and brightened the lives of more than six-billions inhabitants. Most of these gains occurred in the 1900s due to a remarkable increase of a prosperous equity that benefited much more the decreasing huge lower-class than the rising middle and upper ones. When the Spanish, Dutch, French, British, German and Japanese empires fell, two neo-empires took-off from 1914-1945: The US, spreading an equity of liberties, wealth growth, increasing an advanced middle-class, and marketing material and intellectual goods; and Russia, suppressing personal liberties, restoring a huge and equitable poor class, stagnating growth, and marketing ideological-supremacy promising wealth, justice and happiness. 
In 1948, the U.N. declared about 170 ‘human rights for all’ (in 30 articles of civil, political social, cultural and economic rights) to an adequate living standard with integral wellbeing and health, emphasizing motherhood and childhood (See glossary’s key-articles). The WHO in 1946-48, also defined health as “a state of complete physical, mental and social wellbeing, and not merely the absence of disease or infirmity.” In 1954-61, the U.N. broken-down community living standard and level in 13-issues: health/demography, food/nutrition, education, working conditions, employment, income/expenditures, communication/transportation, housing, clothing, recreation/entertainment, social security, population/labor force, and liberties; beginning a frame of most universal precepts. This opened to PHC-FM research the broadest scope and goals to increase integral, human QLOL with QLOH. Nevertheless, most U.N. agencies continue enhancing intra-sectorial healthcare ‘bio-physical wellbeing’ instrumental goals measuring IMR, LEB; but less maternal mortality ratio (MMR), elderly mortality rates, universal values, rights, dignity and equity for all natives, races, sexes and ages. To attain full human development without liberties and health is as absurd as to reach full human health lacking freedoms and economic growth. The U.N. evaluated the Soviet-style socialist nations, detecting a lack of harmony in their equity at the bottom, between their forced overall depressed QLOL (except LEB) and mental-social QLOH standards and levels of 1750 for 99% of their populations, while secretly preserving all the latest advances for leaders (1%), which means a setback to the worst inequality gap that mankind has ever experienced. 

Although these states have signed most U.N. agreements, have also erected huge political-barriers in the U.N. General Assembly to assess the percent of personal freedoms observed in their civil societies.

In the 1990s, the UNDP developed a composite human-development-index (HDI) averaging achievements on LEB (highly IMR-correlated), adult literacy-rate/gross school enrollment-ratio, and GDP-percapita, but letting out key national indices, as percent of freedoms observed, military troops’ density, refugees-emigrants outflows, subsidies-remittances inflows, immigrant multi-ethnic gradient in nation formation, etc. Incredibly in 2010, UNDP reported the first human-rights violations per country, but with paradoxical estimates in some countries. A focus on bioeconomic, psychosocial and info-cultural research solutions is required to eradicate world’s poor pernicious problems as stagnated malaria, emergent as AIDS and re-emergent as tuberculosis. Since 1750, malaria has practically remained intact in the delayed nations suffering the “Great International Equity Divergence”, while it disappeared in the advanced nations when took-off the “Great Intra-national Equity Increase”.  Jeffrey Sachs in 2005, estimated that if Africa had followed the free-market policies of the four East-Asian tigers (Hong Kong, Singapore, South Korea, Taiwan), its average growth-rate GDP per-head from 1965-1990 would have reached 4.3% trebling incomes. The actual rate was a mere 0.8%. The difference in GDP per-head between USA and Africa is about 20:1, being Africa richer in raw-materials and population than USA is. But the latter could sustain a 1.7% growth rhythm for 200-years. This means that the PHC-FM’s entire universe of 50% living and 50% health problems needs research.
2.2. Primary Care Models with Equilibrated Quality and Length of Life. 

By the WHO/UNDP, more than a hundred developing-countries from lowest to medium human development need improve population health, assimilating the best PHC-FM experiences and avoiding the worst ones. This selection could drive to uncertainty and error, out of a frame of living and health care integrality and harmony. Accordingly to these criteria, the best national PHC-FM study-cases are classified as follows:   

1) National study-cases with most comprehensive and balanced primary living and health care: 

The most complete PHC-FM models of what could be done are found in the most advanced nations. Twenty-four developed countries show the most integral, balanced and highest HDI, QLOL with QLOH. All observe most personal rights and liberties and were developed in liberal-democratic and market-economies, few with short Soviet and Nazi interruptions. A balance between the UK and US models, first and last in universal access, might be studied due that the latter offers top world overall quality of health care. Others are: Australia, Austria, Belgium, Canada, Denmark, Finland, France, West Germany, Greece, Iceland, Ireland, Israel, Italy, Japan, Luxembourg, Netherlands, New Zealand, Norway, Portugal, Spain, Sweden, and Switzerland. Among advanced developing nations with notable PHC-FM, classify South Korea, Hong Kong, Taiwan, Singapore, Malta, Cyprus and Chile, among others. Democratic-capitalist Cuba belonged to this class from 1902-1958, before socialism distorted its integral development.
2) National study-cases with most fragmented and distorted primary living and health care:
PHC-FM models deserving study are of developed nations previous to the socialist distortion (1917 or 1945-1989) now in transition, and some developing-nations still distorted in 2011. The nations quickly restoring QLOL with QLOH integrality and balance are: East Germany, Czech Republic, Slovenia, Slovakia, Estonia, Hungary, Poland; and Russia with slower recovery. The most instructive cases to study are Russia, North Korea, Cuba and China. In earlier times had favorable evaluation of their equitable (at the bottom) socialist PHC-FM with 100% of people access to indigent old-fashioned general physicians, but with 99% of restriction to last clinical tests, non/invasive procedures, medicines, and top specialists, blaming for this to the foreign embargos. 
How this fragmentation and distortion were possible? From 1917-92, Soviet-style socialism conquered by force half-world inhabitants, suppressing their thoughts and transforming them in fundamentalist-ideologists against the free-nations. Appealing to social justice it forced a neo-slavery in Russia and 13 other USSR nations, East Europe, China, North Korea, Viet Nam, Cuba and other developing nations against universal human values, precepts and institutions. It re-impoverished the rich and medium classes, palliating the stressing living inferiority feelings of a re-generalized poorest class, hiding demagogically abysmal inequalities with leaders’ new rich class. Totalitarian socialism diverted the stressing starvation and misery tensions internally generated toward outside, blaming capitalist powers, manipulating the world captive and poor. Autarky, central-planning, old-civil technology, lack of freedoms, parties, private-property, and working-energy, worsened civil labor-productivity, growth of income, consumption and QLOL indices, more than the selective physical-healthcare on infectious diseases, IMR, and LEB indices. Misinformation and terror in captivity, made the people mentally and socially insane, disabled to discriminate what was real or not, moral or not; counterbalancing the positive health effects of massive instruction, mortality decline and equal subsistence feelings. In 1960, USSR’s PHC-FM with top world physicians-density was erroneously considered of the world firsts. Thus, since 1992, it is restoring a higher living-order, integrality and balance, overcoming a silenced slow GDP-growth, LEB-decline since the 1960s, and slow-IMR reduction after it rose in the 1970s. Economic torpor obliged reforms in China, 33 Eurasian-nations, Russia, and others, excepting North Korea and Cuba converted in the greatest bastions of liberty repression ever seen. 
By U.N./Maddison in 1950, North and South Korea’s GDP per-capita ($854), LEB and IMR (50 years; 138 x 1000 live births) were equivalent. Yet on 2007, North Korea’s GDP per-capita with totalitarian-socialism was one-sixteenth ($1,127 vs. $19,243), LEB 12-years lower (67 vs. 79), and IMR one-tenth (42 vs. 4) of the libertarian-capitalist South Korea’s figures. In the midd-1990s, North Korea after the USSR-collapse, suffered famines (up-to one million deaths), maintaining world first military troops’ density, nuclear-warheads production, and leader’s family in power. China and Cuba inverted their pace of growth before their sovietization. Feudal China in 1949 had the world’s poorest GDP per-head ($600), famines, illiteracy, medicine, LEB (38) and IMR (200), and could not advance with central-planning and old-technology. Cuba in 1958 had a 56-year democratic-capitalism, advancing in equality of distribution of information, most liberties, middle-GDP per-head ($2,406), high-nutrition, top pharmaceutical and light industries, color-TV, education, sciences, arts, sports, medicine, dentistry, public health, LEB (65), IMR (32) and MMR (126); transferring US ‘know-how’ to the USSR in 1959 [GDP per-head ($3,669), LEB (67) and IMR (57)]. While China since 1978 with west capitalism and technology increased its 2007 GDP per-head ($6,303), nutrition, education, medicine, LEB (73), IMR (19) and other living and health levels, but still repressing rights; Cuba’s intact totalitarian socialism forced equity-at-the-bottom, kept some good historical trends in education, sciences, arts, sports, medicine, bio-pharmaceutics, LEB (78), IMR (5), MMR (53), at the highest cost of a depressed agriculture, livestock, sugar and other industries, GDP per-head ($3,625), urban civilization, lack of rights and equity for most natives, blacks, women and elderly, depressed most QLOL and mental and social QLOH levels in 2007. An objective measure of Cuba’s lifetime chronic under-nutrition, miserable women QLOL-QLOH distortion is that the MMR:IMR ratio was 4 in 1958 and 10 in 2008, when in 40 nations of lowest IMR, the MMR is at most twice-higher.
In 1955, Ghana liberated from UK had a GDP per-head ($1,200) 141% higher than Korea's; yet on 2007, after the Soviets aborted Ghana’s takeoff, it is one-twelfth ($1,568) of South Korea's. Similar slow-down effects of aborted modernization impacted most indices of India, Egypt, Indonesia, Burma, and most developing nations. In 2007, Iceland and Hong Kong (liberated from Denmark, 1944 and UK, 1997), had $26,163 and $31,130GDP per-head, both LEB (82) and IMR (2). What QLOL and QLOH indices would have achieved most former colonies, if they had accelerated their capitalist growth? Soviet-style socialism has re-generated a worldwide relative amount of extreme captivity, poverty, mental and social ill-life and health from 1917 to 2011, greater than the produced by the “Great Divergence” from 1750 to 1916. 

2.3. U.N. Millennium Development Goals and the Millennium Villages. 
Populations in sub-Saharan Africa’s poorest countries still show lifestyle patterns of subsistence with unwholesome living and working standards, income and consumption percapita of first settled-agrarian or even forager societies in neo-Malthusian traps; i.e., Malawi and Tanzania. They would be better-off in material terms had they never had contacted industrialized nations, and instead continue in pre-industrial state. They assimilated partly the modern technological ‘cornucopia, but rejected the universal values, freedoms and institutions’ ‘know-how’ for self-progress. Biomedicine, saving babies and keeping people alive longer, has helped produce billions of people with sick and disabled lives, and a reduced material minimum required for subsistence living levels far below those of the Stone Age. Poorest nations’ health cannot be improved with “PHC for all”, without education on “prosperous primary living care for all”. 

Today, basic ethnological, behavioral and development economics research is as urgently needed as was in the 1980s the Human-Genome, but still little is funded. Their results could help encourage poor nations to live peacefully, work-hard with dignity, decency, honesty, responsibility, productivity, respect for natives, races and women, improving their physical, mental, moral and social wellbeing, abilities and health, making emigration and alms unnecessary. Physicians, nurses, teachers and leaders helping evolve values, rights and institutions with information-technologies (IT) could exceed biotechnology contributions, improving their handicapped ill living and health. Quite the reverse; any unilateral biomedical advance, would reinforce people in the poverty trap. Backward nations need to grow by their own efforts, using wisely the external financial aid. 
Healthcare does not work as a linear input-output closed system, depending only of amounts of physicians; i.e. massively-instructed and indigent Soviet, Chinese and Cuban doctors in extreme captivity and poverty, unconscious of their sub-human living and health conditions cannot do all they should do. Since Hippocrates, physicians were cultivated in the highest values and living standards, without the ones health as defined by the WHO cannot exist. Four million physicians more without a “high cultural-scientific quality PHC for all” strategy would only raise pseudo-human physical-health, but not human health with complete mental and social abilities and wellbeing. Physicians need to research the complexities of small, distant, rural, poorest villages and big marginal inner-city slums. Scarce PHC-FM doctors do these types of research of their richest daily practices. Economists, psychologists, sociologists, and anthropologists could aid GPs in the same degree as biologist, physicists and chemists have aided other specialists. It is needed a closest collaboration of governments, private sectors, civil societies, medical colleges, U.N.-Agencies, World Bank, IBRD, IMF and charities, to research and enhance integral education on “primary QLOL-QLOH care” in open policies and systems” for seven billion people, supported by at least the half enough paid.

In 2000 the high-middle income nations in New York agreed to give 0.7% of their GDP to developing-nations as contribution to the global public-private donors’ aid. The U.N. Millennium Development Goals (MDGs) were established over a 1990-baseline until 2015, to improve nutrition, income, both-sexes’ education, child mortality rate (under 5-year), MMR, HIV, malaria, tuberculosis, good-government, clean-water, sanitation, growth, high-technology, IT, etc. (See glossary’s MDGs). The creation of a global human material basic-infrastructure of primary QLOL-QLOH care in poorest-villages inevitably requires decentralized growth of liberties and wealth, boosted with financial aid to families from public-private partnerships. Centralized approaches apparently benefiting, inhibit modern, integral human development. 
To help achieve the MDGs, Jeffrey and Sonia Sachs with Pedro Sanchez (The Earth Institute) in 2003, created the Millennium Villages Project unifying living process, development-economics and PHC-FM principles with a clinical economics method promoting a harmonious and prosperous living strategy in sub-Saharan Africa’s poorest-villages. Fusing biomedical, bio-agrarian and biopsychosocial paradigms in a bioeconomic, psychosocial and info-medical and cultural one, seems to be the best choice to enhance integral QLOL and QLOH of the world’s rural (and slums) poor. The work is with the poorest of the poor families –ill social cells-- based on a single and powerful idea: impoverished-villages can transform themselves and meet the MDGs by 2015, if they are empowered with proven, powerful, practical info and other high-technologies. It is simply, a ‘bottom-up’ approach to lifting poorest-villages out of the poverty-trap that confines more than a billion people worldwide. There are more than 80 Millennium Villages in 10 countries, where civil society is empowered to improve from education, health, agriculture to critical-infrastructure, one village at a time. It foments diagnosis, prevention, treatment on freedoms, living prosperity and environmental problems. A project’s core team with an economist, physician and agro-scientist, prepares local mobile teams with prescribing-nurses, midwives, pharmacists, sanitary workers, health activists, teachers, leaders, etc. The concept?  Doing all of it at once. MDGs can be achieved by bundling critical yet straightforward solutions in a comprehensive investment strategy: in health, food-production, education, clean-water, and everything. These community-led interventions enable impoverished-villages to escape extreme-poverty once and for all. Once they get a foothold on the bottom rung of the development ladder, they can propel themselves on a path of self-sustaining economic growth. 
3. Expanding Primary Care Medicine Scientific Research Methods. 
3.1. Clinical Method for Diagnosis, Prevention, Therapy and Healing. 
There is a world crisis of preventive and healing PHC centered-patient and research, because is mostly investigated partial bio-physical cure, control and relief of disease. A fragmented view disintegrated the PHC-FM in harder-specialties for man, woman and child ‘bodies’ and a softer one for their ‘minds’. The individual’s health process divided, because the ‘mind’ was not reachable as was the ‘body’ with the empirical-validation scientific method, obviating living feelings, thoughts, and expectations utter understanding and care. A complete defragmentation with a broader clinical method need integral classification, theories and technologies to solve 50% of health problems of the PHC encounter, and 50% of living problems --potential causes of the former--, out of research focus yet. (70% of health problems are functional solvable by PHC, whereas other 30% are organic solvable by the hospital). Concurrent living and health care might also reduce costs balancing biographical with needless biotech care. 

Ian McWhinney wrote, “The profoundly disturbing effect of illness and suffering may lead a person to seriously examine and question his whole life. Healing in its deepest sense --the restoration of wholeness requires answers to these questions. […] We can be cured without being healed and vice-versa. A person who remains in spiritual-anguish even after physical recovery cannot be said to be healed. Even when cure is not possible, and only control is, suffering can be borne more readily if its meaning is understood. […] Our objective clinical method is not designed to reach an understanding of the meaning of the illness and suffering for the patient, nor is equipped to deal with the moral and spiritual problems experienced by patients in their inner worlds. […] Data on the inner experience of patients are not open to empiric validation. […] The process of understanding the meaning of an illness is not, therefore, scientific in the conventional sense. […] A transformed method should aim to understand the meaning of an illness for the patient as well as provide a clinical diagnosis.”
Horacio Fabrega reflected, “In Ayurvedic and traditional Chinese medicine, the concept of somatization is meaningless because distinctions are not drawn between mental and physical illness. Illness (the experience of symptoms) and disease (biological processes) are not separate categories. Illnesses are thought of as imbalances and are rooted in the report of symptoms. Even in the European tradition, the experience of illness in all forms was accorded substantial validity until the 1800s, when the emergence of modern diagnostic focused attention almost exclusively on bodily processes.” McWhinney et al stated, “We must recognize that the patient's experience of illness is primary. Our own system of diagnostic abstractions, although very powerful, is secondary. In the patient's experience, there may be no separation into mental and physical. The patient-centered clinical method requires that the clinician attend to the emotions as a routine part of the clinical inquiry. To do this only in certain kinds of illnesses, or only after diagnostic testing is negative, perpetuates the prevailing dualistic distinction between mental and physical illness. All significant illness is a disturbance at many levels, from the molecular to the personal and social.”

When René Descartes and Isaac Newton developed the scientific method for the ‘physical’ phenomena, the Hippocratic clinical method objectivity was strengthened, but only at the body-inner patho-morphologic and physiologic phenomena. A biomedicine of physical-regularities progressed improving healthcare research in patients, aided by corpse and animal models. Objective clinical signs were detected in the physician direct, external, macro-physical exam of the patient, correlated and verified using a half-thousand of indirect, internal standardized-biometric clinical, microbiological, cyto-histological, and genetic laboratory tests. They scan “in live” inner patho-morphologic/physiologic physic-chemical parameters in body organs, blood, fluids, tissues, cells and genome, as well as macro- and micro-images of their structures and functions, measuring the dynamic nature of organic subsystems: neuro-endocrine, respiration-circulation, nutritional-digestive, metabolic-immune, genitourinary, cell-signaling, etc, using powerful microscopes, analyzers and electrophysiological-devices, and  ultrasound, X-rays computed-tomography, magnetic-resonance, gammagraphy, positron-emission-tomography, video-endoscopy imaging equipment. They allow real-time research of the patient, i.e., Doppler-ultrasound and computed-tomography measure atherosclerotic flow and plaques’ pathognomonic changes in carotid artery diseases in cohort-studies, which complemented by changes in surrogate bio-physic-chemical markers of plaques’ progression and regression dynamic process, allows risk factors’ preventive research. The same research goes on in hundreds of cancers and chronic diseases. Genome-sequencing, nutri- and pharmaco-genomics tests, still experimental, shall allow specific-disease protection through gene-therapy and empowerment of positive health promotion individual-centered actions preventing potential harmful genes expression.
There is an epistemological dilemma between the individual inner-world mental-experiences and the meaning of the living crisis and suffering that PHC-FM can detect and understand to heal her/him. Whether the inner-experiences are only elements of the subjective-symptoms of the patient, neither physically observable or measurable nor scientifically verifiable in anyway; or if these mental processes could be observed indirectly, by a broader research nomenclature and classification of symptoms and syndromes (semiology) and of diseases (nosology), from objective data of the entire patient that could be recorded and measured ‘physically’ and thus, be scientifically verified too. The subjective-symptoms, feelings, thoughts and mental information expressed by usual direct, external, economic, psychosocial, and info-cultural interview, macro-exam and tests of the patient, with another half-thousand of softer parameters than biometric ones, through vocal, written and body languages, need to be measured and verified with objective-methods too. Using new batteries of social lab-tests by direct macro-image audio-video (McWhinney, 1986), objective expressions of patients inner-world mental-experiences could be scanned, excluded or confirmed, measuring pathognomonic changes in the brain mental process through those three languages in follow-up studies too. These measures could be correlated and verified with indirect, surrogate patho-morpho/physiological measures of mental physic-chemical changes in the brain and nervous system with developing technologies, i.e., the NASA's Ames Research Lab’s (experimental) silent sub-vocal speech-recognition, convert electromyogram-waves from sub-vocal muscles by computerized-assisted sensors to a digital text-based output. More powerful electro-physiologic and imaging technologies are being developed, and could be standardized to measure objectively the embodied expressions of the inner-world mental experiences of the individuals interacting in their social outer-world, in a broader clinical semiology and nosology general medicine research.
Psychologists, psychiatrists, sociologists, economists, neuro-scientists and hybrid specialists improving computed-assisted sensors for new bioeconomic, psychosocial, and info-cultural tests could measure the whole-spectrum of states and transitions from ability and wellness to disability and suffering, by imaging videos, enriching the semiology, nosology, causality, principles, methods and tech. Wired or unwired cameras and microphones could transmit audio-videos of parts of the patient’s ‘episodes of care, before, during and after the generalist interview and intervention in office, waiting-room, ward, labs, home, and through video-chat by internet, smart-phones and new IT tools for patient-centered tele-PHC-FM, with adequate informed consent. The former lab specialists could observe, understand, measure and confirm to the GP the multi-dimensional and causal processes of the social manifestations experienced, complementing the current scientific method for a broader one; i.e., a 48-hour or week bioeconomic, psychosocial, and info-cultural ‘Holter’ audio-video monitoring the patient, could be recorded by a tiny wireless-device on the patient, transmitted to a social lab and measured in a computed-analyzer (online or offline), evaluating daily personal events, even when sleeping, social-interactions, etc, saving key images in DVDs/e-health records, and reporting the results to the generalist in the same way as if it were a continuous 24-hour ‘Holter’ electrocardiogram for the diagnosis of sporadic cardiac arrhythmias. 
3.2. Lifelong Health Maintenance Semiology and Nosology Research. 

In the mid-1600s, John Graunt classified causes of deaths, and in the 1700s, Sauvages, Linnaeus and William Cullen classified diseases with a methodic nosology for the patient healthcare. In 1893 appeared the first international classification of diseases (ICD), injuries and causes of death, prevailing to our days. However, diseased individuals rather than diseases are realities. The term diagnosis represents not statements of facts but of medical concepts. PHC-FM continues working in health empowerment, disease prevention, and illness healing monitoring and actions, with the standard more biophysical and less socio-mental semiology, nosology, etiopatogeny, and technology created by the hospital medicine. They allow to handle well the patient organic suffering, disease, disability, disease and death risk and prognostic factors of ill-or-negative health, but not to manage well the economic-psychosocial, and info-cultural dimensions of the human conception, pregnancy, birth, life, growth, ability, wellbeing and health crisis and recovery. PHC-FM research must create new abstractions to process significant evidence improving the health enhancement-maintenance process of individuals, discovering new positive-health resources and predictors, and continuing collecting and interrelating them dynamically with the hospital evidence. 
Clinical-epidemiology cancer research defined since the 1920s key concepts of disease/death risk factors, hidden clinical silent etiopathogenic relationships and latency periods; asymptomatic patients of pre-malignant or pre-disease lesion and sub-clinical and early disease (with slow and quick growth rates), advanced and terminal diseases’ stages and TNM staging-prognosis systems. These abstractions function in coronary and carotid artery diseases, types I/II diabetes mellitus, and hundreds of chronic-diseases too. In 1953, Hugh Leavell and Gurney Clark organized preventive levels for actions in the PHC-FM with phases of positive-health promotion, risks/diseases’ protection, early diagnosis/opportune and specific treatment, rehabilitation of risks/diseases and disabilities. There were defined evolution of spontaneous disease/risk progression, stabilization and regression; disease/risk relapse; interval-free of disease/risk; and survival (total-or-free of disease/risk/disability, disease-controlled or disability-recovered, etc). In 1977, Paul Backer defined the ‘health equation’ as a formula weighing the balance between the patient’s strains and resources. Reading it the generalist can understand why a person becomes sick when his strains are larger than his resources, if he is not able to restore the balance by reducing the strains or increasing resources. Accordingly, the generalist must assist patients in restoring the balance, decreasing the negative points and strengthening the positive ones. Strains and resources shall be perceived by both. 
It seems that a great devotion to the vital statistical and nosological philosophies from Graunt to Cullen, has stagnated the world ICD classifications’ family. Since 1946, the WHO-ICD editions classifying mostly the end-and-medium clinical stages of diseases studied in hospitals have stayed practically invariable until the ICD-10th edition. It has occurred the same to the UK, 1963 and WONCA, 1976 efforts to reduce the ICD-versions for PHC-FM, without living problems, crisis, risks, and resources, preceding their less-structured health problems at the pre-clinical/early clinical stages symptoms and diseases in the ICHPPC I and II; from the 1980s in the ICPC I and 2, and in functioning, disability and health in ICIDH and ICF; and in most health status assessment instruments; supported by WHO/WONCA. Most classifications still focus mainly ill-or-negative health dependent, static-discrete categories, and paper requests to generalists, independent of the dynamic-lifelong and positive-health resources, out of a PHC-FM view of ability, wellbeing, and health promotion of resources with new health empowerment levels, phases and actions. There is a great need to advance toward a comprehensive preventive living and health care "from cradle to grave" of individuals, using the extraordinary potentialities of e-health records and smart-card systems. This requires that the bio-clinical research be complemented, interconnected and balanced into a new living and health maintenance semiology, nosology, causality, principles, methods, and technology research program. 

A PHC-FM classification of health requires create different individual status profiles and break-down diverse degrees and combinations of positive ability, wellness, and health resources at basic bioeconomic, psychosocial, info-medical and cultural standards and levels of QLOL and QLOH, yet without any or just starting pre-pathologic or physical-lesions, and after the lesions have been regressed, stabilized or healed the individual. These are crucial to create new technologies for health maintenance actions. Homologous models can be created for the family, community and nation as objects of health maintenance too. It would be complemented by a detailed, comprehensive and continuous health semiology, nosology, causality, and technology, measuring and monitoring system for the transitions of early disease stages at the PHC-level up-to the restored health and medium-end disease stages of the hospital and institute care-levels, and down in an spiral way to the PHC-FM level again. The health maintenance classification could be integrated with a three-way classification of living and health promotion, disease/risk/disability prevention and current therapeutic and rehabilitation classifications. This would need to create three interface sets of concepts for clinical evolution between the four classifications, in a multi-way clinical system.  
The declining ‘necropsies’ and rising ‘biopsies’ made in hospital-labs announce the times for PHC-FM to complement bio-physic-chemical and imaging with real-time ‘live bioeconomic, psychosocial, and info-cultural-psies’ of individuals with economic-psychosocial and info-cultural videos and metric tests, measuring, analyzing and establishing normality-ranges for a full scope of live results. The generalists and lab-specialists creating them from the persons’ real and virtual living-spaces, will help monitor the individual second-order abilities (and wellbeing) to perform actions to fulfill vital-goals for minimal-degrees of personal happiness in standard circumstances, crucial to measure objectively dynamic health (in Lennart Nordenfelt’s terms). This model shall define undiscovered health causal webs and latency periods, health enhancement, stabilization or recovery, and through treatment, cure, control and healing; in a more detailed way than the narrow health spectrum made so far (from excellent to worst health); conceiving health as life, in a broader and more dynamic way. It could also be measure and/or categorized the degrees of health of the living-styles, standards and levels, as well as of working, education, etc. The “Third Era of Health” (defined by Lester Breslow) needs a comprehensive preventive lifelong living and health semiology, nosology, causality, principles, methods, and technology research, with interrelated sets of resources, protectors, states and degrees, by life decades and sexes, more inclusive than the schemes             in use. Computers, internet and IT networks can help integrate friendly this data to help keep health. 
3.3. Creative Thinking for Re-Integrative Innovations and Inventions. 
Bertolt Brecht described "The purpose of science is not to open the door to infinite wisdom, but to set a limit to infinite error," said the protagonist in his Life of Galileo. This is a fragmented view of science in relation to the old, huge and popular wisdom. Modern science shall have a proactive-mission ordering and evoking new knowledge besides testing it. The finding of rules in the last 500-years to proof objectively truly hypotheses defined an aim and method of science progressively disentangled. The existence of difficulties of the logic-methodology and psycho-sociology of science to find rules or guidelines ordering the so far ‘unconscious’ and ‘intuitive’ steps of generation of new research findings, innovations and inventions, does not mean it is an insuperable task. They will be found to help finding new facts and building high probability and truthlikeness’ new knowledge, broadening science’s aims and methods.
The scientific research of a generalist usually arise sporadically during her/his lifelong more applied practical work, or not arise at all, excepting in research trainings and thesis of degrees. Both works are interrelated, but have different research styles, goals, and outcomes. Generalists in the daily PHC to the individual use the clinical judgment ‘scientific method’ to solve operational problems --lack or misunderstanding of concrete patient realities. They solve them applying the ‘state of the art’ theory and procedures, studying books, journals’ reports, reviews, and in inter-consultations and staff discussions. Generalists doing research use the same clinical judgment ‘scientific method’ to solve conceptual problems –vacuum in the FM body of knowledge-- experienced in the PHC of patients, but broadening them and going further to achieve the most universal functions of the ‘physical science.’ First, they study qualitatively in depth a case and series of cases, associating the results with key old and/or new research results reported, to create new hypothetical principles or procedures. Later, they verify quantitatively with facts the hypothesis’ deductions in study and control groups of patients, and finally diffused these results to improve the universal ‘state of the FM science and art’. However, enhancing generalists’ research creativity has a huge difficulty that does not have specialist research: generalists must increase apart of divergent creative ideation, also a new divergent thinking to defragment and re-integrate the outcomes from many scientific sub-specialties, which have made the convergent thinking the heart of science.

Since 1946, a creative scientific thinking and research proof paradox in the logic-methodology of clinical research is that with the validity tests of safe and beneficial effects of therapeutic means, and truth-likeness of disease and health new causal theories, the progress of medicine has been accelerated but at the same time extremely simplified to the testing step. Clinical testing is crucial, but previously must be increased critical, creative clinical thinking, to detect more unknown facts, classifying, measuring them better, innovating or inventing radically new qualitative and quantitative hypothetical descriptions, explanations and predictions, new products, technologies, methods, and theories. The discovery of new treatments with high or medium clinical measurable size-effects from 1747-1945, were made in an iterative patient-centered screening phase-I non-RCTs (for safe doses in few patients) and phase-IIa non-RCTs (effective administration in more patients). Then, those verifications did not required big number of patients through multi-center national/international, single/double/triple blind clinical or population phase IIb RCTs (versus placebo group) or phase-III RCTs [versus standard treatment(s) group(s)], or stratifying thousands of patients by disease stages pre- or post-treatment. 
In 1944, US phase I and IIa non-RCTs suggested that the streptomycin could kill the tubercle-bacilli. Bradford Hill, who was cured of lung tuberculosis with bed rest in highlands, designed the first UK phase-III RCTs of tuberculosis with streptomycin, and later combined with PAS and isoniazid to avoid bacilli resistance, confirming its cure in 1946-52. Since then, little and very little uncertain beneficial effects of thousands of products with clinical impact in several months and years of follow-up began to be confirmed with a probability approach to scientific objectivity, each time with bigger RCTs for cancer, atherosclerosis and other chronic diseases, with no so clear etiopatogeny as had the tuberculosis. In 1939, Franz Muller detected by a German retrospective non-RCS smoking as first-order etiological factor associated to lung cancer incidence. Richard Doll with Hill designed consecutively in 1947-51 the first retrospective case-control and cohort exposed-control RCSs confirming its cause-effect relation. Afterwards, little and very little uncertain statistical associations of hypothetical risk factors with many diseases were screened, detecting hundreds of risk factors, but not all well-verified by preventive RCTs. 

As a consequence of this boom, began to be erroneously substituted the clinician creative scientific substantive thinking in patient-centered research by statistician and physic-chemist led endpoint-centered trials, relegating clinicians as RCTs care-givers and data-collectors. This situation worsened since the US F.D.A. in 1962 demanded RCTs to confirm adverse/beneficial effects --after the unnoticed thalidomide toxicity; and also from the 1980s with the establishment of “good clinical practices” guidelines written by non-clinician scientists. These pendulum changes were caused by a misunderstanding and devaluation of the crucial, though yet poorly formalized clinical patient-centered creative thinking in one or few cases in the early clinical research. In consequence, meta-analysis, multi-center/national RCTs, quick Chinese mega-RCTs, refined drug technology effect metric-systems, computed-modeling and simulation research design optimizers, and pharmaco-genetics have flourished, due to the falling number of products with high or medium beneficial effects subjected to RCTs, and increasing products’ trialed with low and very low effect accumulated, sacrificing research fecundity for sterile validity of small effects. Higher intelligence-quotient physicians are trained in statistical methods, but forgetting cultivating clinical inventiveness. All kind of nations need highest scientific quality physicians trained on PHC-FM bioeconomic, psychosocial, and info-cultural research refocused on living and health. A problem that is being dragged by some researchers is that they do not see clear the order of the research methods. With the statistical reductionism have been lost the concept expressed by Linus Pauling: “ideas come first, and experiments come later; that innovative ideas (conjectures) are the ‘sine equa non’ of the progress in science.”  

This first creative phase of new ideas has been analyzed in most scientific literature as intuitive and product of the subconscious, and hence, impossible to formalize the processes of finding, innovation and invention in logical-methodological rules or psycho-social guidelines. Future meta-research shall make someday this creative phase susceptible of algorithmization, facilitating consciously and ordered the earliest research steps, as has happened with the later research steps in the last half-millennium, conceived so far as the whole scientific method. Algorithms to detect new facts and design new knowledge shall optimize research efficiency through more continuous production of new research paradigms and programs. Much more research in depth to broadening the scientific heuristic principles of initial detection or generation steps of substantial contributions is needed. This will allow the bioeconomic, psychosocial, and info-cultural scientists to merge the clinical body-mind dualism of the 1700s, integrating all new principles and technologies. There must be in any way enhanced much more the high-quality small creative clinical-epidemiological pre-trials and pre-surveys, so more methods, technologies, and causal factors of big and medium effects or associations could be evoked in the initial phases. A comprehensive scientific research method of health-maintenance in PHC-FM is needed to be taught in parallel to the medical basic sciences methods of discovery, in all clinical, surgical, psychiatric, FM, and health sciences careers, residences, masters and philosophical doctorates’ scientific trainings. 

3.4. Fostering Primary Medicine Research Creativity and Inventiveness. 

Ten logic pre-principles and psycho-social pre-guidelines to boost original PHC-FM re-integration research of higher order knowledge than only mere aggregates of sub-specialties results are as follows:  
1. Hypothesize through metaphors. David Bohm stated, “Changes in science become reordering existing concepts, with radical new mental perception of nature, becoming free of the fragmented view. […] The crucial factor in the creation of new theories and concepts is the ability to break-out of old patterns of thought. The act of creative perception in the form of a metaphor involves an extremely perceptive state of intense passion and high energy that dissolves the excessively rigidly held assumptions in the implicit infrastructure of commonly accepted knowledge. […] The history of physics shows that a number of very powerful metaphors were developed during the period of ‘normal science’ (in Thomas Kuhn’s terms). Never pursued with sufficient energy and courage to initiate creative new inventions, they were stifled by the weight of the whole tacit infrastructure of familiar and comfortable ideas that prevailed at the time.”

2. Merge separate matrices. McWhinney wrote, “The world of creativity has a different logic from the world of ‘normal science’. Creativity often springs from the unconscious. Arthur Koestler describes some creative acts as the bridging of two previ​ously separate matrices, thus fusing frames of ref​erence hitherto thought to be unconnected. Jenner discovered vaccination by connecting the dreaded smallpox with the mild skin eruption called cow​pox. The great field for new discoveries wrote William James is always the unclassified resid​uum. FM is the field where much of medicine’s unclassified residuum is to be found.”

3. Set a core goal. Stephen Archer’s lessons from lives of Nobel laureates in medicine are: “Set a worthy goal; seek the best training and mentorship --Pygmies on the shoulders of giants see further than the giants themselves; cultivate courage; publish your findings; keep an open mind; establish research teams and partnerships; intellectual agility; hard-work and protected time, etc.” Other related, is that successful research needs definition of long-range goals followed by middle- and short-term ones. 
4. Evaluate your abilities. Valentin Fuster suggests: “First, know yourself --consider who you are and what you are good at; second, three critical issues: mentorship, pursuing your work in depth, and then staying focused; third, ability and persistence to create change against resistance; freedom and risks; altruism, communication, team effort, confidence, passion, being consistent, hard-working.” […]
5. Every scientist contributes. “There is room for two or three economic theorists in each generation, not more,” wrote Colin Clark. He added, “Every other economist, should be content to build knowledge by steadily laying stone on stone.” 

6. Appreciate theoretical research. Steven Weinberg’s lessons: “a) No one knows everything, and you don't have to. b) Go for the messes --that's where the action is. c) Forgive yourself for wasting time. It's very hard to know which problems are important, and you never know whether at a given moment in history a problem is solvable. Many scientists have been advanced working on a problem that needed other problem to be solved previously. d) Learn about the history of science, or at least of your own branch of science. (As a scientist, you're probably not going to get rich. Your friends and relatives probably won't understand what you're doing. Working in a theoretical field, you won't even have the satisfaction of doing something that is immediately useful. But you can get great satisfaction by recognizing that your work in science is a part of history. It is civilizing work, of which scientists are able to feel proud.)”
7. Theoretical generalists are needed too. As in contemporary physics PHC-FM research could be begun and ended by theoretical generalists uncovering inconsistencies, anticipating major breakthroughs, reordering according to reality in a divergent way with high precision old and new convergent concepts, principles, methods and theories, clearing the path to the reintegration-research of the differentiation-research results. Theorists can state scientific problems and generate rational hypotheses to be tested by factual generalists. The broader PHC-FM research greatest difficulty is not that it must transcend, in an unexplored integrative effort biomedicine, but that shall articulate unsolved complexities of economic, psychosocial, and info-cultural research principles and methods to those of biomedical physics. 
8. Do not let that the frontier be within you. In the beginnings, any scientific problem is seen too cloudy to suggest a good hypothesis. Many problems are not seen at all, and to state well a problem in science gives 50% of its solution. The researcher is as a myopic or hyperopic patient, who has the object before her/him but cannot see it well. S/he must be obsessed, empowering by all means her/his unconscious and intuition, even when sleeping, focusing it zooming in and out, getting closer or away from it over time, until the entire problem’s dimensions are seen. Sometimes, to suggest a good conjecture the researcher must use abstractions from other sciences to help, as tri-dimensional eyeglasses to focus the problem. 

9. Discuss your views. Exchange of ideas permanently in respectful and ordered, well-based criticism, polemic, and heated discussions are indispensable to boost creativity outcomes, before testing them with big and expensive RCSs/ RCTs. Do not undervalue an exchange without competition with few colleagues or even with only one, in a spirit of goodwill, friendship, and common inquiry; defy the scientific-community ‘status quo’, establishment and hierarchy, if necessary.   

10. Travel physically and virtually searching the truth. Have continuous worldwide open exchange of ideas, data, and materials with other professionals, applying continuously for awards, grants, scholarships, fellowships, exchanges, and Sabbatical-years in top world-centers. Use computer, internet, smart phone and cutting-edge IT to promote national and global research collaboratories and tele-conference websites on logic-methodology and psycho-sociology of PHC-FM creative thinking, innovation and invention. Boost virtual consultation and training on re-integration research methods with allied and far sciences from PHC-FM. Travel the world virtually and exchange through all websites, blogs, emails, databases, by Web 3.0, jumping all restrictions. Use Arrowsmith, Telemakus, Google Research systems for integration research hypotheses. These are the scientific tools long needed by GPs in remote, rural, poorest villages and slums to boost PHC-FM research to levels comparable to top developed rural and urban settings. 
4. Reordering Concepts of Primary Health Care Medicine Research. 

4.1. Natural, Complementary and Alternative Medicine Validity. 
Horacio Fabrega evaluated, “In a strict sense, the biomedical validity of natural, complementary and alternative medicine (CAM) in India and China (and the West) is virtually impossible to determine. The ontologies and epistemologies of them differ one from the other, and both from biomedicine. In the canons and in case records, one encounters reports of cures, but the material presented does not allow a determination of the (biomedical) conditions treated and leaves out important details of interaction between physician and patient. Thus, one cannot appraise the relative contribution of medicines and herbs compared to rituals, symbols, and emotions. […] Since 1946, a strictly applied randomized placebo-controlled trial (RPCT) stipulates that beneficial placebo effects are not really scientifically valid. The placebo response (limit which effective treatments are expected to cross), constitutes a complex amalgam of medically relevant effects. The degree of a placebo effect is not fixed, although the literature suggests that it hovers around 30% of those produced by effective treatments (in certain diseases). The degree of efficacy of a given treatment should be expected to vary in relation to emotional, cultural, and cognitive factors. Many beneficial treatments found in CAM of India, China (and West) are ascribed to placebo effects. […] Some benefits of CAM reflect biomedical factors, while others entail processes not yet well-understood yet.” 
“The successes of biomedicine have played a major role in transforming what people want from and expect of medicine. This has created awareness of the effects produced by many treatments and of when and how best to intervene in the natural history of disease; and that a sense of wellness is not synonymous with the absence of disease, and this has undoubtedly contributed through worry and fear to the exacerbation if not creation of functional somatic syndromes. […] Sickness elicits fear and existential spiritual needs that may be intrinsic to the biology of ‘Homo sapiens’.  However, dealing with them explicitly is not part of biomedicine, and this heightens the appeal to CAM that place sickness and treatment in a context that incorporates diverse human needs. Besides hoping for new medical cures, people seek relief from the apprehensions of chronic and terminal diseases, as well as from the existential anxiety intrinsic to the modernity that the success of biomedicine has helped create. […] Advances in the social, cultural, and psychological sciences have clarified the role of symbols in shaping experience and behavior in ways that affect body states, sense of wellbeing and health status. Treatments initially thought of as purely psychological and analogous to placebos have passed the muster of RPCT and have been reclassified as bona fide or effective. What is termed a ‘placebo-response’ involves activation of the central nervous system brought about by powerful expectations linked to cultural conceptions and values that extend beyond the individual. Culture is spread across shared networks filled with meaning that connect individuals to their total (i.e., behavioral) environment, vitalize and reinforce their sense of wellness, and provide support through an extended, worldview. This theory was not yet articulated and not fully appreciated when RPCT began establishing biomedical validity.”
The validity of CAM should be gauged against a backdrop of highest mortality, relative ineffectiveness in treating infectious diseases, appreciation of mixed conditions of sickness moderated by psychological factors, in earlier times that degenerative diseases were less common. For instance, the mortality (and morbidity) tables of rural India and China in the early 1900s were very close to the church records and mortality bills of Massachusetts, 1693, London, 1750, and Parisians’ 25-years life-span in 1788; before they began the assimilation of the Western living and health standards. The focus centered since 1946 in bio-specialized diagnostic, treatment, and prevention of diseases and complications to increase longevity from 60 to 80 years and more, with new rehabilitation needs, seems to have eclipsed the value of the patient quality-of-life preservation by the traditional illness-healing and suffering-palliation needs, increased by the stunning biomedical advances. The design and analysis of RCSs/RCTs to test the old mineral, herbal, animal and CAM principles, remedies and techniques, have had greatest methodological obstacles, because they were generated by the millenarian popular and medical wisdom when the placebo effect was very important to improve a less tangible quality-of-life, in relation to biomedicine focused in quantitative endpoints of effects to test efficacy, but finally generalists shall be able to solve all of them. 

4.2. A Unified Theory of Humane Medical and Health Sciences. 
Still there are many problems without solution in PHC-FM in relation to the advanced bio-clinical and lab theories and technologies in hospital therapeutic disease care, though it has some similar problems to those of the most advanced factual sciences, the physical sciences. The latter have discovered many objective laws of the behavior of the finite macro-world on the Earth (and abroad), allowing control many processes. Nevertheless, in the practically endless mega-world, we know much about the Solar system, but out of it, we do not know enough yet about more than trillions of other star systems interacting with it. So far, the farther star systems’ behavior are only observed, simulated and predicted, but cannot be verified yet, the risky predictions inferred from the nature’s experiments, yet inaccessible to the scientist typical control. The huge advances achieved on behavior and control of atomic particles and sub-particles in the virtually unbounded micro-world, does not mean that everything is known yet. There exists a range of space from 10-16 to 10-33 centimeter that has not been explored yet due to lack of suitable measuring instruments (this vast range is comparatively roughly equal to that which exists between a man size and that of elementary particles). For the same limitations, it has not been explored a range of time from one atto-second or 10-18 to 10-43 second yet. A unified field theory of gravitation, electromagnetism and subatomic phenomena worked by Albert Einstein in general physics for decades, has not acceptation yet, considered by some physicists as unconfirmed science and by others as pseudoscience. Some physicists hope to encompass by 2050, mutually incompatible quantum and general relativity theory, explaining some workings of the universe, on the basis of black holes, strings and other theories.
In medical and health sciences there have been many and enormous achievements knowing better the principles of diseases’ bio-physic-chemical internal micro-world and environmental external macro-world. These unquestionable extraordinary successes in the individual biological systems have allowed a successful healthcare of thousands of diseases from 1800 to date. The positive impact of the biomedical factor, simultaneously with the economic, psychosocial and info-cultural ones, has contributed to the human development described above. Biomedicine shall advance farther after exhausting the study of the genome, molecules, and beyond until the deepest human life internal micro-world frontiers. But, it alone cannot allow the integration of the complex human life and health models. On ability, wellbeing and health, and disability, suffering and illnesses processes, the mental process of interface, between the better known bio-semiotic internal world and the lesser known socioeconomic and info-cultural individual external-world, so far has shown scarce and minor scientific results and regularities accepted. In biology, an evolutionary or “neo-Darwinian synthesis” has been made. It forms the first systematic theory of the basic mechanisms of evolution, incorporating principles of molecular biology, genetics and psycho-sociobiology illustrating processes and testing hypotheses. The building of new medical and health integrative models, paradigms and research programs, will be an essential meta-research of a PHC-FM research institute.   
4.3. Towards a Medical and Health Science of Connectedness. 
At the Alpbach Symposium (1968) many scientists, including Ludwig von Bertalanffy, father of the general systems theory, presented data from vastly diverse research. The common thread --actually more of a chain of evidence-- was that biological and social phenomena, like molecular and physical occurrences, evolve as events with many degrees of freedom, but with "ordering restraints exerted upon them by the integral activity of the ‘whole’ in its patterned systems dynamics." They described life empirically and mathematically, but agreed on the concept that life phenomena (as the physical world) are best understood as both parts and wholes. Koestler called these wholes that simultaneously are parts of other wholes ‘holons’. The world, be it atoms, cells, or social phenomena, is made-up of holons arranged in nested hierarchies named ‘holarchies’, --i.e., subatomic particles are included in atoms, which are subsumed by molecules, crystals, and so on. Each higher level transcends and includes the one below. […] A decade later, psychiatrist George Engel identified similar relationships in healthcare and health.”
The Berne Group stated, “Philosophers, naturalists and physicians have, consciously or not, been familiar with the concepts of subjectivity, systems-orientation, self-organization, and emergence. This “second track” of worldviews of life started (during Descartes’ life) with the physic-mathematician Blaise Pascal and others. In their approaches to recognizing and organizing data and information about factors that appear to impinge on health and disease, a scientific explanation was lacking, and they were swept away in the post-Newtonian era.” […] Examining causality a model based on systems theory includes a concept that is basically different from the Cartesian natural sciences paradigm. Long before its rise to general acceptance, a father of physiology, Johannes Müller (1801-56), had developed the concept of ‘specific sensory energy’. A precursor of self-organization, this concept acknowledged for biology the existence of interactions between organisms and their environment that were not seen as linear and mechanistic, postulating the existence of an intrinsic internal activity of the organism not directly and physically related to external factors acting on it. His successors considered it ‘vitalistic’ and ‘unscientific’ preferring the stimulus-response model reducible to the prevailing ‘natural’ laws. The aim was to explain life, health, and its aberrations only bio-physic-chemically, and thereby to reveal well-defined and remediable causes of disease, though, the human organism responds not only to such stimuli, but also to psycho-socioeconomic and info-cultural stimuli as a ‘whole’ by adapting its process of self-organization.”

“Molecular-genetics have identified many of the agents of life processes and their disturbances. Without minimizing the tremendous insights into biological structures and functions that have been achieved, it has to be stressed that molecular or genetic entities are not the messages (signs and information) but the chemical-carriers of messages (i.e. messengers) that maintain life processes. Likewise, functional phenomena, such as the interaction of transmitter substances with the receptors on cellular surfaces or the flow along neural and trans-membrane potential gradients, allow no conclusion concerning the content (the meaning) of the information (sign or message) that flows. They are merely phenomena of transmission without evidence of their significance for life processes in general. (To use a mechanistic analogy, there is a profound difference between radio-transmitters and the type of music transmitted). Modern science, by reducing all life phenomena to their physic-chemical mechanisms, and their roles in communication to that of carriers of communication, profoundly limits the understanding of disease and even more so of health. Simpler complementary explanatory (info-medical) models are needed where initial emphasis is placed on the information flow rather than only in primarily exclusively on material elements such as structures and signals. In terms of scientific understanding there is an essential need for ‘bio-semiotic thinking’, i.e. the interpretation of signals and the assignment of meaning to them. […] The Berne Group asked, Can meaning override chemistry?” Arthur Kornberg postulated (1987) “under the reductionistic approach that I am espousing… I accept without reservation that the form and function of the brain and nervous system are simply chemistry… that mind, as part of life, is matter and only matter.” 
The Berne Group continued, “It must be evaluated how appropriate are the research philosophy and paradigms, guiding all medical and health activities, to investigate in alternative and extended ways of thinking and to develop ideas concerning the practical implications thereof. A 17th-century model has gradually produced an increasingly narrow, mono-causal, reductionistic view of health and disease. Much good has resulted, but this model fails to accommodate or explain the meaning and impact on patients’ health of diverse internal and external experiences and influences, while quantum mechanics (QM) and its ever-expanding capacity to accommodate new information and enhance understanding have superseded Newtonian physics in much scientific thinking. This process started with QM introduction by Niels Bohr, Erwin Schrödinger and Werner Heisenberg, relativity theory by Einstein, among others, and has evolved with theories of information by Claude Shannon, cybernetics by Norbert Wiener, systems theory by von Bertalanffy, and non-equilibrium thermodynamics and order out of chaos by Ilya Prigogine.” 

4.4. Philosophical Problems of Primary Care Medicine Sciences. 

Lee and Wexler (1999) said, “Although in physics, QM’s principles have long replaced Newtonian ones; we continue to apply the latter in models of the mind and its diseases.” […] “Are biological and psychological approaches to mental illness reconcilable? Is it accurate to view mind and brain as essentially one and the same?  Can treatment of the psyche be both humanistic and scientifically rigorous?  Clearly yet a comprehensive perspective is lacking.  Engel (1988) explains “this lack is rooted in a deeper, theoretical impasse: namely medicine’s adherence to a 17th-century paradigm predicated on the mechanism, reductionism, determinism, and dualism of Descartes and Newton,” which necessarily excludes what is distinctively human from scientific.” Lee and Wexler added, “Because full-fledged dualism allows no room for interaction, the quest for theoretical consistency has often driven researchers to a paradoxical material monism --paradoxical because while it professes that everything is material, it also advises the avoidance of conscious and subjective elements, the very entities whose existence it supposedly denies. […] Physicists have piloted QM theory into territories far beyond the subatomic realm where it originated, and the veracity of its predictions has been affirmed at every level, from the subatomic scale of quarks to the cosmological scale of galaxy clusters.” […] They surveyed US 191 psychiatrists, finding more applicable QM principles than classical physical ones in several clinical practice-scenarios. This was equally true for the observer effect, wave aspect, undivided wholeness, and complementarity scenarios. Lee and Wexler conclude “QM, a powerful tool in understanding properties of both micro- and macro-level phenomena, may have implications at the human level, invoking the roles of observer, interpersonal-relationships, and resources such as resiliency, creativity and engagement in community.” The same shall work for most generalists, who shall develop more psychiatric skills as frontline “psychologists and psychiatrists” of individuals consulting for so much general, undifferentiated illness.
Classical dynamics laws were assimilated, reconciled and equations re-written in a broader QM concept with laws of greater universality. The claim that a paradigm shift occurred with QM is debatable. The last major paradigm shift in physics occurred when Newton's physics replaced Aristotle's. Weinberg said: "Revolutions in science seem to fit Kuhn's description only to the extent that they mark a shift in understanding some aspect of nature ‘from pre-science to modern science’. The birth of Newtonian physics was a mega-paradigm shift, but nothing that has happened in our understanding of motion since --not the transition from Newtonian to Einsteinian mechanics or from classical to QM theory-- fits Kuhn's description of a paradigm shift." However, this does not exclude Lee-Wexler interesting conclusions. 

Mario Bunge said “Psycho-neural monism (materialism) held since Hippocrates, and formulated by Cajal and Hebb, is the philosophy of mind that underlies contemporary cognitive and affective neuroscience. The upshot is that we know very little about the remote past of the mind, or even about its present. This little we owe to neuroscientists, experimental and comparative psychologists, and archaeologists. The pronouncements about the nature of mind have been dogmatic or confused. For example, Plato thought that the soul is nonmaterial and guides the body. Husserl believed in the nonmaterial mind. Wittgenstein thought that the very idea that the mind could be related to the body was utterly wrong. Both the positivist Ayer and the rationalist Popper adopted psycho-neural dualism as a matter of course. Others believe that the philosophy of language is the clue to the mind. Others, from Putnam to Dennett, have assured that the mind is a set of computer programs that can be ‘realized’ or ‘embodied’ in alternative ways. They have proceeded in the aprioristic, hence dogmatic, fashion characteristic of philosophical idealism. Consequently, far from advancing the science of mind, they have hindered its advancement. How might this situation change for the better? Perhaps, by joining the philosophy and science of mind.” 
Roland Omnès said, “There are two notions of reality: ordinary (macroscopic) reality, things that we can touch or see, even with powerful microscopes; and (microscopic) things that we consider as real though we cannot have a picture of them: atoms, particles, quantized-fields. We know only their laws, which are still in a sense a summary of experimental facts. […] Einstein was worried by the lack of realism in QM. […] Niels Bohr swept aside most questions on reality, although he insisted on the objective character of QM. Bohr said, “QM requires a final renunciation of the classical ideal of causality and a radical revision of our attitude toward the problem of physical reality. […] In our description of nature, the purpose is not to disclose the real essence of the phenomenon but only to track down, so far as it is possible, relations between the manifold aspects of our experience. […] We must never forget that “reality” is a human word just like ‘wave’ and ‘consciousness’. Our task is to learn to use these words correctly --that is, unambiguously and consistently.” Omnès added, “Although the basic laws are of QM, the properties and phenomena occurring in the macroscopic-world can be stated classically. […] Some people have envisioned a possible role of QM events in the mechanisms of life, perhaps in our brains, but although one may have strong suspicions against such speculations, this is not a place for discussing them.” 

7. Conclusions      
Final considerations to overcome the research challenges of primary health care medicine progress are as follows:
In 200 years most poor populations have experienced difficult transitions from colony to republics and dictatorships, transiting from a pre-modern, oppressive, ignorant, unproductive, sedentary, undernourished and insalubrious society to a modern society where higher levels of rights, liberties, productivity, nutrition, education, exercise, sports, elderly, and non-infectious diseases begin to prevail. Higher integral standards and levels of quality of life and of physical, mental and social health, with longer life and periods of health have been achieved. Still in totalitarian countries, political, industrial, nutritional, exercise and cultural transitions continue stagnated, and in some even have recessed, while demographic and physical epidemiologic transitions continue, even with quality of life depression, longer life retardation, and mental and social health regression, where political violence is confused with will.
Modern human development seems to cause a long-term synergistic improvement of QLOL and QLOH standards and levels after a minimum baseline-level of indispensable democratic-capitalistic growth is reached. In this frame integral health levels (more than IMR and LEB improvements) correlate highly and directly without exception with comprehensive living levels (more than GDP per-capita increase). This does not mean that high QLOH will come instantly after adopting a modern QLOL growth package. Both belong to national institutionalization, industrialization and liberalization processes with historical, geographical, socioeconomic, info-cultural, civil, ethical, juridical, scientific and political factors. 

Primary living care system with suppression of human rights, depression of living standards, 24-hour brainwash and intimidation have brought about mental and social illnesses in children and adults yet absent in the WHO ICD. They range from mild to severe acquired and chronic mental and social cognitive health regression, retardation, alienation, suffering and inability to discriminate between fiction and reality; irrational and fanatical hate, thoughtless and automatic behavior against modern developed countries’ libertarian and developmental symbols, ideas and institutions. In the totalitarian universal primary health care, the physician –extremely captive, impoverished and confused-- becomes main community advocate for patients’ acceptance of the lifetime suffering without appealing to their legitimate right to rebel embodied in the U.N. Declaration of Human Rights. In pro-democratic nations, this physician functions inversely, promoting Trojan Horse-type rebellions while giving humanitarian aid.

Investigating how to apply all U.N. universal values and freedoms to all nations’ development is the only way to make real headway in solving most global problems associated with extreme captivity, poverty and inequality as poor health is. There is a strong and direct relationship between income and non-income dimensions of human development in primary living care, through the exercise of human rights. The evidence and view grounded here enriched the known “wealthier is healthier” empirical regularity toward a broader one: “The freer, better-informed and wealthier have proved being really healthier physically, mentally and socially,” according to the WHO health definition. Without distributing integrally all types of rights, liberties and other living standards, including income for all, non-income human development with education and health care for all in totalitarian countries is pure fiction. The UNDP could include the percent of human rights observed by countries from the U.N. Declaration of 1948 as a main fourth civil dimension into the human development index in 2012 to complete and strengthen this component.

A new meta-research program to develop an own PHC-FM research conceptual and operational framework with all the preventive corollaries for a frontline “living, ability, wellbeing, and health” clinical service, training and research for the healthy and sick individual in the family and community is needed. A positive-health promotion PHC-FM research program with divergent and defragmented views could focus the broadest concept of human life and health support systems with the highest degrees of individual freedom, to enhance physical abilities, wellbeing and resources, but also mental, moral, socioeconomic and info-cultural ones, for a happy, prosperous and healthy living.

Research might be balanced to achieve PHC-FM main humanitarian and social science goals: to increase comprehensively human QLOL and QLOH standards and levels, the same in quality that in duration, all universal values, individual rights, dignity and equity for all natives, races, sexes and ages, especially for mothers, children, elderly, and dying persons, as instrumental targets, according to the best national study-cases. Own health promotion and healing PHC-FM disciplinary paradigms, spaces, methods, and technologies of firsthand generation must be re-engineered and developed, to allow bio-economic, psycho-social and info-cultural patient-centered re-integrative research, with dynamic ways of thinking, complemented with qualitative, hermeneutic and theoretical research methods. Multiple PHC-FM shared interdisciplinary and super-disciplinary research spaces could be developed, seeking a full scientific frame foundation increasing its maturity as human science, completing the scientific matrix necessary for the human health progress, investigating it as successfully as the classic patho-physiologic and pharmacologic sciences, today close to their scientific frontiers. 
Based on the U.N. human right to adequate living and health standards, prioritizing motherhood and childhood, the MMR ratio and MMR:IMR absolute ratio below 3, seem to be the most comprehensive and robust indices to value international overall QLOH over the LEB –highly impacted by selective IMR.

Some of the best PHC-FM national study-cases for developing nations take-off in balanced and integral QLOL and QLOH seeking for a “Great International Convergence” with leading-nations are: UK, West versus East Germany, capitalist versus socialist Czech Republic, --in non-former colonies; capitalist versus socialist Cuba, Hong Kong versus China, South versus North Korea, and Iceland,  --in former colonies. To achieve most U.N. living and health MDGs in 2015, the comprehensive and decentralized  Millennium Villages’ strategy for remote, small, rural, deprived villages (and slums), seems to be the best option. 

The clinical judgment research method goals and scope could be expanded, including besides bio-physical matters, economic-psychosocial and info-cultural issues, improving the diagnosis, healing, prevention and treatment of the patient’s living events, experiences, crisis, sufferings, problems and handicaps too. The re-integration research to achieve higher-degrees of order than mere aggregates of derived specialties’ results might be supported by a dynamic-lifelong, health-maintenance classification with a broadest PHC-FM semiology, nosology, causality, principles, methods and technology research. It shall be easier and far less costly, for example, to deal with separation anxiety, concerns about job mobility or control, and provision of support services than to hospitalize or investigate the “organic” aspects of conditions associated with such experiences. But the former must be much more investigated.

A generalist training enhancing divergent ideation and creative thinking with logical-methodological rules and psycho-social guidelines for re-integrative findings, innovations, and inventions of most comprehensive solutions is essential, as well as extending own PHC-FM integrative spaces with wide interdisciplinary research programs; making elite and translational research, besides quality of care improvement, and using all kinds of means as electronic-health records, research collaboratories and teleconferences with cutting-edge IT. Basic biomedical sciences could be synthesized in the medical career curriculum, and expanded as optional resources of specialties’ residencies. Students might also be introduced in classic M.D., in M.D./M.PH. and even in MD/Ph.D. careers to a bio-economic, psycho-social and info-cultural model, with systemic, communication and neuro-sciences, immunology, epidemiology, psychology, socio-cultural sciences, which could be expanded in generalists’ residencies.

It could be strengthened the PHC-FM scientific foundation, solving underlying philosophical, ethical, conceptual and methodological problems, and integrating the best scientifically tested principles and means of natural medicine and CAM. It might be reordered and enriched the PHC-FM arsenal of scientific concepts, bases, methods, and technologies, with advances of physics, economics, and communication sciences, harmonizing the reductionist and integrative approaches, in a broader hard-core of unified conceptual generalizations, with operational disciplinary matrixes and key exemplars to follow, in well-funded and powerful PHC-FM research institutes, studying QM, black holes, strings, order out of chaos, semiotics, new socioeconomics, and other newest theories. It might be strengthened a global PHC-FM re-integration research program, overcoming the 2/98 funding gap in relation to biomedicine-technology, spreading inter-personal research-partnership networks as well as inter-institutional ones, and re-organizing health care research national plans from the PHC-FM needs.
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Glossary 

AAFP: American Academy of Family Physicians.

AUDGP: UK Association of University Departments of General Practice.

Biopsy: It is the removal and examination, usually microscopic, of tissue from the living body, performed to establish precise diagnosis. 
Birth rate or natality rate:  Annual number of births per 1,000 population’s inhabitants.  
Child mortality rate: It is usually the annual probability of dying between birth and exactly 5 years of age, expressed per 1,000 live births. 

Clinical research method: It is the Hippocratic clinical method which progressed with Descartes and Newton’ physical method advances, which is used by the clinician in the individual healthcare, beginning with interview and exam to detect symptoms, signs, form syndromes and diagnose risks and disease, verifying it with complementary laboratory tests and therapeutic means, curing, controlling or relieving the suffering and healing the patient.  The same method is also used in clinical science but investigating more in depth one or few cases to find new facts, invent and innovate theory and technology, to improve future patient healthcare. 

Finally, this method verifies the hypothetical fact objectivity, theory truth or technology efficiency, in cases and control groups in randomized-controlled surveys, or experimental or witness groups in randomized-controlled trials.

COHRED: Council on Health Research for Development International Agency.
Community-oriented primary health care (PHC). It is the first aid or health care made by a generalist, nurse or other health workers to the individual (and family) in the community where s/he lives at home, in a general practice or in the field, not in the hospital emergency room or ambulatory office, where they are isolated of the individual natural and social environment. Ian McWhinney says, in 1920, the Dawson report advocated a population based approach to the organization of health services, the allocation of resources, and the training of health care staff. It also introduced the concepts of primary and secondary levels of care and of primary care health centers. For several decades these ideas lay dormant, until medical specialization, fragmentation of health services, and the introduction of publicly funded health care made their logic inescapable. The term “primary care” became common coinage, and in 1978 its fundamental importance was recognized by the World Health Organization. In the same year, the US Institute of Medicine identified the four essentials of good primary care as accessibility, comprehensiveness, coordination, and continuity.
Complementary and alternative medicine (CAM): It is a set of thousands of traditional principles, products and techniques developed by the Eastern and Western popular and medical wisdom before and during the advent of modern scientific medicine, Most of these practices are still untested scientifically with empirical evidence due to difficult logic and methodological research problems. They are not generally considered part of conventional medicine, also called modern Western or allopathic medicine is medicine as practiced by holders of M.D. (medical doctor) and D.O. (doctor of osteopathy) degrees, and by allied health professionals, such as physical therapists, psychologists, and registered nurses. In developed and developing countries with strong scientific medicine is accepted the use of CAM as an addition to conventional medicine means, but not as alternative to conventional means, due to the risks that can have the patients especially in diseases with high-probability of disability or death of the patient. Integrative medicine (also called integrated medicine) refers to a practice that combines both conventional and CAM treatments for which there is evidence of safety and effectiveness. 

Fact: Roland Omnès said, when a phenomenon is observed, we call it a fact. We also admit that many facts exist everywhere though no observer can see them. Facts are said to be true. An essential capacity of our language is to deal with possibilities as well as with facts. Facts are actual and phenomena are possible, and statements about them entering in verbal propositions are either true or false.”

Economics: It is a social science concerned chiefly with description and analysis of the production, distribution, and consumption of goods and services.
Equity of primary living, health, education, health and welfare care: The ideal of complete equality of the population in a country is a very difficult goal to obtain in an environment of individual rights, freedom of choice and dignity for all the citizens. Always there will be people of higher resources and lower resources, and a huge medium class of people in crescendo, which will enjoy different quality of care level in the measure of their contribution to the society. In the first tribes of human beings there was equity of a poorest overall care achieved although not completely when everybody (99%) live in extreme hunger and poverty in an animal economy, except their leaders (1%). Socialist-communist leaders say that they guarantee freely for everybody (99%) equal primary living, health, education, health and welfare care, standards and levels, but unfortunately at the bottom in forced sub-nutrition (with periods of hunger and famines again), extreme captivity and poverty, while the leaders, the new rich (1%), live hiding the most advanced standards of everything that they enjoy. Oppressing their people by the police force to a miserable equity of income and care, they command the greatest inequality of liberties, rights and dignity of their citizens, with involution to the pre-history again.    
Electronic health record: The e-health record is a longitudinal electronic record of patient health information generated by one or more encounters in any care delivery setting.
General and family medicine (FM): Family medicine, the most general clinical specialty, is still a developing science with an immature body of conceptual and methodological scientific knowledge. When general medical research in the last decades was evaluated in most read journals, the results reflected too little about its own --unique or pathognomonic-- family medicine research results, even including a young family journal. Although, some studies examined historically some criteria about the interface arena, subject matter and scope of family medicine research up to date, therefore, most of them did not search deeply in the ontology, epistemology, logic and methodology of its single scientific objects, goals, focus, theory, as exceptionally others have begun to do. 

It has been said that something is still lacking in general and family medicine research, throughout the developed and medicalised world health primary care systems. Family medicine lacks mainly its own well delimited new research spaces, and therefore, maturation and efficiency as human science.  This not well studied main factor seems to be influencing on family medicine still few research possibilities, academic credibility and prestige, which could explain a part of its low choice as general specialty by medical students. 

Goals of medicine: Bengt Brylde states that to improve quality --mainly the welfare-- life (QOL) or satisfaction with life, of the individual, is the first goal of medicine; that all types of medical interventions (prevention, diagnostic, treatment and rehabilitation), which are also directed to enlarge the length of life (or longevity) is the second goal of medicine, and that all other goals of medicine are instrumental to achieve the first two. Lennart Nordenfelt adds that one core goal of medicine, most saliently the care of the elderly and the dying, is plausibly to maintain the dignity of the person. He also adds that if one chooses a narrow concept of medicine (the curing and prevention of disease) then this restricts the means by which medicine can operate for its health-enhancing purpose. If medicine is understood in its broadest sense, it will also include medical disease prevention, nursing care, certain social care, certain forms of health education, and the palliative care of the dying. 
Goals of medicine, health enhancement and social welfare: Nordenfelt says the final goals of social welfare and health enhancement, in general, and medicine, in particular, fall within the common umbrella of human quality of life. It is not only the case that health is a contributing causal factor of quality of life; quality of life is also a contributing causal factor of health. He concludes that medicine (primarily in its narrowest sense but also in wider senses) aims directly to improve the ability of a person, viz. health in the holistic sense of the word. 

Healing physician and priest: Ian McWhinney says how, can physicians be healers unless they try to understand these aspects of a patient's illness? To ask this is not to place the physician in the role of priest. Spiritual questions are not necessarily religious. If there are religious questions or a need for absolution the physician has no place. There is, however, some common ground between medicine and religion. Attentive listening is therapeutic; the confessional is also a means of healing the spirit. Physicians are not uniquely qualified to listen to the sufferings of others, but, because of their closeness to suffering, their calls to do so are more frequent and urgent than those of most people.

Human disease: Horacio Fabrega says that is the biological-process behind the patient illness. Christopher Boorse characterizes disease as a type of internal state which is either an impairment of normal functional ability, i.e. a reduction of one or more functional abilities below typical efficiency, or a limitation on functional ability caused by environmental agents. The crucial concept here is functional ability. An organ exercises its function, for instance the heart is pumping in the appropriate way, when it makes its species-typical contribution to the individual’s survival and reproduction. Survival and reproduction are the crucial biological goals, according to Boorse.  Lennart Nordenfelt characterizes disease, a bodily or mental process which is such that it tends to cause an illness (understood as a state of suffering or disability experienced by the subject). Some diseases are aborted, i.e. disappear before they have influenced the person as a whole; others are latent; yet others are so trivial that they are never recognized by their bearer.
Human health: It is defined by the biostatistical theory as a physiological and psychological state (without disease, impairment and malnutrition) where each clinical parameter value is within its (statistical) normal interval (Christopher Boorse). It is defined by the holistic theory as a state of minimal happiness felt when the vital goals are achieved by second-order abilities, in standard circumstances (Lennart Nordenfelt). Pers-Anders Tengland proposes a two-dimensional theory of health. First, health is to have developed the abilities and dispositions that members of one's culture typically develop, and be able to use them, in acceptable circumstances; and second, health is to experience positive moods and sensations, the kinds that have internal causes. 
Human healthcare: Lennart Nordenfelt defines it as medical care, nursing, rehabilitation and (clinical) social care. 

Human health promotion: Lennart Nordenfelt defines it as environmental care, legal health protection, health education and medical prevention.

Human health semiology and nosology: It is the abstract and complete nomenclature of subjective and objective symptoms, and syndromes, of living wellbeing, abilities, health, suffering, illnesses, diseases and disabilities, to help progress the scientific dynamic-lifelong health-maintenance  of a comprehensive health promotion, prevention and care system, indispensable for the scientific advance of PHC-FM.
Human illness: Horacio Fabrega says that is the experience of symptoms. Richard Baron says that is ‘a disturbance in a person's wellbeing and ability to relate to and function in the world, whether or not it is associated with identifiable organic pathology. KWM Fulford says that people who are ill are unable to do the things that people ordinarily just get on and do, moving their arms and legs, remembering things, finding their ways about familiar places and so on. Lennart Nordenfelt notes that, the primary focus of attention is thus the illness --the problem as perceived normally by the subject. From the concept of illness we can derive the concept of disease, i.e. the internal state which causes (or tends to cause) the illness. But observe here how the diseases are identified. They are identified on the basis of an illness-recognition. A discovery of the disease presupposes the occurrence of an illness. (To avoid misunderstanding: The illness need not have occurred in the individual case. But the disease would not have been discovered in the first place if there were not someone who had experienced the corresponding illness.)

Human illness and disease semiology and nosology: They are the standard medicine nomenclature and classification of subjective and objective symptoms, syndromes, and diseases developed since the ancient times for healthcare and systematized since the fist efforts of William Cullen to our times.

Human lifestyles: It is a way of life or style of living that reflects the attitudes and values of an individual or group.
Human physical, mental and social health and wellbeing: James Larson states that physical health has been defined in terms of functional status and the ability to perform a variety of activities, such as self-care, household work, and leisure activities. Mental health measures have focused on affective (mood) disorders, anxiety disorders, positive well-being, and self-control. Social health was defined in terms of social participation in activities and interpersonal interactions. He notes important distinctions between mental health and mental well-being, as the latter refers to the positive aspects of mental health. But, in the case of social health and social well-being, no such distinction has arisen in discussions in the literature yet. Social well-being is composed by social adjustment and social support, measurable by still beginning comparative scales. 

Human health promotion and disease prevention: Pers-Anders Tengland discusses that health promotion and disease prevention are logically distinct concepts, although they are conceptually related through a causal connection. Thus, logically, it is possible to promote health without preventing disease, even if this is not so common, in practice, but it is not possible to prevent disease without promoting health. Finally, most health promoting interventions target basic health, not manifest health, and often also thereby reduce future disease.

Human rights:  The U.N. General Assembly proclaimed the Universal Declaration of Human Rights as a common standard of achievement for all peoples and all nations, to the end that every individual and every organ of society, keeping this Declaration constantly in mind, shall strive by teaching and education to promote respect for these rights and freedoms and by progressive measures, national and international, to secure their universal and effective recognition and observance, both among the peoples of member states themselves and among the peoples of territories under their jurisdiction. Three key articles are as follows: “Article-1. All human beings are born free and equal in dignity and rights. [...] Article-2. Everyone is entitled to all the rights and freedoms set forth in this declaration, without distinction of any kind, such as race, color, sex, language, religion, political or other opinion, national or social origin, property, birth or other status. […] Article-25. Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing, and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control. Motherhood and childhood are entitled to special care and assistance. […]”
Human quality and length of life (QLOL): Human quality and length or duration of life is the broadest composite concept to help characterize and measure qualitative-quantitatively and simultaneously by comprehensive living standards and levels, the objective goodness of life and long life, and the subjective satisfaction and happiness with life of the individual. The QLOL concept contents at the same time the ultimate first and second goals of medicine, public health, social welfare, and of most civil, socioeconomic and political precepts and institutions necessary for the development of a society, condensed in most advanced national, regional and U.N. and their agencies constitutions from 1946 to 2011. All universal human values, freedoms, rights, dignity and equity for all races, sexes, and ages, of all the 13 standards of living defined by the U.N., and especially for mothers, children, elderly, and dying persons, among others, are crucial part of the quality of life, as well as all other material and spiritual values, principles, and institutions for a self-sustainable development and civilized advance. This quality of life must be complemented by the partial and total length or duration of the individual living standards with their levels.  (Note: This shall be differentiated from other animals and plants quality and length of life).

Human quality and level of health (QLOH): Human quality and length or duration of health is being defined in this article as the broadest composite concept to characterize and measure qualitative-quantitatively and concurrently by integral health standards and levels, the objective goodness of long health (in wellness and abilities), as well as the subjective feelings of health (in wellbeing and abilities) of the individual. QOLH is a summary of the instrumental goals of medicine and public health promotion to achieve the individual’s QLOL, supported by the health care and social welfare systems in most national, regional and U.N. and WHO constitutions. It includes a wide spectrum of states and degrees from complete health  (of complete physical, mental, and social wellbeing and ability) to complete illness (of complete physical, mental, and social suffering and disability), passing through many intermediate states and degrees of health, potential health resources and hazards (risk factors), and asymptomatic and symptomatic disease and illness, in a complex and dynamic process of progression, stabilization and regression --still to be defined in a new broader, dynamic, lifelong health maintenance research semiology, nosology, and general medicine and health care classification. This quality of health must be complemented by the partial and total length or duration of the individual health standard states with their degree levels. (Note: This shall be differentiated from other animals and plants quality and length of health).

Human life satisfaction: Lennart Nordenfelt says that an individual’s satisfaction with his or her life is not the endpoint of the causal working of the world. This psychological state has further causal consequences. It is common knowledge that people who are satisfied with life are instantaneously much more competent to deal with the demands of life and it is known from psychosomatic theory — although the detailed causal mechanisms are not very well known — that their state of satisfaction can even cure themselves from diseases. Thus, quality of life is itself health enhancing and thus, in an indirect sense, the work for quality of life is always health enhancing. So the loop has become complete.
Human levels of living: It is concerned with the consumption or use of economic goods. But if we apply the level of living into a family, the level will be referred as the total of food, fuel, and other nondurable goods used up, the services of houses, automobiles, clothing, and other goods varying durability, and the services of human being enjoyed by an individual, or group in a given period of time.
Human standards of living:  It is a combination of wealth and services desired with a set of habitual evaluation towards their wealth and services. It refers to the sum of all satisfaction considered essential to living.
Infant mortality rate (IMR): It is usually the annual probability of dying between birth and exactly one year of age, expressed per 1,000 live births. It is also estimated for each sex and for children deaths under 5 years of life.
Integration research or science program: It is a type of universal research or science programs, which investigates how to restore the integrality of the entire system object of research results, previously disintegrated in sub-systems and components by the dominant and successful differentiation research and science programs of the last half-millennium. PHC-FM specialty to progress as science needs to carry out this re-integration research program of the results of the healthy, diseased and disabled individual in hospitals and institute labs, to re-integrate along with enough community and family oriented own research, a genuine general scientific theories, methods, and technologies for a most efficient scientific practice --without the simpler mechanical aggregation of other medical and health sciences’ theory and technology. 

Life expectancy at birth (LEB): Number of years that newborn children would live if subject to the mortality risks prevailing for the cross section of population at the time of their birth.
Maternal mortality ratio (MMR): Annual number of deaths of women from pregnancy-related causes per 100,000 live births. (The death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes.)

Medical semiology and nosology: It is the abstract nomenclature of subjective and objective symptoms, syndromes, and diseases created by ancient medicine, which Sauvages, Linnaeus, and William Cullen classified for methodic semiology and nosology in the 1700s, to help progress the scientific diagnosis, prevention, prognosis, therapeutics and rehabilitation of illnesses’ medical care.   
Meta-research program: It is a research program to increase the efficiency of the research of a branch of science, as medical science, or of a branch of medical specialty or science, as general medicine.
Millennium development goals (MDGs) summary: 1) to halve the number of hungriest and poorest people; 2) to guarantee both sexes’ primary schooling; 3) to guarantee women access to high-school-and-university; 4) to decrease the IMR (under five-years) by two-thirds; 5) to decrease the MMR by three-quarters; 6) to halt HIV/AIDS, malaria, TB, starting the reverse of spread; 7) to ensure environmental sustainability, halve the number of people lacking clean water and sanitation; 8) to develop global public-private partnerships, open trade, good government, socioeconomic growth acceleration; and easing access to drugs, high-technologies, including IT, etc.
NAPCRG: North American and Caribbean Primary Care Research Group.

Necropsy or autopsy: It is the examination of a dead body to determine the direct and indirect causes of death.
Positive health: Lennart Nordenfelt envisages five general ways to define positive health: As normality (Boorse); as balance (Pörn); as general wellbeing (WHO); as general ability (Nordenfelt, Pörn, Fulford, Whitbeck); and as a multidimensional theory of the former (Brylde).
Preventive medicine: It is a proactive approach of medical science dealing with concepts and methods to promoting health in the healthy population as well as to avoid the emergence and progress of diseases and its complications in the susceptible population.

Quantum mechanics: Also called quantum physics, quantum theory, is a fundamental theory of matter and energy that explains facts that previous physical theories were unable to account for, in particular the fact that energy is absorbed and released in small, discrete quantities (quanta), and that all matter displays both wavelike and particle like properties, especially when viewed at atomic and subatomic scales. Quantum mechanics suggests that the behavior of matter and energy is inherently probabilistic and that the effect of the observer on the physical system being observed must be understood as a part of that system. 
Research collaboratory: It is a new type of virtual online research collaboration, which arose in the 1990s, in real-time exchanging text, images, voice, among various scientists networking in different points of the world through Internet Web 2.0 and 3.0 and/other cutting-edge IT. 
Scientific creativity: It is the scientist mental process of finding a new fact or generating an invention or innovation of a new concept, theory, principle, method or technology. Afterwards, the new knowledge shall be empirically tested to be accepted as a scientific discovery.
TNM cancer staging system: It is a clinical classification based on the degrees of tumor, node, and metastasis proliferation, which facilitate the estimation of good and bad prognostic cancer stages, and the selection of more or less aggressive cancer treatments.

Truthlikeness or verisimilitude: Karl Popper created this concept. Truth is the aim of inquiry. Nevertheless, some falsehoods seem to realize this aim better than others. Some truths better realize the aim than other truths. And perhaps even some falsehoods realize the aim better than some truths do. The dichotomy of the class of propositions into truths and falsehoods should thus be supplemented with a more fine-grained ordering — one which classifies propositions according to their closeness to the truth, their degree of truthlikeness or verisimilitude. The logical problem of truthlikeness is to give an adequate account of the concept and to explore its logical properties. Of course, the logical problem intersects with problems in both epistemology and value theory.

WHO: United Nations World Health Organization Agency.
WONCA: It is an acronym comprising the first five initials of the World Organization of National Colleges, Academies and Academic Associations of General Practitioners/Family Physicians. Short name: World Organization of Family Doctors.

UNDP: United Nations Development Program Agency.

UNICEF:  United Nations Children’s Fund Agency
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