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Introduction

In 1948, the World Health Organization (WHO) defined health as "a
state of complete physical, mental, and social well-being, and not
merely the absence of disease or infirmity," a concept that was
revolutionary in moving beyond a strictly biomedical model of the
definition of health (WHO, 1948). At a time when public health
emphasized disease eradication and physiological normalcy, this
definition introduced a holistic perspective on health that
underscored the importance of mental and social dimensions. Over
time, however, this idealistic definition has faced mounting
critiques, particularly concerning its applicability within the context
of modern health paradigms in the 21st century (Huber et al., 2011;
Marielle J et al., 2015, Kutmec Y, et al., 2021).

This review examined the limitations of WHO’s definition
based on recent literature, highlighting its impracticality in
addressing chronic illness, natural aging processes among elderly
people, mental health, and cultural and spiritual determinants of
health (Huber et al., 2011; Marielle J et al., 2015, Kutmec Y, et al.,
2021). Moreover, this appraisal shed light on other health
frameworks and models, including resilience-based and
biopsychosocial models, which offer adaptable and inclusive
perspectives. The findings of this review paper may support scholars'
calls for a more flexible definition of health that can better guide
public health policy, resource allocation, and culturally and
spiritually sensitive interventions in contemporary health settings
across the continent.
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Critique of the WHO definition of health

1. The unrealistic notion of “complete” health

The concept of “complete” health embedded in the WHO definition
has been criticized as unrealistic and unattainable for most
individuals and communities in the contemporary era. This is
especially true in developing countries, where violence, stress,
poverty, lack of education, poor housing conditions, lack of
governmental and social support, and infectious diseases are
prevalent, also in developed countries, where chronic non-
communicable diseases and aging populations are widespread
(Huber et al., 2011; Marielle J et al., 2015, Larson, 2016). Huber et
al. (2011) contended that such an ideal perspective disregards the
lived realities of individuals with chronic conditions, or those getting
older yet experience significant well-being and functional health
despite persistent symptoms or limitations. Chronic diseases such as
diabetes, rheumatoid arthritis, stroke, hypertension, and
cardiovascular diseases require lifelong management rather than
cure, rendering “complete” health an impractical and unrealistic
standard of health and well-being (Wagner et al., 1996).

Moreover, with rising life expectancy, age-related health
decline is a natural and often manageable process, one that current
healthcare models emphasize through functional health rather than
complete well-being (Marielle J et al., 2015, Larson, 2016). This
critique is supported by evidence showing that health frameworks
and models focusing on adaptability and self-management are more
realistic and relevant for aging populations, where successful aging
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is characterized by maintaining good quality of life rather than
achieving complete state of health and well-being (Braveman &
Gottlieb, 2014, Marielle J et al., 2015).

Furthermore, translating this ideal concept into practical,
measurable, and actionable health indicators for policy and clinical
applications proved challenging. Operationalizing "complete"
health requires benchmarks for physical, mental, and social well-
being that are not only difficult to set but are also inherently
subjective and variable across population settings, which raises
some issues, including:

Measurability and practicality: Defining and measuring “complete
well-being” is inherently complex, as it involves subjective and
multifaceted dimensions. Health assessments typically rely on
quantifiable metrics (e.g., physical exams, mental health screenings,
socioeconomic data), yet “complete well-being” lacks clear,
universally accepted metrics. This complicates efforts to implement
the WHO definition in public health policy or clinical settings, where
measurable and actionable indicators are essential for planning and
evaluation (Bice, 1976; Callahan, 1973).

Resource allocation: The pursuit of “complete” health as an
operational goal may lead to inefficient resource allocation, as health
systems may overextend efforts to address an ideal that is
unattainable for many individuals and communities, especially those
with chronic or lifelong conditions. Prioritizing complete well-being
risks diverting resources from achievable goals, such as managing
chronic disease or enhancing quality of life, toward unrealistic
standards that may not be feasible within the constraints of available
resources (Downie, 1990).

Adaptability and responsiveness: The ever-changing, dynamic
health needs, are widely vary across different population groups,
nations, and contexts. Operationalizing a “complete” health model
restricts the ability of healthcare systems to adapt to changing health
needs and prioritize preventive, rehabilitative, or palliative care as
needed. Instead, models that focus on resilience, adaptability, and
functionality allow health policies and programs to respond
effectively and more flexibly to the diverse and evolving needs of
individuals and communities (Huber et al., 2011; Ryff & Keyes,
1995). These limitations suggest that an operationally feasible health
model would benefit from an adaptable framework focused on
attainable, measurable health outcomes.

2. Inadequate accommodation of chronic diseases

The WHO’s emphasis on the “absence of disease” in defining health
is increasingly misaligned with the global health burden of chronic
and non-communicable diseases (Murray & Lopez, 2013, Marielle J
et al., 2015). Chronic illnesses, which require long-term, sustained,
adaptive management approaches, highlight the inadequacy of a
disease-free standard of health and well-being. For instance,
individuals living with HIV, chronic pain conditions, or
cardiovascular disease often report elevated levels of satisfaction
and decent quality of life through effective disease management
(King et al., 2016). This indicates that health cannot merely be
defined by the absence of disease but must take into consideration
individuals’ functional capacities, elevated level of satisfaction, and
overall well-being in the presence of illness and infirmity.

Huber et al. (2011) advocated for a health paradigm centered
on the “ability to adapt and self-manage,” which emphasizes
resilience and capacity for management over complete health and
well-being. Such a functional perspective aligns with the practical
needs of chronic illness provided healthcare services, as well as the
aging population's needs, where health interventions focus on
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enhancing the quality of life, self-efficacy, adaptivity, and resilience
rather than cure (Tulip C, et al, 2020).

3. Interrelation between mental health and social well-being
Although WHO?’s definition incorporates mental and social well-
being, recent literature suggested that it inadequately captures the
complexities of these domains in contemporary contexts. Social
determinants of health, including income, education, residence
whether urban or rural, housing condition, cultural adaptation, and
social support, significantly influence mental health outcomes
(Marmot et al., 2012; Braveman & Gottlieb, 2014). This socio-
environmental influence on health underscores a critical gap in the
WHO’s definition, which lacks the depth to address these systemic
and external factors.

The biopsychosocial model, introduced by Engel (1977) and
expanded later by Borrell-Carrio et al. (2004), provided a
comprehensive understanding of health by integrating biological,
psychological, and social dimensions. Such a model is particularly
valuable in addressing mental health, as it recognizes the dynamic
interplay between individual, social, and environmental factors that
shape well-being (Solar & Irwin, 2010). Studies demonstrated that
mental health and social well-being are not purely individual
concerns but are profoundly affected by larger socio-economic
forces, a consideration that the WHO definition insufficiently
addresses (Solar & Irwin, 2010; Kirmayer, 2012).

4. Overemphasis on disease-free state as health
The WHO’s implied equating of health with a disease-free state has
been a point of debate among scholars advocating for positive health
frameworks and models (Kickbusch, 2007). This disease-centered
perspective aligns more closely with early biomedical models and
can inadvertently overlook preventive health and wellness measures.
Sisto, A., et al (2019) emphasized that health should not solely be
defined by the absence of pathology but by the capacity to adapt,
recover, and maintain resilience in the face of challenges.
Resilience-based models redefined health as a resource for
coping with life’s stresses, emphasizing the importance of well-
being, functionality, and resilience over mere disease absence (Ryff
& Keyes, 1995). Aging studies underscored the relevance of this
approach, as functional health is increasingly valued over traditional
markers of “complete” health, reflecting an adaptive model that
prioritizes individuals' capacities to thrive despite chronic conditions
or age-related changes (Larson, 2016).

5. Limited cultural relevance and inclusivity
Another major critique concerns the WHO definition’s limited
cultural adaptability. Health is conceptualized differently across
cultures and nations, and for many Indigenous and non-Western
communities, health includes aspects like spiritual and communal
well-being, which were not reflected in the WHO’s framework
(Waldram, 1990; Stephens et al., 2005). Kirmayer (2012) argued that
a universal health definition rooted in Western health norms may
marginalize non-Western health practices and norms, suggesting that
culturally adaptable frameworks are necessary to accommodate
diverse understandings of health. This limitation becomes especially
evident when examining health beliefs, norms, and practices in
populous countries like China and India, which together account for
nearly half of the world’s population. These countries have rich,
longstanding cultural traditions that offer different understandings of
health, many of which conflict with or extend beyond the WHO's
framework.

In China, health is deeply influenced by Traditional Chinese
Medicine (TCM), which has a comprehensive approach
emphasizing balance, particularly the balance between the opposing
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forces (Bhasin, 2007). For many Chinese, health is understood as
harmony between the body, mind, and environment, achieved
through the regulation of life energies and maintaining equilibrium
among different body elements. This perspective differs from the
WHO'’s definition, which is centered on an idealized, static state of
"complete well-being" rather than a dynamic process of achieving
and maintaining balance (Amzat, J., et al O., 2014; Jegede, 2005).

Similarly, in India, traditional health practices are rooted in
an ancient system that views health as a balance between mind, body,
and spirit (Omonzejele, 2008). Health is thus not solely about the
absence of disease but about aligning one's physical, mental, and
spiritual dimensions with the natural order (Garro, 2000; Jegede,
2002). In this cultural context, health is viewed as a lifelong journey
of self-discovery, spiritual growth, and harmony with one’s
environment, rather than the attainment of an absolute, disease-free
state (Kirmayer, 2012; Bhasin, 2007). The WHO’s definition, with
its static and idealized concept of health, did not sufficiently account
for these holistic and spiritual elements central to Indian
perspectives on health.

This limitation hinders the potential for culturally sensitive
health policies that incorporate health practices in non-Western
societies. Consequently, the definition’s limited cultural adaptability
may restrict its effectiveness in guiding global health policies and
might fail to accommodate the diverse ways in which health is
understood and maintained by nearly half of the world’s population
(Prince et al., 2007; Jegede, 2005).

For global health efforts to be inclusive and effective, there
is a pressing need to redefine health in a way that takes into
consideration the spiritual and cultural diversity of the different
nations. A revised definition might incorporate the principles of the
ability to adapt, harmony, and cultural and spiritual integration,
allowing for a broader and more inclusive understanding that
resonates with both Western and non-Western health practices and
norms. By integrating cultural and spiritual dimensions of health in
current healthcare practices, public health frameworks and models
can better meet the needs of diverse populations, making health
intervention policies more effective, relevant, inclusive, and
equitable across both sides of the ocean (Kickbusch, 2007; Marmot
etal., 2012).

Models of health that can be utilized to enhance
the WHO definition of “health”

Resilience and adaptability as health

Huber et al. (2011) proposed redefining health as “the ability to adapt
and self-manage in the face of social, physical, and emotional
challenges.” This resilience-based model addresses the limitations in
chronic disease contexts, where health is better viewed as a dynamic
process of adaptation. However, critiques of resilience models
suggest they may inadequately capture broader social determinants,
highlighting a need to integrate resilience with socio-ecological
perspectives (Braveman & Gottlieb, 2014).

Biopsychosocial and social-ecological models

The biopsychosocial model, originally proposed by Engel (1977),
offered an integrated approach to health that encompasses
biological, psychological, and social factors. This model addressed
mental health and chronic illness, where social determinants and
environmental factors play a critical role (Borrell-Carrio et al.,
2004). Social-ecological models extended this approach by
incorporating community and environmental dimensions, providing
a more comprehensive framework for understanding health
disparities and promoting health equity (Solar & Irwin, 2010;
Marmot et al., 2012).
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Positive health frameworks and models

Frameworks and models emphasizing positive health, such as those
proposed by Ryff and Keyes (1995), redefined health as a subjective
state of well-being that encompasses resilience, life satisfaction,
adaptability, and social integration. These models allowed health to
be viewed as a subjective experience, which may be relevant in
contexts of chronic illness and aging, where well-being is often
defined by functional status rather than disease absence (Larson,
2016). This model, when viewed from an operationalized
perspective, reveals significant limitations due to its embedded
subjectivity.

Conclusion

The WHO’s 1948 definition of health, while groundbreaking in its
time, is limited in addressing the complexities of modern healthcare
system challenges. This review identified key limitations of the
definition including its static, idealistic nature, inadequate
accommodation of chronic illness, insufficient mental and social
health integration, and limited spiritual and cultural applicability.
Contemporary models and frameworks such as resilience-based,
biopsychosocial, and social-ecological models offer approaches that
reflect the dynamic and culturally diverse nature of health and can
be utilized to enhance the WHO 1948 definition of health. By
emphasizing functionality, resilience, and adaptability rather than an
idealized state of complete well-being, healthcare systems can
allocate resources more efficiently, set realistic goals, and address
population health needs more responsively. Incorporating resilience,
functionality, and inclusiveness in the WHO definition could
significantly improve public health policies and practices, enhancing
its relevance in a world increasingly hit by chronic illness, mental
health concerns, aging populations, and health disparities. Future
research should focus on validating these models in diverse settings
to evaluate their effectiveness and applicability across diverse
cultural and socioeconomic contexts.
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