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      This book was born out of unease—out of discomfort with how we deliver “healthcare” given our possibilities, available technology, and knowledge. The system has become a fragmented giant where professionals focus on organs instead of complex systems. Clinicians cling to protocols, patients cling to lab reports, and somewhere in the middle we lost sight of the whole.

      Health is, by nature, a complex, transdisciplinary puzzle. Yet we keep trying to treat each piece in isolation, as if human beings were a bundle of disconnected parts. This book isn’t about one specialty. It’s about everything that shapes health—and how to reorganize care in a rational, effective way that can truly change a dangerous global trend toward illness. It’s about where the forces that affect our health converge—and how technology is about to disrupt—and reorganize—all of it.

      My story isn’t that of a physician. I come from communications, marketing, technology, innovation, and the study of human behavior. But I’ve been on the other side, too. I’ve felt the chill of a hospital, the rush of a consultation, and the silence of an exhausted professional with neither time—nor scope—to genuinely listen and understand what affects the health of the person in front of them.

      Over the years, I’ve seen up close how emotions shape the health of those around me—even when no doctor asked about them. I noticed the body is always signaling—and through a lot of research, I came to understand how deeply connected it is, how it’s a machine of regeneration. It offers clues that today’s procedures and protocols almost always ignore—clues that could be the key to faster diagnoses, treatments that truly work, and, ultimately, a population that falls ill less often.

      I’ve lived all this as a curious mind—passionate about complex problems, data, science, psychology, and the design of services and solutions—and, above all, about the magic that happens when all those strands come together to change reality. Like many people, I simply don’t accept that “taking care of health” is a synonym for “fixing what already broke,” nor that, with all the possibilities of AI and validated technologies, healthcare should be content to act only after something goes wrong—without any commitment to the patient’s potential for health.

      Medicine that only corrects—necessary as it is—fails. It fails through inertia, omission, and lack of systemic vision. Caring for a life means recognizing that prevention isn’t an “extra,” it’s the foundation. And that there is a great deal of science which must be woven into the healthcare ecosystem if we are to treat disease far more effectively.

      That’s why this book exists. Here, we’ll traverse multiple disciplines, analyze real cases, and explore emerging technologies—because health demands exactly that: thinking that embraces complexity while remaining practical.

      The concept of “adherence” (or engagement) and the methods for building transformative solutions will be crucial in this journey, but the focus of this first book is what comes before: the foundations—and the crises—of today’s healthcare. No technology, however promising, will change our disastrous statistics if people don’t use it, or if it isn’t built to genuinely create better conditions for health. No solution is truly human if it doesn’t recognize that health doesn’t begin in a hospital or clinic, but in our daily lives, our choices, and our context.

      At heart, this is a work about everything that permeates care—about how we can, and must, redesign how we treat the human body using intelligence, empathy, and a vision that crosses the borders of knowledge and puts them in order.

      To get there, we face two rarely discussed obstacles. The first is almost a trick of the mind: our difficulty investing in what doesn’t hurt yet. Taking care of ourselves to prevent disease wins no medals, earns no applause, and often delivers no immediately felt effect. The return is invisible. You prevent—and nothing happens. Paradoxically, that “nothing” is the greatest victory there is. The problem is, our brains aren’t wired to value the absence of a problem—they want the solution to the problem that already exists. That’s why getting people engaged in prevention is so hard.

      The second obstacle is the system’s very structure: protocolized dynamics built for the acute, the urgent, the easily measurable.

      This book starts from the premise that transformation has to happen precisely in the gap—between the absence of symptoms and the search for meaning. And it will only be possible if we understand health as a phenomenon in which emotions, environment, diet, behavior, and bonds silently mold our bodies and our future. Most important of all: what to do with that understanding.

      There is no such thing as “nothing” in prevention. There is an invisible process of construction—one that only becomes painfully visible when it’s already too late. Our job is to flip that script. It’s no accident that what began as a single-book project grew into a series—of which this is the first stand-alone volume. To tackle a topic this vast and full of traps—and to name the elephant in the healthcare room—I had to take two, three, four steps back in order to move forward. Because innovation doesn’t start with technology. If we’re to build new tools and services with the power to reverse the disastrous curves toward which global health is headed, we must critically revisit premises, situations, practices, and bodies of knowledge that rarely speak to each other.

      Across the coming pages, you’ll find ideas, provocations, data, essays, and case studies—and a sincere attempt to shine light on crucial blind spots: the intersections among fields of knowledge that barely converse. Consider this book an invitation—to think together, to question, to rebuild. And if I dare to write it, it isn’t because I have all the answers, but because I’m fascinated by the right questions and by transdisciplinarity—where the real magic happens. And because I know I can help organize complex problems that deserve to be rethought.

      If you’re reading this, you’re also seeking something more—whether you’re a patient wanting more autonomy and more resolutive care; a health professional in search of more human practice; a student who needs a broader lens and knows AI will change everything; a manager looking for a more efficient system; or an entrepreneur focused on creating solutions that matter.

      I’ll consider this effort deeply worthwhile if I can show you even a little of the beauty and power that live at the frontiers of health knowledge—and the scale of the historical opportunity before us. And, of course, if a few lights switch on for you.

      See you between the lines.

      

      Franco.
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      First things first: what is health?

      Most people hesitate before answering. Even among healthcare professionals, healthtech CEOs, policymakers, and physicians, what you usually hear is vague, defensive, or simply wrong.

      The way we practice health today is built on a statistical abstraction — a number that stays “within range,” a test that comes back “normal.” But the absence of a symptom has never guaranteed vitality. We live in a troubling paradox: the more sensors, algorithms, and clinical protocols we create, the faster chronic diseases spread, anxiety escalates, and burnout becomes institutionalized as one of the defining syndromes of our time.

      Technology has evolved. Care hasn’t kept up. We continue treating illness only after it has won, tracking risks we don’t fully understand, reacting to symptoms as though they existed without context, history, cause, or meaning.

      This book is born from the urgency to dismantle that model — not to attack medicine, but to rebuild it from its core outward. It’s an invitation to rethink what it means to be healthy, to care, to prevent, to heal — and to challenge everything we’ve misunderstood along the way.

      You’ll understand why digital health often fails, even when built with good intentions. You’ll see how emotions, habits, environment, algorithms, and biochemistry are not isolated forces but parts of one living system. You’ll recognize how fragmentation — between disciplines, between professionals, between truths — erodes the very potential of care. And you’ll gain access to tangible, innovative proposals that reimagine health as an intelligent, integrated system designed to sustain life.

      Because the future of health will be transversal, emotional, continuous, and regenerative. It demands a new pact — between those who care, those who are cared for, those who design systems, and those who live within them.

      This book is about what happens when care regains its meaning — yes, with technology, but above all with a new logic. And it’s about everything already underway to make that transformation real.
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            The Absence of Symptoms Is Not Health

          

        

      

    

    
      The origin of health as the absence of disease

      From antiquity to the present, “health” has been an elusive and often misunderstood idea. The neat reduction that treats health as nothing more than the absence of physical symptoms goes far back, was constructed across the history of Western medicine, and ended up crystallizing as a silent paradigm reinforced by institutions. That definition ignores the full complexity of what it means to truly live in health. It is a conceptual mistake with deep roots, reaching back to the philosophical and scientific foundations of medicine itself — from Hippocrates and Galen to the rise of modern clinical practice and medical subspecialties.

      Across centuries, medicine organized itself around the sick body, not the healthy one. The Hippocratic Oath already pointed to a stronger emphasis on curing illness than on maintaining or expanding health in its integral sense. The first Western medical schools, formed under Greco-Roman influence, made symptoms the focal point of diagnosis and treatment. Health, therefore, was defined as the direct opposite of disease — a concept built on negation and reactivity. That paradigm took hold, shaping medicine into a practice that does not prioritize prevention or regeneration.

      In the 17th century, René Descartes’s split between body and mind entrenched this way of thinking. The body became a machine of parts that could fail and then be fixed. This fragmented model muffled a broader understanding of health — one that traditions like Ayurveda and Traditional Chinese Medicine have preserved to this day — as a dynamic balance among body, emotions, environment, and relationships.

      The Industrial Revolution deepened the mechanistic logic by hard-wiring productivity and efficiency into clinical work: physicians were trained almost exclusively to identify and eliminate symptoms quickly, with little room to account for emotional, social, or environmental variables. Health institutions learned to navigate by the absence of disease. Hospitals, clinics, and universities were built on corrective, emergency-oriented logic. From then on, any physical or emotional manifestation outside “normal” bounds was immediately interpreted as disease or pre-disease — and rarely as a potentially healthy or adaptive sign that merited investigation.

      In the 20th century, as industrialization accelerated and the pharmaceutical industry grew, the absence of symptoms gained even more force as a criterion of health and became part of the dominant commercial playbook. A model took shape around continual medicalization and routine pharmacological interventions, turning symptoms — often natural and transient — into treatable clinical conditions. While laboratory and imaging exams were genuine, consequential advances, they also reinforced the symptom-centric paradigm: small deviations in physiology became drug targets, creating a younger, increasingly medicated population that was rarely living at anything close to its full health potential.

      This simplification also found fertile ground in the logics of so-called late capitalism (from the 1970s onward), which pulled health into a marketplace of performance and built a multibillion-dollar industry focused on continuous treatment — selling a packaged sensation of well-being through medications and procedures that were often unnecessary. Health ceased to be intrinsic; it became a product, measured by the elimination of symptoms on thinly connected routine checkups.

      Critiques of this reductionism have been around for decades. In 1946, the World Health Organization offered a definition that was radical for its time — though often ignored in day-to-day practice: “Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.” Even so, the reality of healthcare rarely followed this broader vision. The system stayed locked into a clinical operation premised on symptom elimination, far from the integrality the WHO proposed nearly a century ago.

      Alongside that, influential 20th-century thinkers like Aaron Antonovsky proposed conceptual alternatives — notably the salutogenic model. Rather than focus pathologically on disease, salutogenesis emphasizes the origins and development of health. It suggests people are naturally oriented toward feeling well when their environments, emotions, and relationships are supportive. Antonovsky argued medicine should seek out and strengthen these health-promoting drivers, instead of focusing solely on curing disease.

      More recently, at the turn of the 21st century, positive psychology sharpened the critique. Work by Martin Seligman (Authentic Happiness) and Mihaly Csikszentmihalyi (Flow) opened a new chapter by asking us to see health as more than the lack of disease — highlighting the importance of thriving and achieving higher levels of emotional, physical, and social well-being, both individually and collectively. Many people deemed “healthy” by traditional medicine were, in practice, living with vanishingly low levels of purpose, connection, and vitality. This field laid bare what many always intuited but few institutions acknowledged: true health begins where lab work cannot reach — it is movement, adaptation, the continuous expression of life.

      But the narrow view shaped an entire ecosystem of “care” that skims the surface of the individual and reacts to what is visible, perceptible, and measurable. In the prevailing model, symptoms are adversaries to be immediately erased rather than signals that reveal the internal and external contexts a person inhabits. That approach constrains our understanding of the human body and hollows out health’s deepest meaning: the human being’s vital potential.

      Symptom-centered medicine and the hollowing of vital potential

      In his classic work The Normal and the Pathological, physician-philosopher Georges Canguilhem warned against this oversimplification, arguing that symptoms should not be treated as isolated signs but as complex, adaptive manifestations of the human body responding to environmental adversity. For Canguilhem, a person is truly healthy when they can adapt and respond to ever-shifting internal and external conditions with vigor, effectiveness, and emotional balance — a view that departs from purely mechanistic notions of adaptation. He flips the traditional paradigm: health is not the absence of suffering or pathology but the presence of creative, resilient adaptability. One caveat is essential: not every adaptation favors health. His point is that we possess an inherent capacity to negotiate with life’s demands — a continuous give-and-take between body and environment that induces physiological change — and that capacity signals health. Yet in chronically adverse contexts, misunderstood adaptation can slide into “toxic adaptability,” enabling survival at a high cost that undermines health.

      Science increasingly supports this perspective. Recent work in neurobiology and psychosomatic medicine shows that the human body often generates symptoms as adaptive, necessary responses to challenging life contexts or meaningful environmental shifts. A moderate inflammatory response, for instance — often reflexively suppressed by standard medical practice — is frequently a healthy, adaptive strategy to protect tissues from greater harm and deserves investigation. Researchers like neuroscientist Antonio Damasio, author of Descartes’ Error, have made it clear that separating physical symptoms from emotional and social contexts is scientifically incorrect and clinically imprecise.

      Conventional medicine still leans on treating isolated symptoms without accounting for the systemic complexity of human health. This is particularly evident in modern chronic conditions like hypertension, type 2 diabetes, metabolic syndrome, and various autoimmune disorders. Traditional approaches aim to reduce biometrics — glucose, cholesterol, blood pressure — as if those numbers alone defined health or disease. But such data are the visible tip of a deeper iceberg made of lifestyle, stress, social isolation, and the absence of purpose.

      One of the starkest examples of meaning being drained from health is the mass medicalization of emotions — especially anxiety and sadness — that often call for responses at the level of environment and life conditions. Over recent decades, expanding psychiatric diagnostics have produced a world in which millions are treated for emotions that are part of being human — sometimes essential ones. Psychiatric medications are prescribed at scale, often as the sole solution, with little regard for life context, relationships, the emotional meaning of symptoms, or the need for deeper changes in habits and daily structure. In 2018, a paper in The Lancet sounded the alarm about what it called “the silent epidemic of medicalizing life,” highlighting the harms of focusing excessively on isolated symptoms and the collective health costs we pay today.

      Imagine symptoms as pieces of an unfinished puzzle — each one revealing a facet of our condition. When we treat them as obstacles to be wiped out, without investigating roots, we sow a quiet mistrust of ourselves. It begins to feel as if the body is always under attack, incapable of healing or adapting on its own. That stance pushes us into a cycle of continual medical treatment that often masks the very emotions or existential issues that gave rise to the symptoms. In this dominant dynamic, our innate abilities to regenerate and adapt become invisible — even discredited by the very medicine that should be their ally.

      Recent research from institutions like Harvard Medical School and Stanford has underscored this phenomenon. Studies associated with scholars such as Bruce McEwen show that constant exposure to narratives of illness and fragility heightens physiological and emotional vulnerability, triggering chronic stress states that — paradoxically — increase disease risk. In other words, the traditional, symptom-driven model can erode people’s integral health.

      This critique does not dismiss the importance of conventional treatment in cases of severe or urgent symptoms. On the contrary: what’s needed is an expanded lens. Symptoms should be understood as signals of broader imbalance — they call for listening and reconnection. Twenty-first-century medicine cannot operate on the simplistic, surface logic of rapidly silencing visible signs; it must become a conscious interpreter of signals, treating root causes in an integrative way and returning agency to patients over their own lives.

      Insights from cognitive neuroscience and complexity science — including Francisco Varela and Humberto Maturana’s work on embodied cognition — also help reconnect health with vital potential. They argue that health cannot be measured by the silence of symptoms but by a system’s capacity for self-organization amid life’s flux. No test, however advanced, can capture that dimension on its own.

      The consequences of a reductionist model

      Adopting a more fragmented medical model has practical repercussions that run through the entire healthcare system and compromise the care delivered. By reducing health to the elimination of detectable symptoms or the spot correction of clinical deviations, we built a system that privileges standardized procedures at the expense of truly promoting integral health — with massive societal costs.

      One visible consequence is the intense medicalization of everyday life. Situations that could be addressed with modest lifestyle adjustments, attentive listening, or adequate psychosocial support end up being treated primarily (or only) with prescriptions. Studies in the British Medical Journal suggest that roughly 30% of prescriptions in the Western world could be replaced by non-pharmacological interventions with superior outcomes and fewer side effects. Yet fragmentation and immediacy foster a culture that values speed of symptom relief over solving root causes.

      Another profound effect is the exponential rise in unnecessary medical interventions. The phenomenon of overdiagnosis — documented in depth by Australian physician-researcher Alexandra Barratt — shows how the obsession with early detection and immediate intervention can do more harm than good. Annual mammograms in younger women, PSA screening for low-risk populations, or indiscriminate use of CTs and MRIs for common back pain all feed a cycle of misdiagnosis, aggressive treatments, and avoidable sequelae — with scant infrastructure to influence the causes those tests happen to surface.

      These excesses strain health systems already under pressure. Data published by the American Medical Association indicate that up to 20% of U.S. healthcare spending goes to procedures or treatments deemed useless or unnecessary. We are talking about billions of dollars spent every year on misguided approaches while comprehensive prevention — built on nutrition, physical activity, emotional support, and community-level practices — remains underfunded and neglected.

      When short-term quantitative indicators are prioritized — a momentary symptom dip or a higher count of procedures performed — many decision-makers stop investing in structural transformations, such as health education, healthier cities, social infrastructure, and culture change. The result is a vicious cycle: the most vulnerable populations are kept on episodic treatments and frequent ER visits without access to the resources that actually build durable health.

      The fragmented lens also fuels the alarming rise in chronic disease. A biomedical model geared to acute, immediate responses fails systematically with complex conditions that demand continuous follow-up, personalization, patient education, and profound habit change. It is no accident that diabetes, obesity, hypertension, and mood disorders have become global epidemics. Without a truly integrative, preventive approach, these problems multiplied quietly — leaving billions of people living with conditions that could have been avoided or mitigated. Ironically, “taking care of health” rarely includes a rigorous look at what shapes it.

      By neglecting the broader context of people’s lives, this medical approach has weakened bonds between professionals and patients. Productivity pressures, rigid protocols, and the stopwatch culture have dehumanized clinical encounters. Studies from Harvard Medical School note that physicians often report frustration and burnout driven by productivity demands and shrinking time for deep listening and whole-person understanding. That loss also harms clinicians themselves, fostering chronic frustration, raising the risk of error, and lowering overall treatment effectiveness.

      All this widens people’s disconnection from their own bodies and reinforces the idea that health must be managed exclusively by specialists. Individuals lose confidence in their capacity to read signals, interpret sensations, and make conscious decisions about their well-being.

      That alienation is worrying because it sidelines people from active participation in their health and creates dependency on medical services for trivial issues. Recognizing this impasse opens room for a more pragmatic, lucid, and human approach to what it truly means to promote health, sustain care, and regenerate lives. That is the lens we will build, step by step, throughout this book.

      Thematic Snapshot: The Consequences of Reductionist Medicine

      ECONOMIC IMPACT

      • High spending on avoidable procedures

      • Overload of public systems

      • Underfunding of preventive actions

      

      SOCIAL IMPACT

      • Excessive medicalization of everyday life

      • Weakened community bonds

      • Rising health inequities

      

      INDIVIDUAL IMPACT

      • Alienation from one’s own body

      • Continued dependence on medical services

      • Loss of autonomy over personal decisions
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      The risk of shallow metrics

      Reducing health to the absence of symptoms assumes they are always obvious. That masks a dangerous reality: many silent conditions remain invisible when health is defined by the lack of perceptible signs. The result is a set of metrics that are easy to read but too shallow to reflect an individual’s true state of health.

      Low-density lipoprotein (LDL) — the “bad cholesterol” — is a staple of routine labs and a common proxy for cardiovascular status. While it has utility, focusing on it alone ignores critical nuance. Recent studies, including work from Harvard Medical School in the Journal of the American College of Cardiology, show that people with “normal” LDL can still face high cardiovascular risk due to hidden factors like chronic inflammation, insulin resistance, or shifts in lipoprotein particle profile. Here, statistical “normality” can mask clinical instability.

      The classic fasting glucose test used to screen for type 2 diabetes follows the same logic. It can be helpful, yet it misses important dynamics like post-prandial spikes and day-long glycemic stability. Research shows that individuals with “normal” fasting glucose may experience inflammatory surges after meals linked to meaningful metabolic risk (Zeevi et al., 2015, Cell Metabolism). Fasting durations are also often inappropriate for panels that bundle tests with differing requirements — a 12-hour fast can hide imbalances. A “normal” number does not equal metabolic protection.

      Thematic Snapshot: Shallow vs. Deeper Indicators

      • LDL IN ISOLATION

      → Full lipoprotein profile and inflammatory status

      

      • FASTING GLUCOSE

      → Continuous monitoring and day-to-day glycemic stability

      

      • BMI (BODY MASS INDEX)

      → Detailed body composition and visceral fat percentage

      

      • SIMPLE MENTAL-HEALTH QUESTIONNAIRES

      → Comprehensive neuropsychological evaluation and qualitative analysis of emotional symptoms

      

      • ONE-OFF BLOOD PRESSURE READING

      → Blood-pressure variability and stress reactivity

      

      • SINGLE RENAL FUNCTION TEST (ISOLATED CREATININE)

      → Longitudinal kidney function with early-damage markers
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      This simplified reading of health indicators fuels what we might call diagnostic pacification. When results fall within population averages, clinicians and patients tend to relax. “Everything looks normal” sounds reassuring — but it often shuts down critical thinking and derails interventions that could be decisive.

      The trouble is twofold. First, diagnostic pacification creates resistance to change at the very moment when change is still light, feasible, and accessible. Second, it reinforces reactivity: while the numbers look acceptable, no one investigates the quiet signals that precede trouble. Action begins only when symptoms become acute — a late, costlier, and more painful race against time.

      Autoimmune disease illustrates the risk clearly. Research attributed to the National Institutes of Health (United Kingdom) reports that patients often spend years with vague symptoms — fatigue, diffuse pain, mood shifts — without a clear diagnosis, simply because standard tests remain “normal.” That illusory normality delays crucial diagnoses, prolongs suffering, and amplifies often irreversible damage — especially in conditions like lupus or rheumatoid arthritis.

      The same happens in mental health. Generic questionnaires and standardized metrics used to assess depression or anxiety ignore the emotional, cultural, and contextual nuance of human experience. A study from the University of Cambridge (Lazarus et al., 2023) found that nearly half of individuals with severe anxiety do not present the “typical” signs in official criteria and therefore remain invisible or poorly managed in the current clinical system.

      All of this makes it urgent to rethink how institutions and professionals interpret so-called clinical “normality.” The absence of apparent disease cannot be treated as an endpoint; it must be a starting point for deeper, ongoing investigation of health in its entirety. More sensitive tools — heart-rate variability (HRV), markers of systemic inflammation like high-sensitivity C-reactive protein, or functional assessments of the gut microbiome — are emerging as powerful allies for detecting risk before symptoms surface (Harvard School of Public Health, 2023).

      We need a decisive turn in how we understand being healthy: health is movement, plasticity, coherence, and context. That requires abandoning the late-response mindset and adopting truly proactive clinical thinking that unites advanced analytics, predictive algorithms, artificial intelligence, and — above all — refined clinical listening attuned to what basic tests cannot immediately reveal. Normality must stop anesthetizing. It should start provoking.

      Rethinking the essence of health

      Expanding our view of health means breaking with the traditional paradigms that have dominated institutional and industry discourse for decades. The task is to make tangible, in practice, mechanisms that cultivate health as integral potential — leveraging the explosion of artificial intelligence and the Internet of Things (IoT) — while refusing the simplistic premise of what it means to care for health. A robust health state implies fully functioning physical, emotional, cognitive, and social capacities — all of which modern life demands more intensely than it did a few centuries ago (and more than just a few years ago). In other words, health must move from a defensive posture against disease to an offensive posture toward vitality, capacity, and well-being.

      This shift draws heavily on the biopsychosocial model — proposed by George Engel in the 1970s — which considers the interplay of biological, psychological, and social factors in understanding health and illness, and it broadens that base by integrating today’s data and technological tools.

      Take depression: beyond neurochemical alterations — sometimes triggered by nutrient deficiencies (biological) — it is essential to account for emotional factors such as trauma and stress (psychological), as well as living conditions, family dynamics, and socioeconomic context (social). Likewise with diabetes: disease control depends on medication (biological), but also stress management and motivation to adhere to care (psychological), plus family support and adequate access to services (social).

      Engel warned long ago that health could not be equated with the mere absence of physical disease. Psychological and social forces shaping human experience had to be concretely integrated. This is not new — and yet, more than four decades later, dominant clinical discourse still ignores or drastically downplays those factors.

      For transformation to take hold, health needs to be monitored and strengthened continuously, using more sensitive parameters that detect functions and resources — bodily, emotional, and social — long before overt pathology.

      Consider concrete, effective examples like biomarkers of biological aging. Telomeres — protective caps at the ends of chromosomes — shorten as we age and indicate cellular wear over time. Epigenetic indices such as the Horvath clock, based on DNA methylation patterns, do not change the genetic sequence but influence gene expression and allow us to estimate biological age — higher or lower than chronological age — depending on lifestyle and environment.

      Continuous measures of cardiorespiratory fitness such as VO2 max reflect the integrated function of heart, lungs, and muscles by capturing the maximum oxygen the body can utilize during intense activity. These indicators offer a powerful, early picture of physiological status — unlike traditional medicine, which tends to act only once damage is established. Guided by such markers, professionals can design proactive, personalized strategies.

      The ideal scenario calls for a new mindset that treats health as a continuous investment in human potential — incorporating AI and machine learning to detect early patterns of functional loss and risk so interventions come before symptoms manifest. It is the difference between folding our arms while the problem sets in — and stepping in to preserve vitality before the system falters. In this model, technology and humanization cease to be opposites and become a complementary ecosystem dedicated to continually building vital potential.

      By seeing each patient as a whole person in process — full of capacities and possibilities — we also reclaim the humanizing role of the health professional: an agent of transformation capable of awakening the best in the other, aligned with what healthcare can — and should — be in the 21st century.
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