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Chapter 1
Policy Innovations for Health

Ilona Kickbusch

Abstract We are at a turning point in health policy. It has become increasingly clear
that changes in the existing health care system will not be sufficient to maintain and
improve our health at this historical juncture. Both our extensive knowledge on what
creates health as well as the exponentially rising rates of chronic disease, obesity, and
mental health problems indicate that we need to shift course and apply a radically new
mind-set to health and health policy. This is what we mean by policy innovations for
health. The boundaries of what we call the “health system” are becoming increasingly
fluid and health has become integral to how we live our everyday life. Health itself has
become a major economic and social driving force in society. This shifts the pressure
for policy innovation from a focus on the existing health system to a reorganization of
how we approach health in 21st century societies. The dynamics of the health society
challenge the way we conceptualize and locate health in the policy arena and the
mechanisms through which we conduct health policy. They also redefine who should
be involved in the policy process. This concern is beginning to be addressed within
government through Health in All Policy approaches and beyond government through
new partnerships for health. Most importantly, the role of citizen and patient is being
redefined – a development that will probably lead to the most significant of the policy
innovations for health in the 21st century.

Introduction

Innovation is something everyone wants more of, but no-
body is too sure what it means exactly. John Gapper [1]

Innovation for the authors of this book is about applying a radically new mindset
to health and health policy with the goal of addressing the determinants of health
and involving citizens in their health in new ways. This explains our choice of ter-
minology: policy innovations for health. We start from a perspective that considers
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2 I. Kickbusch

both health and innovation to be central driving forces in 21st century societies, and
we maintain that their prominent role reflects major societal shifts that are under
way. The consequence is not only a changing role of health in modern societies but
also a new perception of innovation in relation to health.

As part of this change we see new mechanisms emerge which aim to address
the seminal changes underway in health and society. The shift from the industrial
society of the 19th and 20th centuries to the knowledge societies of the 21st century
is as ground-breaking as was the shift from the agrarian to the industrial world – and
they are similar in their deep impact on health, this increases the need for innovation.
The changes in our way of life are shaping our lifestyles and have created a situation
where many of the patterns of everyday life – for example, our eating and food
shopping patterns – and new forms of social stratification – for example, new forms
of social inclusion and exclusion – endanger our health. This means that we need
to understand that the health challenges and the diseases that come with this change
are of a larger societal, not an individual nature.

It seems obvious that this development has two consequences: it changes the role
of the health care sector significantly toward managing chronic disease rather than
acute care and it moves many of the solutions for the most challenging health prob-
lems into other social and policy arenas. The authors of this book are focused on
the second challenge and the policy mechanisms that are needed to address it. The
need for change is vast. First, there is hardly a policy sector that can be excluded:
health, education, agriculture, transport, industry, consumer affairs, and sports – all
are essential to support health. Second, in a consumer society the role of business is
critical and consumers themselves must express their demand. Finally, communities
must act for their health interest and individuals are required to support their indi-
vidual health and that of their families in new ways. To do so they need to be able
to negotiate and navigate an increasingly complex health and care environment.

A recent analysis concerned with innovation and high performing health systems
[2] underlines that there are two goals of innovation in relation to health: improv-
ing the affordability, quality, and efficiency of the health care system and improv-
ing the health of populations. Ideally the two would be fully complementary – in
the real world they are not. Usually when we speak of innovation in the context
of health the automatic assumption is that we mean the expansion of therapeutic
possibilities – we associate new medicines, new technologies, and increasingly the
potential of biomedicine and genetics. Sometimes we think of new approaches to the
organization and financing of the medical care system, then we typically speak of
“health care reform” – a term that is now linked almost exclusively with efficiency,
effectiveness, and cost saving. The words innovation and health policy do not by
and large sit very well together because the notion of “newness” and “better” that
is at the core of innovation has been overshadowed by many short-term reorgani-
zations of health care systems that seem to lack in vision and long-term perspec-
tive. And, if innovation is considered in terms of radical innovation only then we
experience a clear tension between the drive for innovation and the constant chal-
lenge to keep down health care expenditures. A recent Health Innovation Survey
by the OECD [3] typically focuses on the “question how to encourage and foster
innovation which addresses health needs and priorities, maximizes access to
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benefits, and manages challenges and risks in a way that is beneficial to both innova-
tors and health systems.” Innovation in this case is also mainly related to innovations
in biotechnology and the key challenge is how OECD countries are able to cope with
introducing such technical and product-based innovations into their respective health
care systems. This focus on financial pressure has led – through a range of new assess-
ment mechanisms – to a reinforcement of a binary understanding of innovation as
being either radical or incremental and a focus on medical rather than social value.

The Shift to the Health Society

Over the last decade we have begun to witness a major shift with regard to health and
its role in society. I argue that we now live in a health society which is characterized
by two major social processes: the expansion of the territory of health and the expan-
sion of the reflectivity of health [4]. The creation of the health society of the 21st
century has been a process long in the making, beginning from about the mid 17th
century onward. Health is integral to modernity and our modern societies would not
be possible without the health gains achieved in this 250-year period [5]. During
this time the balance of power between the four domains of the health system –
personal health, public health, medical health, and the health market – has shifted
continuously. The domains of personal health and public health dominated the 18th
and 19th centuries, while during the 20th century the medical health domain gained
increasing strength both in terms of its power over the social definition of health and
the dominance of its organizational and governance infrastructure; this process of
dominance has been referred to as medicalization. As a consequence, in both politi-
cal and public perceptions, the social organization of health resides in what we have
come to call the health care system and concerns over how to ensure the long-term
financial sustainability of this system dominate the health policy debate.

But today the boundaries of what we call the “health care system” are becom-
ing increasingly fluid. Health has become integral to how we live our everyday life.
In this health is similar to innovation, which is also increasingly defined as being
fluid, an issue that will be reflected upon later in this chapter. Indeed the expansion
and liquidity of boundaries is a major characteristic of what the sociologist Zyg-
munt Bauman calls “liquid modernity” [6]. This changes the health policy debate
because it means that health is everywhere: every policy decision a government
makes also impacts on health and at the individual level every behavioral choice
also has a health consequence. This was always the case – but now it is part of
reflective modernity. Most discussions on health policy do not yet take this deep
seminal change into account – they still focus on tinkering with a well-defined
functional system of health governance, where through a process of defining the
evidence base, they aim to ensure clear boundaries, define interventions, and priori-
tize medical rather than social solutions. The authors of this book are of the opinion
that we clearly need a policy approach that responds more adequately to the new
environment of 21st century health.

The dynamics of the health society not only challenge the way we conceptualize
and locate health and how we conduct health policy but they also redefine who



4 I. Kickbusch

should be involved in policy making – together they constitute policy innovations
for health. The chapters of the book further explore five key defining concepts:

1. health is more than disease and health outcomes need to be measured differently;
2. the system boundaries are shifting and organization of health in society is

increasingly separated from the management of disease and illness;
3. health policy is more than health care policy and becomes a joined up process of

Health in All Policies at all levels of governance;
4. the differentiation into a first and second health market is occurring rapidly and

we are faced with new issues of financing both health and health care;
5. people themselves are major actors in the health arena and new technologies are

allowing them to participate in completely new ways.

Many analysts make the point that the changes facing the health sector will be as
phenomenal as those we have witnessed in information technology and communi-
cations. This is due to the fact that health itself has become a major economic and
social driving force in society [7] and that good health outcomes are increasingly
important for a range of societal goals. The Conference Board of Canada [2]suggests
understanding innovation “as a means by which societies, systems or organizations
achieve social or economic value (e.g. increasing positive health outcomes)”; they
maintain that innovation occurs only when new value is created. Our focus in this
book is to explore what kind of policy innovations for health are required to achieve
better population health, in terms of both its social and economic value. We argue
though that the issue at stake is not just another reorganization/improvement of the
health care system or a better mechanism of integrating scientific progress into exist-
ing heath care systems but a reorganization of how we approach health in 21st
century societies. In this we follow Peter Drucker’s understanding of innovation as
creating a new dimension of performance [8].

Conceptualizing Health and Well-Being

In modern democracies health is considered a right. Its doability is driven by the per-
ception that health can be created, managed, and produced: more health is always
possible. It is one of the characteristics of the health society that the notion of
doability has expanded beyond the ever-rising expectations toward the curative med-
ical care system to impact the determinants of health.

Determinants of Health

The first conceptual starting point for the arguments in this book are the rapidly
changing determinants of health. We build on the arguments for increasing the
investment for health and well-being and for strengthening the connection between
health and wealth which are beginning to be expressed far beyond the public
health community. Witness the similarity of the statements from the public health
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perspective as voiced by Wilkinson and Marmot [9], two of the most respected
researchers on social determinants of health

Good health involves reducing levels of educational failure, reducing insecurity and unem-
ployment and improving housing standards. Societies that enable all citizens to play a full
and useful role in the social, economic and cultural life of their society will be healthier
than those where people face insecurity, exclusion and deprivation

and as expressed in a recent publication commissioned by the European Commis-
sion [10]

...improving the health status of a population can be beneficial for economic outcomes at
the individual and the national level. There is indeed much evidence to suggest that the
association between economic wealth and health does not run solely from the former to
the latter. An immediate, if general, policy implication that derives from this conclusion is
that policy-makers who are interested in improving economic outcomes (e.g. on the labour
market or for the entire economy) would have good reasons to consider investment in health
as one of their options by which to meet their economic objectives.

It follows that if societies are to prepare adequately for new health challenges –
such as obesity – and if they are to take action on the changes already under way,
they must completely rethink their approach to health policy. It is argued that health
sustainability is as important as environmental sustainability and that our response
must be understood to be the challenge of at least a generation [11]. We need policy
innovations for health that address the classic determinants of health, such as edu-
cation, work, housing, transport, and particularly equity. Some countries – such as
Sweden – have now done so and this is discussed in more detail in the chapters that
follow [12].

Box 1

The “classic” determinants of health continue to influence our health. They
include:

Income and social status
Social support networks
Education and literacy, e.g., health literacy
Employment/Working conditions
Social environments/physical environments
Personal health practices and coping skills
Healthy child development
Biology and genetic endowment
Health services
Gender
Culture

(compiled by the Public Health Agency of Canada) [13].
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Box 2
Map of the Health and Wellbeing System

The determinants of health

Wellbeing Project
Scotland 2006

However, in the boundaryless health landscape of the 21st century policy innova-
tions are called for that respond to the 21st century determinants of health. Health
is increasingly being shaped by forces such as the speed of modern societies, glob-
alization of markets, the increasing mobility and insecurity of individuals, energy
expenditure, and concerns regarding risk and safety, and the reach of the media.
These forces cut across many of the acknowledged social, environmental, and eco-
nomic determinants of health. An approach to visualize the many determinants and
their interaction was developed by the Well-being Project, Scotland, in a joint effort
with members of the community [14].

Understanding of Health

The second conceptual starting point for the authors of this book is an understanding
of health which is social rather than a medical. Health governance is now challenged
by this conceptualization of health as “well being beyond the absence of disease” as
first defined by the World Health Organization in its constitution [15]. The Ottawa
Charter of the WHO [16] stated that “health is created in the context of everyday
life – where people live, love, work, learn and play,” and this has found its expres-
sion in a wealth of health promotion activities at organizational, community, and
local level. The most well known are the many “settings projects,” which aim to
create supportive environments for health and encourage people to participate in
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shaping these settings for everyday life, examples include Healthy Cities, health-
promoting schools, and healthy workplaces [17]. Indeed they constitute social inno-
vations that spread the new understanding of health into many different sectors and,
as an activity in the space between the sectors, prepare the ground for policy inno-
vations and their social acceptance [18].

Recent global happiness surveys have identified health next to wealth and edu-
cation as one of the three key factors for societal well-being [19]. Health becomes
more central for the aspiration of personal goals in life and social inequalities are
increasingly measured in health terms, highlighting differences in health and life
expectancy. This broader view of health also needs to be reflected in the way we
measure the impact of policy innovation for health. Hernandez-Aguada, in his chap-
ter, discusses the increasing relevance of new types of health intelligence for inter-
sectoral health governance with a particular focus on transparency and accountabil-
ity for all actors in society. One such example of measurement, The Canadian Index
of Well-being [20], clearly illustrates the dimensions of innovation that a new type
of health policy needs to address:

• build a foundation to articulate a shared vision of what really constitutes
sustainable well-being;

• measure national progress toward, or movement away from, achieving that
vision;

• understand and promote awareness of why society is moving in the direc-
tion it is moving;

• stimulate discussion about the types of policies, programs, and activities
that would move us closer and faster toward achieving well-being;

• give Canadians tools to promote well-being with policy shapers and deci-
sion makers;

• inform policy by helping policy shapers and decision makers to understand
the consequences of their actions for Canadian well-being;

• empower Canadians to compare their well-being both with others within
Canada and those around the world; and,

• add momentum to the global movement for a more holistic way of measur-
ing societal progress.

Policies must come to terms with the new forces that act to create or compromise
health – they must respond to what has been called “the new personal health ecol-
ogy” where the individuals are subject to a broad range of influences over which
they have very little control [21]. Just as cholera was symptomatic for all the dimen-
sions of the rapid urbanization of the 19th century, obesity is the symbolic disease
of our global consumer society. It will be a test case for the health governance of
the 21st century as was the introduction of water and sewage systems at the end of
the 19th century. Such challenges can only be resolved through great political com-
mitment, willingness to innovate, and social action – including social entrepreneur-
ship – at all levels of society.
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Locating the Interface Between Innovation and Health

Health and innovation are both social constructs, defined by their time and con-
text. Just as the concept of health is changing, so is the concept of innovation.
The social sciences began in the 1970s to concern themselves with both health and
innovation as distinct areas of social analysis. It was at this point that both medi-
cal sociology (later to become health and medical sociology) and the sociology of
innovation began to advance – the one never far removed from medicine, the other
never far from the sociological analysis of technological development. Even today
much of the literature on innovation still comes from a science and technology per-
spective. This is in sharp contrast to economics, where already at the beginning
of the 20th century Josef Schumpeter drew attention to innovation as the engine
of social and economic development, highlighting both its power of creation and of
destruction [22].

Health has now become such an innovation engine – many investors see health
as “the next big thing” and a rapidly growing health market attaches the added value
“health” and well-being to an ever-growing set of products and services. The chap-
ter by Henke and Martin in this book illustrates this process: not only do health
innovations change society, but through the societal process of innovation in health
the very nature and the characteristics of innovation change, a process that has been
described as “the innovation of innovation.” This leads further to the concepts of
“open innovation” and “fluid innovation,” which are discussed further below in rela-
tion to policy innovations for health [23].

In Switzerland a recent survey asked a group of health experts to identify the key
technological and social drivers of innovation in health [24]. In the first category the
experts established a ranking in the following order: (1) developments in biotechnol-
ogy and genetics, (2) medical technology, (3) informatics and soft ware, (4) organic
chemistry, (5) telecommunications and (6) nano technology. In the second category
they ranked (1) demography, (2) individual responsibility, (3) nutrition, (4) educa-
tion, and (5) income distribution. Most interesting though – and symptomatic for the
speed of social change – is that the experts ranked the social driving forces as more
important and forceful than the technological ones. Additionally they did not assign
a high impact value to political driving forces – which reflects the assumption of the
experts, that not much innovation is to be expected from traditional types of health
policy.

The sociology of innovation argues that innovation itself has become a Leitmo-
tif of 21st century society; this development is called “ubiquitous innovating” [25].
Indeed if one refers to some of the key documents – for example, of the European
Union or of the OECD – a strategy for innovation is considered essential in order
to compete in a global environment [3, 26]. It is interesting – with a view to liquid
modernity – how similar the discussion of a new conceptualization of innovation
is to the discussion on a new understanding of health. Health in turn is increasingly
seen as one of the cornerstones for competitiveness and innovation. And like innova-
tion it is increasingly seen to be in need of a policy approach that is more concerned
with sustainability and long-term effects.
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Box 3
Health sustainability challenges of 21st century societies

The key health sustainability challenges of 21st century societies are:

1. The demographic and financial pressure brought to bear on health and
social systems through the ageing of societies – societies need to support
an increase in healthy life expectancy and an independent life, despite
disability and chronic disease; otherwise, we might witness a breakdown
of support systems and social solidarities.

2. In view of new epidemiological developments – for example, the increase
of overweight and obesity, early onset of diabetes, and an increase in
mental health problems – the generation of children born at the turn of the
21st century could be the first to have a lower health and life expectancy
than their parents. Increased investment in the health of the next genera-
tion is critical.

3. Health systems organization and financing is not sustainable without
major reorientation away from acute care toward increased prevention,
management of chronic disease, and community-based, integrated pri-
mary health care.

4. With globalization we are witnessing the rapid spread and emergence
of new infectious diseases – such as SARS and HIV AIDS – and the
re-emergence of others, such as tuberculosis, there is increasing fear of
a global influenza pandemic – increased preparedness is critical at all
levels of health governance.

5. As 21st century societies are restructuring they are presently witnessing
increasing health inequalities – addressing these widening gaps will be a
key challenge for trust in modern democracies.

6. We are only just beginning to understand the health impacts of global
warming and climate change – we must be more conscious of the
interdependence of health sustainability and environmental sustainability
[27].

Reconsidering the Territory of Health

While the territory of the medical system can be relatively clearly circumscribed
and framed in terms of delivery and utilization of health care services, the ter-
ritory of health becomes ever less tangible and increasingly virtual. Disease has
boundaries; health does not. The new health challenges make this blatantly obvious.
Within government the stakeholders in the response to obesity are not only the health
ministry, but, for example, the ministries of transport, education, agriculture, trade,
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and consumer affairs. Outside of government the producers of unhealthy food and
drink products are as much in focus as are the settings of everyday life where they
are consumed (such as canteens), global marketing and advertising practices, the
media messages, and the role model celebrities to name but a few. Smoking acts
regulate not only who can buy tobacco products, where, and at what price but they
define where it is permitted to smoke; in consequence, owners of bars and restau-
rants, retailers, and the management of airports and railway lines to name but a few,
all need to be concerned with health in ways they were not before. Consumers and
voters as well as a wide array of health action groups and patient organizations make
their preferences heard.

This infinite nature of health has consequences for all four domains of the health
system. It is specific to the health society that all four domains – personal health,
public health, medical health,and the health market – not only continue to change
and expand but – and this is critical – that the balance between the systems is shift-
ing [28]. The health sector – consisting of the public health domain and the medical
health domain – struggles to include more health, in the form of strengthening pub-
lic health, health promotion, and prevention. Yet, this approach is falling short in
many countries, in particular for lack of political support, except where the mea-
sures are clearly medical, such as expanding screening or strengthening predictive
medicine. While the new paradigms in preventative medicine are gaining increasing
acceptance, public health measures are considered unduly paternalistic and are seen
to impinge on the individual freedom of choice. Structural measures addressing the
determinants are also not politically popular, as they usually impinge on one or the
other economic interest. There have been excellent policy documents such as the
Wanless Report in England [29] that have proposed to embark on an organizational
shift within the health sector toward public health, driven in particular by the fear
generated by the relentless growth of the medical health domain. They argue that
more money needs to be invested in prevention, health promotion, and public health;
otherwise, our societies will not be able to afford the constant expansion of the med-
ical health system. So far within the health sector very few policies, institutions,
organizations, and funding streams have clearly differentiated between investing for
health and the expenditures for providing medical care. Durand-Zalesky makes this
point in great detail in the contribution to this book and she underlines how impor-
tant the political innovation environment is for a public health agenda focused on
determinants – in the case of policy innovation for health the different perceptions
of the role of the state, the market and the individuals are critical.

Where an accounting for health – which is different from the proposed national
health accounts – is attempted, countries rarely reach more than a 2.9% average of
the overall “health” budget for prevention, health promotion, and public health, as
OECD data tell us [30]. Politically the pressure is strong to subject every penny
of this paltry amount to critical evidence reviews based on a medical mind-set,
while to this day most health service organizations are still not accountable for
their health outcomes and demonstrate a severe lack of transparency for patients
and consumers. It is therefore arguable whether the expansion of a traditional pub-
lic health approach – for example, with more funding – will be sufficient. A new
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Nordic Initiative argues – as do the authors in this book – that fundamentally new
perspectives are needed. They locate them at three levels: mind-set, partnerships,
and platforms [22].

Open Innovation: Involving a Broader Range of Actors

Policy innovations for health need to move beyond the established functional bound-
aries of both the medical health domain and the public health domain. The innova-
tion debate can help in conceptualizing the necessary change. Open innovation is a
term initially developed for the private sector and championed the idea that compa-
nies cannot anymore rely on their own innovative capacity – they need to share and
outsource [31]. The perception of open innovation now means to involve a broad
range of partners in order to find innovative solutions, particularly in the form of
innovation clusters. As used to be the case in business, the functional and hierarchi-
cal approach in the medical and the public health domains do not usually allow for
this. There are therefore very few policy mechanisms that allow decision makers to
consider both health determinants and health impacts in an integrated manner and to
approach the new health challenges with joined up policy responses, initiatives, and
interventions. Usually each policy (sub) domain works to its own logic and inten-
tions without regard for the impact on other areas of society or its global impact.
Some exceptions can be found in the area of environmental policies.

If – with health in mind – we are willing to see the glass as half full, we can iden-
tify a range of policy innovations emerging in health that could be summarized under
the term network governance. Examples are described in more detail in the chapter
by Warner in this book. In many countries a first step to engage a broad range of
actors around common goals was the development of health targets[32], an approach
that gained ground from the 1980s onward. In order to achieve the targets it became
clear that policies in the health sector needed to be complemented by other sectors
of government and that they in turn needed to be supported by policy commitments
at different levels of government and in the private and nongovernmental sector. The
Wanless report calls this the fully engaged scenario [31]. In consequence a new type
of policy mix is emerging between governmental measures, global initiatives, local
action, consumer pressure and demand, and mechanisms – such as self-regulation
or corporate social responsibility approaches – put into place by companies and the
private sector.

Who would have imagined even a decade ago a range of the policy innovations
for health we have witnessed recently:
• that a country would base its health policy on the determinants of health as in

Sweden?
• that a health minister would regulate the body mass index of fashion models as

in Spain?
• that television advertising of fast foods to children would be severely restricted

as in England?
• that a country could accept a total ban on smoking in public places – including

restaurants and bars as in Ireland?
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Box 4
A model of open innovation for health

Health and wellbeing

Social determinants of health

21st century determinants of health

Government action Business action Citizen action

Health in All
Policies

Corporate social
responsibility

Community and
Consumer action

PARTNERSHIPS

HEALTH is created in the context of everyday life – where
people live, love, work, play, shop, google, travel…………….. 

Kickbusch 2007

The health society not only means that health is present in every dimension of
life, it also implies that risk is everywhere. As every place, setting, product or mes-
sage in society can support or endanger health the potential stakeholders in any
health policy decision expand exponentially; transport policies relate to the obesity
epidemic, the beer tax influences young people’s alcohol consumption and low lit-
eracy increases health inequalities.

Three types of policy innovations for health that qualify as open innovations are
briefly outlined in the following: Health in All Policies, innovation clusters, and
platforms.

“Health in All Policies”

A key policy innovation for health is the Health in All Policies approach put forward
by the Finnish presidency of the European Union in 2006 [33] and first developed
in the Ottawa Charter 1986 with the term “Healthy Public Policy” [17]. Health in
All Policies is now also one of the four principles of the European Health Strat-
egy of the EC [34]. I have described Health in All Policies as an innovative pol-
icy strategy that responds to the critical role that health plays in the economies
and social lives of 21st century societies. It introduces better health (improved
population health outcomes) and closing the health gap as shared goals across all
parts of government and addresses complex health challenges through an integrated
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policy response across portfolios. By incorporating a concern with health impacts
into the policy development process of all sectors and agencies, it allows govern-
ment to address the key determinants of health in a more systematic manner, while
taking into account the benefit of improved population health for the goals of other
sectors [35]. Some countries have tried to reflect such an approach by creating a
ministerial mechanism for the focus on health rather than disease; for example,
Canada for a while had a minister for public health with cabinet rank, and England
and Sweden both have junior ministers for health.

Innovation Clusters

Many partnerships are emerging beyond the health sector and its narrow policy con-
ception. Increasingly we see a wide range of innovation clusters developing which
create a new type of interface between many different actors following the open
innovation model for companies but expanding it into public–private partnerships.
One such example “Berlin’s health care market” is described in this book in more
detail by Henke and Martin. Another example is the “MyHeart” project – which
brings 33 partners from 11 countries together to develop “intelligent textiles” in
order to prevent heart disease [36] or the innovations in the area of functional foods.
Of particular interest as a policy innovation for health is the proposal to establish
“The Nordic region as a global health lab” [22]. It is proposed that the Nordic coun-
tries form an innovation cluster so that the Nordic region will become “a global
market leader for prevention solutions.” They further state that “the booming global
market for health related products and services speaks in favor of joint initiatives,
where knowledge and experiences produced within a research framework can be
used to develop products and solutions attractive to the Nordic as well as the global
market.” They then go on to define the nine components that will give such an ini-
tiative a global competitive edge:

Box 5 The Nordic region as a global health lab

Nine components for success:

1. A social model supporting equal access to health for all
2. Prevention as a top Nordic policy priority
3. Access to valuable data
4. Strong civil society organizations
5. Strong conditions for collaboration
6. Innovative science environments
7. Strong industries
8. A competitive Nordic region
9. Demanding consumers provide a strong platform for user driven inno-

vations
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This initiative is a clear example of the attempt to build an innovation on a sup-
portive policy environment in order to create social and economic value through
health not only locally, but globally.

Platforms

Another move toward policy innovations for health based on open innovation
approaches is the ever increasing number of platforms, coalitions, alliances, and
networks built around health issues. A good example is the European Platform
on Diet, Physical Activity and Health initiated in 2005 by the DG Sanco of the
European Commission, which allows the commission to work with a wide range
of players across the public, private, and nongovernmental sectors [37]. The stated
intent is to create a platform for concrete actions designed to contain or reverse cur-
rent trends, platform members must commit to action. As underlined in the White
Paper on Strategy for Europe on Nutrition, Overweight and Obesity Related Health
Issues, the Commission considers that the development of effective partnerships
must be the cornerstone of Europe’s response to tackling nutrition, overweight and
obesity, and their related health problems. In such platforms the members agree
to monitor and evaluate the performance of commitments in a transparent, partic-
ipative and accountable way; the EU Platform, for example, works to a founding
member’s statement, has a monitoring framework and produces progress reports.
The visibility and legitimacy conferred through such alliances is gaining increasing
importance as a policy mechanism as are a myriad of public–private partnerships.
Actors and issues gain prominence through media presentation and public debate as
the health society is also a media-driven society. These platforms constitute a new
political space for health and network governance, particularly for very controversial
issues. The European Commission, for example, uses a multistakeholder platform
to address alcohol issues through an “Alcohol and Health Forum,” bringing together
civil society and businesses pledging to take action to reduce alcohol-related harm in
Europe [35].

The Democratization of Innovation: The Co-Production
of Health

Innovation and knowledge are interdependent. Innovation can be defined as the
process through which social and economic value is created through knowledge,
an issue discussed in more detailed in the chapter by Sakellarides. This is done
by different forms of knowledge creation, diffusion, transformation, and applica-
tion. Both health and innovation are increasingly dependent on the inclusion of the
user and challenged by the democratization of knowledge production. The sociol-
ogy of innovation describes the innovation paradox, which postulates that in the
knowledge society the role of the producer and the role of the consumer move ever
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closer together – health as well as innovation therefore need to be considered as
coproduced goods [24]. In the area of technological innovation this is often
described with terms like open source, open content, lead user, open innovation,
collective invention, user innovation, and creative commons [38].

In health policy this participatory element has been neglected. On the one hand
it is particularly difficult for the health care system to accept participation, because
it has been defined by a very strong hierarchy between the professional physician,
other health professionals, and the patient. Yet the management of chronic disease
and the adherence to prevention regimes can only be achieved with full participation
of the individual concerned. The overlap of unmet medical needs and unmet social
needs can only be addressed jointly between patients, providers, and the social sup-
port system – patient input is a prerequisite to developing the kind of integrated
disease-management models that most health systems still do not provide because
they are out of step with the epidemiological and social development. The unmet
medical and social need has led to the creation of a wide range of highly active
patient organizations and self-help groups who act as the experts on “their” disease.
The same applies to prevention and health promotion – the active participation of
the individual, social groups, and communities is needed to engage in successful
initiatives [39].

Sakellarides in his chapter highlights to interdependence of the knowledge soci-
ety with innovation in the health society. Patients want information, participation,
and choices – this is the result of the “European Patient of the Future” survey from
2003 [40]. Consumers want simplicity, convenience, speed, and a good price [41].
Increasingly the two expectations meet as health systems become increasingly mar-
ket driven and as patients want more say and have higher expectations. New prod-
ucts and technologies can only develop their full potential if they meet processes
and structures that allow them to do so. This implies new forms of information,
communication, and integration processes. The Conference Board of Canada in its
recent analysis [2] defines three dimensions of high performing health systems: peo-
ple and culture, technologies, and structure and processes. This is also reflected in
the more recent literature on innovation which speaks of a paradigm shift toward
a “fluid identity of innovation” [42]. This means the “old” debates as to what con-
stitutes a radical innovation and an incremental innovation is considered less and
less relevant. This is often much more obvious in other, less regulated areas than the
health sector.

A good example from information technology is the telephone: at what point in
the long process from Graham Bell’s machine to the tiny multifunctional mobile
instruments we use today do we speak of radical or incremental innovation? When
it turned wireless? When it could take photographs? When it became the iPhone?
Whatever it will be in future? Similar questions arise in relation to medicines
and medical technology which with the rise of chronic disease fulfill more than
their primary medical function – they cannot cure any more so they will seek to
reduce pain and the progress of disease, lengthen life, improve mobility, ensure
independence, be easy to use, etc. The innovation process around medicines for
HIV/AIDS is a typical case in point – every small improvement in the lives of AIDS
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patients counts and it continues to be driven not only by medical innovation but a
very strong demand from influential user and advocacy groups.

Probably one of the most important process innovations that needs to be achieved
lies in the transparency and accountability of health policy and health systems.
Hernandez-Aguado in his chapter indicates how new types of monitoring could
provide transparency and accountability for the impact that other sectors have on
health. Sakellarides and his coauthors highlight the significance of patient-driven
and patient-owned health information, also including the determinants of health.
It is indeed worrying that in modern democracies, citizens – once they become
patients – do not have access to data on the performance of the system that they
enter or even to their own health data. This knowledge-based value creation will –
as Sakellarides states – probably be the most relevant health policy innovation in
the next decade. Health Consumer Powerhouse regularly publishes a ranking which
indicates in which countries consumers and patients have the most rights and the
most opportunities for participation [43]. A recent German survey showed that most
citizens would like to see a ranking of physicians and would like to see their med-
ical bills. [44]. If health is a coproduced good, then all those that participate in its
production have a right to transparency of all elements of the process.

The issue of transparency also arises around propriety regulations. In the infor-
mation technology field, there has been a move toward open access, open source,
and open standards, and with the expansion of the Internet it has led to new forms
of information access and sharing – the exciting mix of social and technological
innovation, as reflected in platforms such as MySpace and Second Life. These
demand-push innovations have in turn led to highly profitable companies. Due to
the structure of the proprietary industry and government regulations, much of this
innovation process remains closed. It is regularly challenged, in particular, by non-
governmental organization in relation to global health issues innovations – and more
recently by the establishment of government assessment agencies. This conflict is
not the subject of this book – yet it is worth referring to an interesting experiment
at the World Economic Forum in 2006, which discussed how the break down of
proprietary rights in the entertainment industry could be a signal for the pharmaceu-
tical industry to reconsider its approaches with a new and proactive demand-push
approach. In some cases this has succeeded at the global level where new forms of
pricing, patent policies, and financing of pharmaceutical innovation for diseases of
the developing world have been developed, and after much conflict a new coopera-
tion between advocacy groups, the industry, governments, and modern philanthropy
has emerged.

Outlook

For this book the key issue is that health is no longer a given; it is produced, main-
tained, and enhanced. The results of health research are rapidly transported through
the media – a new cure, a new method of prevention, a new confirmation of old
behaviors, all have high currency in the health society. What is considered healthy
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today might not be so tomorrow – new risks continuously emerge [45]. As a con-
sequence heath literacy plays a critical role [46]. Risks are frequently not visible or
seem intangible and they need to be well communicated, and above all understood
and translated into action. As more and new health information becomes available
this can become a difficult challenge for ordinary citizens in particular if they are
not well educated or even functionally illiterate, as about 20% of all citizens in the
OECD countries are. The expansion of health choices and the complexity of health
systems demand an ever higher degree of sophistication and participation, and as a
consequence there is a growing offer and demand not only for health information
but for advice and knowledge brokering.

To be a passive and compliant patient who follows the physician’s instructions
is no longer sufficient – particularly when related to preventative issues. Indeed
the emerging model is one of active and critical consumers, an ideal that only few
members of the population can aspire to achieve. Already today – despite the univer-
sal access to health care – health inequalities abound even in the richest countries,
and there is a clear danger that they will widen even further as the health society
expands. The very presence of health in all areas of everyday life can also lead to
a variety of reactions – either to attempts to reach an unrealistic body image or to
conscious risk taking in opposition to an overpowering set of health messages and
expectations. While the health society offers many opportunities of empowerment,
it can also be prescriptive and exert social control through health [47]. Within a
health society there has to be constant democratic dialog about the societal value we
attach to health, a debate that has barely begun. Providing access to information on
health and new health products and services including e-health is only a small part
of the issues at stake as Sakellarides points out in his chapter. There is in general
a big democratic deficit in relation to health and health policy, which needs to be
addressed with urgency: the reorientation toward participation and user involvement
will be one of the most important governance shifts in health.

What will innovation in health policy imply in the 21st century? If innovation
means a reorganization of how we approach health in 21st century societies, I pro-
pose that the following five dynamic processes will be critical. Our societies will
need to

• Develop a new understanding of health as an investment and productive force in
society

• Develop separate governance mechanisms for health and for health care, with a
strong focus on accountability for health gain

• Augment the concern for ethics and values with respect to health through a broad
dialogue with citizens in order to increase democratic legitimacy and ensure sol-
idarity

• Move beyond a narrow understanding of health outcomes in terms of only phys-
ical health measures to those that aim to include or even prioritize broader mea-
sures of wellbeing

• Engage in network governance, partnership and multi-stakeholder approaches in
rder to achieve health goals.
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The big 21st century health challenges call for more courageous and democratic
policy approaches than applied so far. While our societies have now learned to rec-
ognize the urgency of the environmental challenge in terms of long-term sustain-
ability, we are only just beginning to grasp the consequences that our way of life
has in terms of health sustainability. An example of developing such a change in
mindset are the 10 Health in All Policy principles developed in the South Australian
Government in 2007 through a Health in All Polices process [35].

Box 6 Health in All Policies: the ten principles

A “Health in All Policies” approach reflects health as a shared goal of all of
government. In particular, it

1. Recognizes the value of health for the well-being of all citizens and for
the overall social and economic development of South Australia. Health
is a human right, a vital resource for everyday life and a key factor of
sustainability.

2. Recognizes that health is an outcome of a wide range of factors – such
as changes to the natural and built environments or to social and work
environments – many of which lie outside the activities of the health
sector and require a shared responsibility and an integrated and sus-
tained policy response across government.

3. Acknowledges that all government policies can have positive or neg-
ative impacts on the determinants of health and such impacts are
reflected both in the health status of the South Australian population
today and in the health prospects of future generations.

4. Recognizes that the impacts of health determinants are not equally dis-
tributed among population groups in South Australia and aims at clos-
ing the health gap, in particular for the Aboriginal peoples.

5. Recognizes that health is central to achieving the objectives of the South
Australian Strategic Plan – it requires both the identification of potential
health impacts and the recognition that good health can contribute to
achieving South Australia Strategic Plan targets.

6. Acknowledges that efforts to improve the health of all South Australians
will require sustainable mechanisms that support government agencies
working collaboratively to develop integrated solutions to current and
future policy challenges.

7. Acknowledges that many of the most pressing health problems of pop-
ulation health require long-term policy and budgetary commitment as
well as innovative budgetary approaches.

8. Recognizes that indicators of success will be equally long term and that
regular monitoring and intermediate measures of progress will need to
be established and reported back to South Australian citizens.
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9. Recognizes the need to regularly consult with citizens to link policy
changes with wider social and cultural changes around health and well-
being.

10. Recognizes the potential of partnerships for policy implementation
between government at all levels, science and academia, business, pro-
fessional organizations, and nongovernmental organisations to bring
about sustained change.

An additional complexity is due to the fact that health in the 21st century is inher-
ently global and many determinants of health are no longer in the control of nation
states. Global and regional agreements of an economic and political nature can seri-
ously endanger health – as experienced in rising alcohol rates in Finland and Sweden
when they joined the European Union – or they can move the health agenda forward
through transnational and global health agreements. The last 5 years have seen the
acceptance by the WHO Member States of both the International Health Regula-
tions and the Framework Convention on Tobacco Control. But other less binding
approaches, such as the forceful move on a global strategy to combat chronic dis-
eases, the policy by the European Union to consider the health impacts of all policies
of the EU, the discussions on health at the Davos World Economic Forum, the new
priority assigned to health in the OECD, and the product shift of many global com-
panies, all illustrate the global driving force that health has become. Concerns arise
around the global pharmaceutical market as much as over the global spread of sug-
ary soft drinks, the global movement of health professionals as much as over the
rapid global spread of viruses [48]. While the policy innovations for health required
at the global level are not subject of this book, the authors are aware that this global
nature of health is in itself one of the most significant driving forces of the reorga-
nization of health in the 21st century.

Note by the author

Some parts of this chapter are based on a working paper for the Academic Advisory
Group, which provided the guidance for the work on this publication. It was pub-
lished as an editorial. (Kickbusch I. Innovation in health policy: responding to the
health society. Gac San 2007;21:338–342).

Others draw on the opportunities available to me during my residency as the
Adelaide Thinker in Residence in 2007. www.thinkers.sa.gov.au/ikickbusch.html
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44. Böcken J., Braun B., Schnee M. (Hrsg.) Gesundheitsmonitor 2004. Die ambulante Ver-
sorgung aus Sicht von Bevölkerung und Ärzteschaft. Gütersloh: Verlag Bertelsmann
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Chapter 2
Intelligence for Health Governance: Innovation
in the Monitoring of Health and Well-Being

Ildefonso Hernández-Aguado and Lucy Anne Parker

Abstract Good health governance requires appropriate health intelligence, and
consequently, health information needs to be reshaped in order to foster health pol-
icy innovation. Several key aspects should pervade the new approaches to the man-
agement of health information: advocacy, monitoring broad health determinants,
accountability, and transparency. Strong advocacy is needed if we wish to convince
non-health sectors of the relevance of health in their policies. Successful advocacy is
based on new and innovative ways of framing health information which contributes
to moving health higher up the media, public, and policy agendas. The goal is to put
across the effects that all societal sectors have on health and well-being. Advocacy
in the terms mentioned is also required to transform public health from an under-
funded pyramidal bureaucracy into a strengthened public health with higher-profile
leadership. This represents a shift of approach from an individual-centred preven-
tion linked to health services to a public health that makes healthy choices easier
and is capable of promoting multifaceted policies from diverse sectors emerging
through network governance.

We also propose the monitoring of the social determinants which have an estab-
lished relationship with health. Health outcomes are usually the long-term effects of
exposures that act during the whole life course. Consequently, in order to measure
the effects of policies which take decades to manifest, we need to assess the evo-
lution of health determinants addressed by these policies. In fact, responsibility for
health is now so diffused at various levels and different sectors that it is very impor-
tant to point out through appropriate information who is accountable for relevant
health issues such as inequalities.

Health-related information should be produced and framed in a way that is
suited to the relevant level of governance in order to target accountability and trans-
parency. The aim is to identify what part of government (local, national, regional,
or global) is accountable for any health-related issue. Recent innovations such as
health impact assessment are the starting point for the development of policy-linked
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indicators: “avoidable burden of disease by policies” or “health expectancy gained
through policy.” These indicators may be estimated at every governance level and
are understandable to policy makers and to the public. Transparency and intelligibil-
ity of health information is a keystone for population engagement that brings about
demands for political actions in health, and consequently should guide innovation
in health monitoring.

Although, as far as possible, new policies must be evidence based, the absence of
evidence is a stimulus to innovation. Future advances in the monitoring of health and
well-being must combine research and implementation. The challenges are evalu-
ation of complex social programs; proper surveillance of new policies with health
effects; provision of good data on the economic and social effects of health invest-
ment; assurance of a high societal visibility of health issues; and engagement of all
stakeholders in the call for accountability and transparency.

Introduction

Good health governance needs good information. However, are we not already over-
whelmed with data, statistics, indicators, and all kinds of health information? Is not
the insistence on measuring a result of classical and paralyzing epidemiology? Why
devote efforts to the surveillance of health when emphasis on monitoring usually
turns into an obstacle to policy implementation? There is no doubt that a myriad
of initiatives on health information management exist at all levels of governance
activity. However, there is a quality gap between health information on hand and the
health information framed and provided to the stakeholders. This is our great chal-
lenge. In this chapter we describe the potential for innovation in health information
management. We depict how appropriate health information could foster innovative
health policies, particularly the initiatives linked to Health in All Policies (HiAP).

The process of setting population health targets sought to shift the focus of the
health world from inputs to outcomes [1]. Nevertheless there has been a perma-
nent tension between target setting for health based on simple etiological views and
driven by behavioral epidemiology and target setting that takes up the complex polit-
ical and social processes needed to tackle the root causes of ill health. In the words
of Kickbusch:

increasingly target setting became a technocratic/professional/managerial enterprise
rather than a process to set in motion the acceptance of new political priorities for health
policy, in order to define and ensure the new health territory. Indeed, recent experiences in
England show that while targets at first seem to be an ideal approach to monitor account-
ability and performance at various levels of the health system, their “overuse” can become
counterproductive and unmanageable as time is spent on reporting rather than on imple-
menting policy [2].

Appropriate health information needs to be parallel to policy making instead of a
hindrance. The new health governance acknowledges the fact that action is needed
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in and by sectors other than health and requires health information that contributes
to this new approach.

We first outline some of the key factors that health information should satisfy for
better health governance.

Health information should be framed in a way that supports advocacy for Health
in All Policies by moving health higher up the media, public, and policy agendas.
Durand-Zaleski, in her chapter, calls for policy-maker motivation in supporting the
Health in All Policies approach by cutting across existing beliefs and bureaucratic
territories. Therefore, the rationale and needs of sectors other than health should be
considered when designing information systems and indicators.

The policies of the new health governance should address social determinants of
health and consider the powerful long-term health effects of policies dealing with
specific risk in critical life course paths such as child development and transition of
young adults to the workforce. Information is required in order to indicate what part
of government or society is accountable for inequalities and other social determi-
nants of health.

The need for health accountability is expanding parallel to the expansion of the
territory of health. Many sectors across society are accountable for health both
in positive and negative terms. Health and well-being need new reporting formats
which emphasize transparency and use opportune channels of information. Health-
related information should reach a wide variety of stakeholders, decision makers
from any sector, the public at large, etc. Citizen feedback and participation is a key
component of health accountability and contributes to a central dimension of policy
which is democracy. Marinker, when considering the values that underpin policy
making, wrote of democracy that:

In order to engender confidence in health policies, all stakeholders, and especially citizens
and patients, need to be actively engaged. Access to health information and health literacy
are crucial to such engagement. Health policies succeed in relation to the sense of solidarity
and shared values that they foster [3].

The challenge is not so much transparency in the functioning of health services
[4], but rather health information that contributes to a better awareness of the citi-
zens of the determinants of their health and of the policies that affect these deter-
minants. Health literacy plays a relevant role in policy innovation and is thoroughly
considered elsewhere in this book.

Many actors could be involved in the new health governance. Any group or insti-
tution can lead initiatives for better health. This participatory policy process requires
collaboration among a wide array of stakeholders. As Warner describes in his chap-
ter, networks are more efficient in situations where the problems are complex and
organizational effort fragmented. Flexible network-based mechanisms need health
information that is suited to every policy level, that is linked to specific policies, and
that monitors effects across sectors.

The chapter on health as an economic driver reports how evidence is accumulat-
ing on the relationship between health and wealth. However, there is still a lack of
precise information that clearly illustrates the link between policies in non-health
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sectors that increase health level and which, as a consequence of this increase, con-
tributes to other attainments such as productivity, efficiency, and so on.

In the second part of this chapter we review the different developments in health
information so far implemented in developed countries. Starting from some inno-
vative developments that relate health outcomes with risk factors and with policies,
we propose in the third part a health information management which offers trans-
parency and accountability, that encourages participation, and that is attractive to the
decision makers in non-health sectors. Finally we consider the outlook for the future
and point out the need for a good mix of research and implementation in order to
make advances in the monitoring of health and well-being.

Part I: Health Information for Governance Innovation

From Ottawa Charter to Health in All Policies

The effect that policies from diverse sectors have on health has long since been
acknowledged. Regulations concerning environment, housing or transport, among
other areas, are part of health protection. Moreover, advocating for health through
influence on education, nutrition, or social affairs has been at the core of health pro-
motion, particularly the healthy cities movement [5]. However, the dominance in the
health policy field of the health care sector, together with the scant power of public
health specialists and researchers to influence policies, hinders the full development
of new health policy approaches. On the other hand, many public health special-
ists remain aloof from the values shared by those tackling upstream determinants of
health and are prone to follow the classic risk factor approach of epidemiology lead-
ing to interventions centred on the individual and mainly based on the conventional
health education.

The Ottawa Charter in 1986 conceptualized health as “a resource for living,”
proposed a shift of focus from disease prevention to “capacity building for health,”
and established as one key action “building healthy public policy” [6]. With this
backup, health promotion has unrelentingly accumulated experience over more than
20 years seeking to move away a focus on individual behaviors to the population
approach suggested by Geoffrey Rose [7].

The ideas that arose from the initial steps of health promotion initiatives became
popular in certain professional, academic, and institutional circles, but in spite of
their solid bases, they remained alien to the main stream of the health sector. Influ-
encing non-health sectors appeared beyond reach. However, health promotion has
been characterized by its determination and tenacity and new and diverse strate-
gies have been frequently tested in order to overcome the barriers to change and to
accomplish public health aspirations through multifaceted policies. A healthy pub-
lic policy had been characterized by its explicit concern for health and equity in all
areas of policy and by accountability for health impact. The main aim was to create
supportive environments to enable people to lead healthy lives [8].
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Parallel to the multiple health promotion initiatives the population approach to
health has been reinforced by the increased attention from the epidemiological
world to the root determinants of health. In the last decade there has been an increase
in epidemiological research on social determinants of health. Social epidemiology
has moved the focus from the individual causes of disease to the population determi-
nants [9–15]. Broad approaches to understanding the upstream causes of ill health
have highlighted the interrelation between health and other spheres of society. Con-
sequently, these initiatives have lead to the recognition that interventions addressing
upstream roots of health problems lie outside the health domain.

The parallel and positive trajectories of health promotion and population health
research have contributed to the promotion of healthy public policies. Gradually
the approach of placing health criteria on the agendas of policy makers who have
not previously considered health as a relevant issue is climbing the ladder of insti-
tutional and public recognition. This vision of health policy has received a major
boost at the European level with the initiative “Health in All Policies” (HiAP) of the
Finnish presidency [16]. One key argument for the HiAP proposal is that health is
a requirement for production, the main aim of European policies being the growth,
employment, and innovation. The need for a new policy model is even clearer at
the global level where it has been stated that the crisis in global health is not a cri-
sis of disease but a crisis of governance [17]. HiAP gives health a key role in the
21st century societies by including health gains and a reduction in health gaps as
shared goals of all government departments. With this approach, health determi-
nants become a concern of public policies in all sectors that can address them in a
more systematic way.

The endorsement at high political level of the principles that are at the heart of the
population health approaches should be viewed as a window of opportunity to sup-
port change and policy innovation. Whether or not this innovative policy approach
will succeed, and to what degree, will depend on a great array of combined initia-
tives among which the management of health information could be relevant.

Initiatives on Health Information Management

Monitoring health and health information management is linked to the foundation
of public health and is the mainstay of any public health activity. As has been noted,
“a clear, permanently updated, picture of what is in fact happening out there is
essential” [18]; good health governance requires appropriate health intelligence and
this recognition could partially explain the recent upsurge of interest in health infor-
mation and health statistics. At the global level, the work of the WHO through the
World Health Organisation Statistical Information System (WHOSIS) is of great
value. On the other hand, the worldwide increase in health and other development
initiatives have prompted the need for appropriate health information systems able
to guide an effective allocation of resources. Public and private agencies involved
in international funding require health information to sustain political and financial
support for their programs. This is particularly relevant in developing countries and
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is well illustrated by the problems found in monitoring the Millennium Develop-
ment Goals (MDGs). The issue has been extensively addressed by a series in The
Lancet on Health Statistics [19–22].

At the regional level (multinational) there are also several initiatives from inter-
national institutions concerned with health information. In developed countries the
Organisation for Economic Co-operation and Development (OECD) carries out
valuable work in the field of health monitoring, analyzing different proposal of indi-
cators, and testing their relation with social and economic measurements [23]. We
should also highlight the European Community Health Indicators (ECHI) projects
under the European Health Monitoring Programme that have developed a compre-
hensive list of indicators in order to accomplish three general objectives: to moni-
tor trends throughout the EU, to evaluate EU policies, and to enable international
comparisons [24]. The European Commission also has its own office of statistics,
Eurostat, that provides regular data and indicators for the monitoring of health and
well-being [25].

Among the national initiatives we can distinguish among several proposals with
different underlying visions of public health. For instance, worth mentioning are
the proposal of indicators for monitoring the new Swedish public health policy [26]
and the proposition by the Centres for Disease Control and Prevention (CDC) in the
USA [27].

Space for Innovation in Health Information

With this myriad of initiatives, efforts and projects related to the monitoring of
health and well-being, one can hardly discern any space for innovation. Moreover,
beyond the above-mentioned initiatives, many countries have regular reports on pop-
ulation health and health determinants at different administrative levels as well as
other traditional and firmly established public health surveillance systems. Before
reaching hasty conclusions about the potential for innovation, it is worth remem-
bering that, in spite of the overwhelming quantity of health data and information,
critical features are lacking. These include the related features of accountability and
transparency that are central to good governance (Box 1).

Box 1. Accountability and transparency

Health information and accountability

Acknowledgment and responsibility for actions, decisions, or policies is pos-
sible if the resulting consequences can be reported and explained. Policy
accountability is more likely if a time connection between the policies and
their health effects can be established.

Available health monitoring systems and health reports do not reveal who or
what policies are responsible for our current levels of healthy life expectancy
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or self-perceived health. In fact most health outcomes measured have many
diverse determinants that influence health throughout the life course of popu-
lations and which are modified mainly by non-health policies.

Most government areas should be accountable for the present and future
levels of population health but most of the decision makers in these areas
are not aware of this responsibility. There is a need to produce and frame
health information that reveals the health benefits (or detriments) that can be
attributed to a specific policy change. This will require a wise use of data and
evidence to provide measurable outcomes that are modifiable by policies and
on that in turn may predict health outcomes.

Health information and transparency

Transparency is a key element of accountability and means that implemen-
tation of policies and activities is carried out in a manner that can be easily
observed and understood by the relevant stakeholders and particularly the pub-
lic. While accountability refers to the consequences of actions or decisions,
transparency enables the public not only to assess the outcomes of decisions
but also to observe and participate during or before the decision-making pro-
cess.

Transparency implies appropriate response to requests for information and
good quality of reporting to the public and stakeholders. The health care sector
is now emphasizing transparency by ensuring that the public have access to
information on the quality of care they receive from providers. However, this
is not at all a universally implemented and accepted policy.

Transparency in policy process could be enhanced if health information
management generated clear reporting of the predictive health outcomes
derived from diverse policy options that are easily understandable to policy
makers and to the public at large.

For example, it is theoretically acknowledged that health systems should be gov-
erned and evaluated by the production of health and reduction of disease; however,
the public in many countries do not usually have access to performance indicators of
hospitals and other health care services that measure health outcomes. Furthermore,
many health policies have long-term consequences and it is difficult to establish
a clear connection between their implementation and their effects. Understandably,
the health effects of non-health policies are even less frequently assessed and evalua-
tion of the effects of health investments in productivity terms or other societal attain-
ments is rarely carried out. On the other hand, health and well-being have become a
central aspect of everyday life but insufficient attention is paid to the measurement
process by governments and other stakeholders. To illustrate this point, consider the
high volume of daily and monthly economic data, statistics, and information that



30 I. Hernández-Aguado, L.A. Parker

flood the media and, on the other hand, the unavailability of a clear and regularly
updated picture of the level of satisfaction and well-being of the population.

The lack of accountability and transparency in the management of health infor-
mation hampers good health governance. These principles should guide any pro-
posal for innovation. Box 2 shows some of the potential contributions of health
information management to facilitate the implementation of innovative health poli-
cies. Some of the points displayed are considered in other chapters of this book. In
this chapter, we will mainly focus on points 1 and 3 to 6.

Box 2. Health information bases for policy innovation

1. Health information framed in a way that recognizes the value of health
for the well-being of all citizens and for the attainment of many societal
objectives

2. Monitoring of the distribution of health determinants across of the dif-
ferent social sectors of society

3. Design of attractive means to show the impact on health of all govern-
ment policies including inaction

4. Development of health and well-being indicators that induce account-
ability and transparency, both for the health sector and the non-health
sector

5. Identification of indicators of progress linked to the intermediate effects
of policies on all sectors that have an effect on health

6. Assessment of the density of policies that are guided under the principles
of Health in All Policies

7. Monitoring of citizens’ vision of health and well-being issues
8. Creation of mediating structures in order to improve knowledge transfer
9. Contribution to health literacy and participation of the population

Advocacy Through Innovative Health Information Framing
and New Indicators

One key aspect of future health information management is its potential contribu-
tion to an increase in the relevance of health in all public policy. Establishing health
as a public good and placing Health in All Policies requires particular attention to
the process of moving health higher up the agenda and taking advantage of win-
dows of opportunity to change policy. This is a challenge relevant to every decision
level and any success fuels the development at the other levels. For example, if the
present European health strategy [28] succeeds in achieving greater HiAP coopera-
tion and as a result HiAP becomes a common practice in some European countries,
the achievement will inspire and stimulate this new governance in other countries
and encourage other administrative levels to follow. At the same time the success
could help in strengthening the European voice in global health. On the other hand,
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demonstrations of policy achievements at local level reinforce national and interna-
tional strategies.

Advocacy is specifically one of the key applications of health indicators and
has, as any other public health action, the ultimate goal of improving population
health. While advocacy is an understandable consequence of obvious health prob-
lems revealed by health information systems or health indicators, too often health
information is swallowed up in the stream of competing information space. Hence,
in order to place health in the media, public, and policy agendas, new and innovative
ways of framing health information, are needed, particularly if we wish to convince
non-health sectors of the relevance of health in their policies. Advocacy of inno-
vative health policies could be supported if we report opportune information that
links any policy with its health effects and also if we can show the effects of health
investments in any other societal domains (Box 3).

Box 3. Advocacy

Advocacy and health information

Advocacy is the act of taking a position on an issue, and initiating actions in a
deliberate attempt to influence private and public policy choices [29]. Success
in developing healthy public policies requires, among other factors, efforts in
public health policy.

Development of Health in All Policies will depend on the players involved:
policy makers, policy influencers, the public and the media. Key policy
influencers are the public health practitioners, their associations, and other
organizations with common objectives (for example, reduction of poverty,
contamination control, safe neighborhoods, and so on).

Public health advocacy works through the media and other channels in order
to influence policy makers and the public. The understanding and attitudes of
the public towards the health question affect the adoption of the policy.

Health information can be used by relevant interest groups to encourage
and influence the policy change. Furthermore, proper advocacy through good
information framing must be capable of pointing out not only the health
effects of any desired non-health policy but also the effects that the health
gains have on other social and economic domains.

The Value of Well-Being for the Attainment of Many
Societal Objectives

The strategy of placing Health in All Policies may be hindered by the main goals of
government policy. For example, the Lisbon Strategy of the European Union under-
lines competitiveness as one of its fundamental goals. This emphasis may mean
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that health is far from being a priority of other policies, but that health policy is
subordinated to economical and industrial policies. The key challenge is to high-
light the synergies that make health a priority in all policies, in other words, ensure
that questions related to health are seen as assets in the achievement of underlining
economic targets. Moreover, making health an objective should be seen as socially
and politically advantages. Therefore, we require information that shows clearly the
links between health and well-being, between both of these and varying social and
economical goals.

Some knowledge is already available which relates, for example, improvements
in occupational health to business productivity and competitiveness targets. Our task
now is to gather disperse data and present it in ways that contribute to optimize com-
munication and advocacy. The general public must be made aware of the importance
of health and well-being in the achievement of societal objectives. Health literacy
in a broad sense (that is, awareness of what makes a population healthy and how
good health impacts on societal attainments) could play a significant role in shaping
policies. Efforts to increase health literacy as those described by Sakellarides in his
chapter should embrace the spirit of HiAP and thereby enhance the engagement of
the population in policy innovation.

An opportunity to measure and communicate well-being is that the economic sec-
tors are interested in showing that policy making goes beyond economics, seeking to
avoid trade-offs between economic and social policies and instead to encourage them
to reinforce each other. In fact, few institutions wish to be seen as overemphasizing
only economic goals. Measuring material living standards in terms of gross domestic
product is not enough and other factors should be taken into account. Therefore, well-
being and happiness are now becoming an important component of policy evaluation,
at least rhetorically. This conclusion also emerges after reviewing a statistical paper
from the OECD [30] and the presentations at the international conference in Rome
on measuring happiness [31–33]. In this context, indicators become a central issue,
and different approaches are being considered. Gross domestic product per family,
composite indicators, happiness, and opportunities are among the latest proposals.
Some of this work could be relevant for our purpose of finding indicators that on one
hand are linked to health and sensitive to non-health policies, and on the other hand
may show the effects of investment on health.

Measuring Outcomes That Are Relevant to Non-health Policies

Most of the indicators proposed for public health monitoring include outcomes
related to health status. There is no doubt that mortality, morbidity, generic health
status (perceived health, quality of life, etc.), and composite measures of health sta-
tus (disability-free life expectancy, other life expectancies, etc.) should be at the core
of any set of public health indicators as their improvement is the major endeavour
of public health policies. Overall health status is the result of the mixed effects of all
health determinants which have influenced health during the life course and – with
some exceptions – it is not easy to establish the link between any single policy and
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health status, particularly in the case of non-health policies. Although some individ-
ual health indicators are sensitive to the effect of specific policies, this fact occurs
unevenly according to type of policy.

It is worth remembering here the different concepts of public health that shape
the types and targets of public health policies. Visions of public health range from an
approach based on individual preventive medicine (including screening, immuniza-
tion and medial counselling) to an approach derived from the principles of health
promotion mentioned above, which constructs policies from the question: What
makes people healthy? Individual-focused public health uses the so-called risk fac-
tor epidemiology and emphasizes change of behaviors. Population-focused public
health stresses healthy public policy which is the basis of HiAP.

Broadening the scope of outcomes to be monitored is crucial if we wish to place
health in other policies. Educational, agricultural, trade, social affairs, or occupa-
tional policies have primarily non-health outcomes but are frequently related to
well-being and health. The challenge is to identify measurable targets of non-health
policies that are closer to health and are sensitive to these policies.

Some health policies, those originating in health bureaucracies with health as
their explicit and main objective, can be evaluated through their effect on specific
health outcomes included in the usual collection of public health indicators. This
is not the case for non-health policies, those aimed mainly at non-health objectives
and whose effect in health operates indirectly through the general determinants of
health. With some exceptions, the effect on health of non-health policies is not dis-
ease specific and consequently is hardly sensitive to monitoring by individual health
indicators.

There is a paradox: while population health level is attributable mainly to socioe-
conomic and political context influenced by governance, macroeconomic policies,
public policies – largely non-health policies, and culture and social values [34],
we are apparently unable to monitor in the short term the effect on health of poli-
cies directed at these determinants. On the other hand, the usual broad-spectrum
health indicators are more appropriate in measuring the general effects of the above-
mentioned determinants and their related policies in the long term than in measuring
the results of health policies. The evaluation of the overall health policy is attained
by estimating the mortality considered amenable to health care before a specified
age limit (e.g., 75) as has been recently reported for industrialized countries com-
paring present with earlier estimates [35].

Accountability: Can Single Indicators Make Policies
More Accountable?

Focusing on some specific health policies, their effect can be monitored, as
mentioned above, through single health indicators (either disease-specific mortality
or special indicators). This is the case of cervical cancer incidence or mortality and
avoidable hospital mortality. Cervical cancer screening can be monitored through its
effect on cervical cancer incidence and mortality, while programs to reduce adverse
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events in hospital care can be evaluated by changes in avoidable hospital mortality.
Therefore, cervical screening policies and quality of hospital care policies as well as
other specific health policies can be assessed by adequate indicators that show their
effects in terms of health outcomes. Nonetheless, we should not ignore the fact that
even very specific health indicators are always sensitive to a series of factors and
consequently any changes in the value of the indicator are due to changes produced
by alterations in one or more of these involved factors.

Cervical cancer screening is a well-defined health intervention but interacts with
socioeconomic factors and other policies that modify its effects. Many opportunis-
tic cervical screening programs did not show any modification in cervical cancer
mortality trends, and this was explained by the fact that those women frequently
screened were those with the highest socioeconomic level and thus with the low-
est risk. Only when screening programs are designed to have wide coverage is
a downward trend in cervical cancer mortality observed [36]. Likewise, policies
to improve quality of health care in hospitals are modified by the socioeconomic
context that could affect the result of the interventions. Hence, many health out-
comes apparently linked to well-defined health interventions take in the effects of
other health determinants frequently shaped by non-health policies. However, we
can barely use these selected indicators of health status, such as disease-specific or
problem-specific mortality or incidence, to monitor non-health policies because the
attributable proportion of disease to these policies is time and place dependent and
commonly unknown.

There are some single health indicators that can be used to monitor the effect on
non-health policies. Transport policies and environmental policies can have short-
term effects on disease-specific mortality or morbidity. Nevertheless, we hold that
this is not the rule: health outcomes reflect the results of many factors throughout a
life course. They provide outcomes in the long term but are not explanatory of the
etiologic process involved from the upstream level to the individual level. Their use
in assessing non-health policies is very limited.

In summary, clearing a path for HiAP entails particular attention to information
management. There is already a wide recognition of the relevance of health infor-
mation at all governance levels. Consequently there is now a variety of initiatives
that supply the public health community with numerous statistics and indicators
that allow proper health monitoring. However, there is space for innovation mainly
in how the health information is framed and provided to the relevant stakehold-
ers. Many non-health policies have health effects through the modification of the
social determinants of health and reduction of inequalities. The relevant results for
the stakeholders of non-health policies are not primarily health outcomes, but rather
the impact on the determinants mentioned. In order to use health information in
advocacy of HiAP, new indicators and new ways of framing health information that
clearly link non-health policies with intermediate outcomes and health are required.
Health information innovation demands attention to the basic principles of account-
ability and transparency. In the second part of the chapter and considering these
premises, we revise the state of the art in health information in order to build our
proposals described in the third part.
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Part II: Health Information Today: Current Strategies
and Proposals for Health Indicators

Conceptual Framework

The use of health indicators in advocating for public health policies requires that
the indicators have certain features. If by advocating we mean raising health up
the political agenda and supporting the presence of Health in All Policies, the indi-
cators chosen should measure those outcomes and determinants of health that are
relevant to the conceptual framework shared by those that defend this vision of pub-
lic health. In fact any proposal of indicators to monitor health reveals the vision
of public health held by the authors. It has been acknowledged that while values
are present in the preamble of almost every national health policy, they are less
visible in the core text of these policies, describing action, resources, implementa-
tion, evaluation, and so on [37]. The central values can be involved in the setting
of health targets [1] and as such the indicators chosen to monitor the health of the
population should reflect them, allowing for the evaluation of progress. Although
there may be a broad consensus on what is important, this does not always trans-
late into practice and the proposals for indicators may reflect a limited considera-
tion of these values. Indicators on health determinants might be completely absent,
while sometimes there is only a narrow selection focusing on determinants of health
that are restricted to the individual behaviors, and in some propositions there is a
diverse range in both qualitative and quantitative terms, of the determinants being
considered.

When reviewing the proposals of health indicators in developed countries, one
can notice the degree of recognition by the authors of the contribution to health of
social aspects, environment, and individuals.

Health Information at Regional Level

The case of the OECD is relevant as this institution is carrying out long-term
research into population indicators exploring the relationship between economic
and well-being measures [23]. The 2005 OECD report on health arranges indicators
into five categories which, besides health status and health systems, include non-
medical determinants of health and demographic and economic context. It is notice-
able that the nonmedical determinants section lists classical indicators of lifestyle
behaviors such as tobacco and alcohol consumption or body weight while measure-
ment of upstream determinants is omitted. On the other hand, the OCDE report on
social indicators [38] does present indicators reflecting self-sufficiency, equity, and
social cohesion involving financial, employment, social spending, and well-being
measures (Table 1).

The European Union Public Health Programme has as a key objective to pro-
vide comparable information on the health of European citizens by developing
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Table 1 Social indicators. Organisation for Economic
Co-operation and Development (OECD) Self-sufficiency

Total employment rates.
People in jobless households.
Average years of schooling.
Mean student performance.

Equity
Income inequality.
Relative poverty rate.
Child poverty.
Gender wage gap.

Health
Healthy life expectancy at birth.
Life expectancy at birth (total).
Infant mortality.
Potential number of years lost.

Social cohesion
Volunteering.
Victimization rate.
Convicted adults.
Suicide rates.

health indicators and collecting data. According to their goals the information to
be collected should cover the health-related behavior of the population (e.g., data on
lifestyles and other health determinants), diseases (e.g., incidence and ways to mon-
itor chronic, major and rare diseases), and health systems (e.g., data on access to
care, on the quality of care provided, on human resources, and on the financial via-
bility of healthcare systems). An essential feature of the European Union objectives
is that the data collection should be based on comparable health indicators appli-
cable to the whole of Europe, and on agreed definitions and methods of collection
and use. Taking as a starting point the earlier work by international organizations
such as WHO-Euro (Health for All database) and OECD, and working in close
cooperation with them, several projects have been implemented to develop a set of
common European health indicators. Among them the most exhaustive initiative is
the previously mentioned European Community Health Indicators (ECHI) Project
[24]. This project has drawn up two lists of indicators (short and long). Work on
these indicators and the data collection is carried out by coordinated Working Par-
ties, in cooperation with Eurostat and the Community Statistical Programme. The
final objective of the European Union is to develop a European Union System of
Health Information and Knowledge, which is fully accessible to European experts
and the general public. For those who are engaged in highlighting broad determi-
nants of health, it is critical the inclusion in this framework of indicators that take
into account such upstream causes of ill health.

The final report of the European Community Health Indicators (ECHI) project
(short list) proposes 82 indicators. Compared to the above-mentioned OECD health
indicators, this proposal widens the scope of population health determinants by
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Table 2 Main categories for the
European Community Health
Indicators set [24]

1 Demographic and socio-economic situation

1.1 Population
1.2 Socio-economic factors

2 Health status

2.1 Mortality
2.2 Morbidity, disease-specific
2.3 Generic health status
2.4 Composite health status measures

3 Determinants of health

3.1 Personal and biological factors
3.2 Health behaviours
3.3 Living and working conditions

4 Health systems

4.1 Prevention, health protection, and health promotion
4.2 Health care resources
4.3 Health care utilisation
4.4 Health expenditures and financing
4.5 Health care quality/performance

including socioeconomic factors and living and working conditions (Table 2).
However, it is remarkable that the final proposal (long or short) gives so little
importance to broad health determinants in comparison to indicators of health ser-
vice activities or health outcomes.

Another European Project (European Union Health Promotion Indicator Devel-
opment (EUHPID)) recognized the substantial lack of indicators on health promo-
tion activities in the ECHI proposal. In line with their different conceptual model,
they adapted the section on health systems, splitting it as follows: (1) Health inter-
ventions: health services (2) Health interventions: health promotion [39]. This is
shown in Table 3, together with the a selection of indicators illustrating the choice
of indicators on health determinants included in the ECHI short list.

In addition to this slight modification, the authors of EUHPID Project recognize
that the ECHI list focuses largely on pathogenic and individual-level health develop-
ment and on health care systems. They point out that this focus is paradoxical given
the estimates that only 20% of life expectancy gain during the 20th century (reported
for the United States) is due to improvements in health services, while the remaining
80% is due to changes in lifestyles and particularly to changes in the socioecolog-
ical environment. For the future, they propose the development of complementary
indicators emphasizing salutogenic health development in everyday life. However,
they are more centred on individual outcomes (health capacities, sense of com-
munity, social capital, health literacy, and sense of coherence) than in identifying
upstream determinants and health-related outcomes of non-health policies. In our
view, the proposal from EUHPID highlights the need to monitor the result of actions
implemented from the public health field although applied in diverse domains
such as schools and workplaces, and their effects. The proposal does not consider



38 I. Hernández-Aguado, L.A. Parker

Table 3 Selected indicators extracted from the ECHI shortlist, divided by two grades of availability
of data

Regularly available, reasonably Partly available, sizeable
Indicator class comparable comparability problems

Demographic and
socio-economic factors

• Population by gender/age
• Birth rate
• Mother’s age distribution

(incl. teenage pregnancies)
• Fertility rate
• Population projections
• Population by education
• Population by occupation

Health determinants • Regular smokers • Body mass index
• Total alcohol consumption • Blood pressure
• Intake of fruit • Pregnant women smoking
• Intake of vegetables • Hazardous alcohol
• PM10 exposure consumption

• Use of illicit drugs
• Physical activity
• Breastfeeding
• Social support
• Work-related health risks

Health interventions: health
promotion

Policies against ETS exposure • Policies on healthy nutrition
• Policies/practices on

lifestyles etc.
• Integrated programmes in

settings

explicitly the monitoring of the health effects of policies implemented outside the
health sector and their results.

Health Information at National Level

The leading health indicators of the Healthy People 2010 initiative (Table 4)
launched by the U.S. Department of Health and Human Services are mostly cen-
tred on individual behaviors and health status [27]. Although Healthy People 2010
encompasses 467 objectives in 28 focus areas and some objectives cover the effects
of physical and social environments and the policies and interventions used to pro-
mote health, most objectives focus on specific health interventions that are individ-
ually oriented and designed to reduce or eliminate illness, disability, and premature
death. Nonetheless, it is worth mentioning that the whole initiative takes in some of
the recent developments in population health and social epidemiology.

As an example of a public health model that stresses the relevance of non-health
data, the proposal of the New Swedish Public Health Policy stands out. The new
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Table 4 Leading health indicators selected for Healthy
People 2010 (U.S. Department of Health and Human
Services) [27]

The Leading Health Indicators

• Physical activity
• Overweight and obesity
• Tobacco use
• Substance abuse
• Responsible sexual behaviour
• Mental health
• Injury and violence
• Environmental quality
• Immunization
• Access to health care

model seeks to monitor health determinants instead of health outcomes or health
care indicators in an effort to provide more accessible information for political deci-
sions. A committee including all parliamentary parties, a large number of research
experts and other important interest groups produced a set of 11 general objectives
(Table 5) with the intention of drawing up a public health policy report every 4 years
and presenting developments in these key areas [40].

The first six objectives cover broader structural determinants reflecting the con-
ditions in specific areas of society. The relevance of policy from non-health sectors
is apparent. The last five objectives reflect lifestyle determinants, pertinent once
again to the individual although in this case, in considering suitable indicators, the
substantial role played by social environment is taken into account. In November
2004, 38 main indicators were adopted [26].

An important consideration is the acknowledgment of the need to stratify all
indicators by sex, age, type of family, different administrative level, socioeco-
nomic group, and ethnicity. This facilitates the monitoring of the primary value
of promoting equity. To assess objective 1, “participation and influence in soci-
ety,” Swedish Public Health Policy proposes as indicators: the turnout in municipal
elections, an index of gender equality, and the percentage of the population actively

Table 5 Eleven general objectives for the Swedish Public Health Policy [40]

1. Participation and influence in society
2. Economic and Social Security
3. Secure and favourable conditions during childhood and adolescence
4. Healthier working life
5. Healthy and safe environments and products
6. Health and medical care that more actively promotes good health
7. Effective prevention against communicable diseases
8. Safe sexuality and good reproductive health
9. Increased physical activity

10. Good eating habits and safe food
11. Reduced use of tobacco and alcohol, a society free from illicit drugs and doping, and

a reduction in the harmful effects of excessive gambling.
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employed. The key decision makers related to these indicators work outside the
health service.

Under objective 3, “secure and favourable conditions during childhood and adoles-
cence,” theyconsider,amongother things, the levelofeducationofnurseryemployees.
This shows a level of consideration far beyond the health state of children in preschool
but acknowledges the relative influence of the employees in shaping and develop-
ing their healthy living choices. Considering education, they measure the number of
diplomas from primary school and upper secondary school but additionally include
an indicator on the extent to which pupils can influence school.

It is worth noting that under objective 9, “increased physical activity,” they pro-
pose as indicator the percentage of the population who walk or cycle in relation to
total personal transport. Once again this is a clear example of how success in meet-
ing health targets requires consideration of the close partnership with other non-
health sectors, such as transport and city planning. Changes are essential in these
areas to facilitate the healthy choices made by individuals.

In summary, there is a wealth of health information collected by different organi-
zations each with a distinct conceptual model of public health. The consideration of
health determinants and broader societal factors is apparent in some of the models,
although while the inclusion of lifestyle factors and other individual determinants
has become more acceptable, the acknowledgment of the influence of upstream fac-
tors, that is the social determinants of health, remains a necessity. One conclusion
that can be drawn from this section is that there is no shortage of health informa-
tion gathered in developed countries. We have merely touched upon a few of the
many initiatives collecting data relevant to health monitoring, those that we con-
sider more relevant. One can see that in many of the initiatives the indicators cho-
sen reflect mostly health or health-care-related phenomena and a limited inclusion
of sociodemographic data. These indicators have limited accountability application
for policy makers, in that they do not clearly identify what policies are needed to
improve health. Some potentials and pitfalls of single indicators were described
already in the first part of this chapter. Nonetheless, some isolated initiatives do
strive to include intermediate health determinants and upstream factors, illustrating
the link with policies from other sectors. A key challenge is to identify indicators
that can be used for accountability in the short term as in many cases socioeconomic
or environmental factors may take years to have an effect on health.

Summary Health Indicators: Strengths and Limitations

If innovation in health intelligence for better health governance is to be achieved
through the opportune use of indicators, they need to be attractive to policy makers,
to the public and to the media. The utility of summary measures of health and
well-being is undeniable. In some instances, summary measures that can be used
as a way to rank communities, regions, or countries are very attractive to some of
the stakeholders; however, the black box appearance of such indicators could be a
barrier to use in some advocacy initiatives. Table 6 displays a selection of
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composite well-being indexes calculated at a national level for international compar-
ison or assessment of national progress. Although the list is by no means exhaus-
tive, we hope to explore the experiences in capturing a more holistic picture of
the nation’s well-being and to evaluate whether some proposals, either summary
indexes or individual indicators included in the indexes, could contribute to the aim
of advocating for Health in All Policies.

Although the summary indexes presented have application at different levels of
governance, we will highlight the most relevant ones regardless of their application
level. Perhaps the most well-known composite indicator is the Human Develop-
ment Index (HDI) [41] produced yearly for over 91 countries in the world by the
United Nations. By combining life expectancy, education, and the gross domestic
product (GDP), the HDI has had considerable international impact and has enabled
the production of a chart ranking those participating countries. In developed coun-
tries, improved sensitivity is achieved through the consideration of additional fac-
tors. There is great variation in those factors considered, once again reflecting the
values of the institution and the purpose of the index. The Genuine Progress Indi-
cator (GPI) [42], first proposed in 1995 as a substitute for the GDP, captures factors
such as family beakdown, income distribution, or changes in leisure time, hoping
to portray a more honest picture of the nation’s well-being. The Social and Cul-
tural planning Office (SCP) of the Netherlands Living Conditions Index [48] give a
very high weight to leisure time with three of their eight sub-indices being leisure
activity, sport activity, and holiday activity.

Any one of the summary indexes depicted in Table 6 has advantages and limita-
tions; however, for advocacy purposes, perhaps the most relevant work is that carried
out by the Fordham Institute of Innovation in Social Policy. They have calculated
the Social Health Index for the USA since 1990 and shown that as the GDP of the
USA continually rises, this is not met by a similar increase in the social health of
the nation [50, 52]. A closer look at the indicators they have chosen reveals that in
addition to classical health indicators such as infant mortality, they include various
social factors pertinent to health at distinct life stages. By estimating high school
drop outs (early school leavers), they have an education indicator which can change
on a monthly basis and can easily be evaluated in different subgroups, such as resi-
dential areas, and give key information on inequalities. The school drop-out rate is
an indirect measure of education, and education is often the key determinant under-
lying most socioeconomic analyses of health outcomes [53]. However, the pathways
by which education, and more precisely dropping out of high school, may affect
health, are numerous, and may function though distinct determinants later in life
such as income level, health literacy, psychosocial support network, etc. [54–57].

Some indicators that monitor educational functioning are sensitive in the short-
medium term, yet are representative of long-term health effects and closely linked to
non-health policies. These same features are shared by other component indicators of
the Social Health Index (child poverty, teenage suicide rates, etc.), and we feel that this
kind of data should be included in the set of indicators for public health monitoring.

Returning to summary indexes, none of the proposals match perfectly in what
would be an ideal summary index suitable for enhancing the visibility of the health
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effects of non-health policies and in evaluating general progress or macro-policies.
An ideal summary measure should be close to the macroeconomic indexes reported
monthly, such as inflation of consumer prices. If we had a monthly reported index
of health and well-being that took in measures of social health and other health-
related features, decision makers would pay more attention to those policies that
have indirect effects on health. The Social Health Index meets some of the aspects
of an ideal index, but data availability precludes its regular estimation and some of
its components are not sensitive to medium-short-term changes.

In conclusion, we already have several proposals of summary health indexes,
yet none of them fit the requirements for use in achieving high visibility for the
health effects of non-health policies. Nevertheless, the work done so far is an apt
starting point that with further research could allow the availability of such a sum-
mary index to be tested as an advocacy tool. Most of the work needed refers to the
component indicators that are included in the summary index. On the other hand, a
summary index could be useful in general advocacy for health in other policies but
not appropriate in promoting specific policies or for influencing particular decision
makers at lower levels. Summary indexes do not indicate who is accountable for the
results nor their specific policy implications. In the next sections, we shall consider
comparative risk assessment and health impact assessment.

Comparative Risk Assessment

A major advance in the management of health information for the improvement of
population health was the launch of comparative risk assessment. This approach
permits the quantification of the health effects (mortality, morbidity, disability)
which can be causally attributed to major risk factors. The most comprehensive
work on population attributable risk is the Comparative Risk Assessment Global
Burden of Disease (GBD) study 2000 [58] (Box 4). The approach chosen by the
authors of this study is widely accepted and used extensively by International
Health Institutions. Estimates are published yearly in the World Health Organization
Report.

Box 4. The Global Burden of Disease Project

The WHO Global Burden of Disease (GBD) project has updated the original Global
Burden of Disease Study carried out by Murray and Lopez for the year 1990.

The WHO GBD project draws on a wide range of data sources to develop inter-
nally consistent estimates of incidence, health state prevalence, severity and dura-
tion, and mortality for over 130 major causes, for WHO Member States and for
sub-regions of the world, for the years 2000 and beyond.

WHO program participation in the development and finalization of these esti-
mates ensures that estimates reflect all information and knowledge available to
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WHO. The WHO is now undertaking a new assessment of the Global Burden of
Disease for the year 2004.

Broadly, the GBD provides comprehensive estimates of the disease burden at a
global, regional and national level that can be attributed to a variety of known risk
factors.

This excerpt is taken directly from the WHO website. For further information
can be obtained from: www.who.int/healthinfo/bodabout/en/index.html

Key Points:

• The GBD uses disability adjusted life years (DALY) to quantify the burden
of disease.

• One DALY can be thought of as one year of ‘healthy’ life lost through
premature death, poor health or disability.

• The burden of disease can be considered a measurement of the gap between
current health status and an ideal situation where everyone lives into old
age free of disease and disability.

• The GBD calculates the DALYS that would be saved if each risk was
reduced to a theoretical minimum.

The GBD objective was to assess the impact at a population level of various
proximal risk factors (underweight, blood pressure, unsafe sex, cholesterol, alcohol,
etc.), environmental factors (unsafe water, outdoor air pollution, etc.), or occupa-
tional factors (noise, injury risk, etc). The GDB poses the question, “of the entire
disease burden in this population, how much could be caused by this risk?” The
initial project involved 26 expert groups carrying out an extensive review of all
available evidence to obtain comprehensive estimates of risk factor prevalence and
effects. The outcome is expressed in disability adjusted life years (DALYS), repre-
senting the number of years in disability-free health that would be saved if exposure
to each risk was reduced to the theoretical minimum level. According to their results,
the single leading cause of health loss globally is childhood underweight, causing
the loss of 138 million DALYS, which corresponds to 9.5% of world health loss.

This study represented a major innovation in health information management
because it revealed that a large proportion of global health loss can be attributed to a
relatively small number of factors. This, with the fact that a disproportionately small
amount of resources is directed towards reducing these risk factors, is an important
consideration in health governance. Nonetheless, when considering the informa-
tion needs of decision makers, some aspects of the study leave room for further
development.

Although calculations are made separately for geographical region, sex, and age
group, the GDB study falls short of stratifying data by socioeconomic status, eth-
nic group, or other categories related to upstream determinants. Consequently, it
is difficult to identify where the inequalities lie and on what groups interventions
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should focus in order to achieve greatest health benefits. In developed regions the
leading cause of loss of healthy life, contributing to mainly noncommunicable dis-
eases, are tobacco, high blood pressure, alcohol, high cholesterol, and high BMI.
Notice that all five of these risk factors are linked to individual health behaviors.
There is little consideration of the fact that the role of any single risk factor is likely
to be affected by structural determinants such as education, income, social class,
gender, and ethnic group, and intermediary social determinants such as material cir-
cumstances, psychosocial circumstances, biological factors, and the health system
itself [34]. Moreover, most of the mentioned determinants exert their critical and
cumulative effects throughout the life course.

Ithasbeenacknowledgedthatwhile themeasurementofaggregatehealthoutcomes
and individual risk factors clearly satisfy the purpose of describing the population
health status and identifying important health risks, when it comes to attributing cause,
or theevaluationofpolicies, theiruse is limitedbecause theyprovideno insight into the
processes involved in their modification [59]. Despite criticism, we mention the GBD
study in this section as we feel that is a powerful innovation in the evolution of health
information management. Quantifying the disease burden attributable to a variety of
risk factors or health determinants is useful in assessing priorities and setting health
targets. The approach used in this study and other comparative risk assessments may
prove useful in our purposes of reorganizing health information for better governance,
as we shall discuss later in the chapter.

Health Impact Assessment

Health Impact Assessment (HIA) (Box 5) is a tool designed to support the health
implications in decision making at all political and administrative levels. The pro-
cedures and methods of HIA are universally applicable, and as such can be applied
to proposals from any sector in order to minimize detrimental effects and maximize
benefits on population health.

Box 5. Health Impact Assessment

Health impact assessment (HIA) developed in response to the universal
acknowledgement that policies or programs from other sectors can have a
considerable influence on health.

It calls for the evaluation and explicit consideration of potential health
impacts caused by any new public policy or community program to aid deci-
sion maker and in order to mitigate the negative and maximize the positive
impacts.

In the WHO Regional office for Europe and European Centre for Health
Policy Gothenburg consensus paper HIA is defined as
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A combination of procedures, methods and tools by which a policy, programme or
project may be judged as to its potential effects on the health of a population, and
the distribution of those effects within the population[60]

Further information on HIA and links can be obtained from the following
website: www.who.int/hia/en/

Key Points

• HIA should be multidisciplinary, intersectoral, and participatory.
• Both quantitative and qualitative types of evidence should be considered.
• The process of HIA comprises the following stages [61]:

� Screening (a systematic approach aimed to identify proposals for which
a HIA would be useful)

� Scoping (identification of the populations and communities affected, the
potential health impacts and selection of the appropriate methods for the
HIA)

� Appraisal or risk assessment (identification and assessment of positive
and negative health impacts)

� Preparation of report and recommendations
� Submission of report and recommendations to decision makers
� Monitoring and evaluation

HIA differs from comprehensive risk assessment in that it does not attempt to
combine the different outcomes in a single metric such as DALYS, but rather to con-
sider all possible health outcomes though a series of evidence-based assumptions. In
essence, an HIA attempts to show all plausible pathways by which a certain policy
may affect health and to quantify all health effects, positive and adverse. As such,
the results from an HIA may include a variety of outcomes in addition to mortality
and morbidity estimates, some of which may not be properly quantified in summary
health indexes such as possible increase in anxiety.

The proponents of HiAP give an exceptional role to health impact assessment
and foresee that its application will promote the inclusion of health as an effect of
any policy. The current level of implementation of HIA in Europe varies [62], and
it has been acknowledged that in many cases it is more common at the local rather
than a national level. In fact its application is particularly opportune at local level
where, through network governance, as described by Warner in his chapter, the bar-
riers for collaboration across sectors and for HIA implementation can be overcome.
In practice organizations may be dissuaded from carrying out a HIA due to the
belief that it is time-consuming and requires specialist knowledge and uncertainty
on how to begin. There is some debate about institutionalizing HIA in Europe. Insti-
tutionalizing refers to the systematic integration of the approach as part of the rules
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and procedures involved in policy appraisal. While institutionalizing HIA would
increase acceptability and use, the concern is that it may restrict the scope for politi-
cal advocacy since it would require the impartiality of the HIA practitioner [63, 64].
A key aspect of HIA is stakeholder participation, involving the people affected by,
or who have an interest in, the decision. One of the principles of new health gover-
nance –“health policy and target initiatives can arise at any point in the system and
be initiated by any actor” [2] – is especially applicable to HIA.

A central issue in developing HIA is determining which actors produce and pro-
vide the relevant data to perform the assessment. Although we hold that the public
health force should engage in active advocacy to extend HIA implementation, the
involved sectors are who should lead the assessment or, at least, the process could
be jointly developed between sectors. Anyway, particular attention should be paid to
the coordinative role and its special features in network governance (See Chapter 5:
Health in All Policies at the local level. Governance through “virtual reorganization
by design”)

An HIA carried out to assess the public health benefits of reducing air pollution in
the Barcelona metropolitan area found that in addition to approximately 3500 fewer
annual deaths (520 of which are due to short term exposure), reducing current levels
of air pollution to the WHO standards would result in an annual reduction of 1800
hospital admissions for cardiorespiratory diseases, 5100 cases of chronic bronchi-
tis symptoms among adults, 31,100 cases of acute bronchitis among children, and
54,000 asthma attacks among children and adults [63].

The example of outdoor air pollution could present an over-simplification of the
procedures involved in HIA. While the relative health benefits due to improved air
quality are well accepted, the health effect of other policies is less covered in the
research agenda and this is a limitation for evidence based HIA. Nevertheless the
potential for HIA is huge and its increasing popularity should in itself advocate for
more focus on this area through highlighting where deficits lie.

We mention HIA here as we believe it illustrates another important advance in
health intelligence, promoting a multidisciplinary responsibility for the protection of
population health. Furthermore, in this section we have attempted to identify health
information which clearly provides a link to specific policies and HIA is designed
explicitly for this purpose. In the final part of this chapter we shall discuss how we
believe HIA should be taken a step further for better governance.

Part III: Outlook: How Can We Meet the Expectations
of Intelligence for Better Governance?

Requirements of Useful Indicators

When previously analyzing the component indicators of the Social Health Index,
we advanced some of the qualities that single health indicators require in order to
be useful for advocacy for Health in All Policies. The indicator must be illustrative
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of the link with policies including those non-health policies. There is a need for
immediacy, meaning that the indicator is able to reflect changes incurred in the
short or medium term. The final characteristic is feasibility, that the data required
is available or can feasibly be obtained. The ability to use existing data available
in the majority of administrative areas and population groups is considered critical
for developing indicators. An additional feature required is that the indicator mon-
itors a policy with relevant health impact. Frequency, severity of the health effect,
economic impact, emergent status of the condition, and level of public concern are
among the standard criteria for assessment of public health relevance. As we wish to
stress the potential for advocacy, public concern, media attractiveness, and decision-
maker susceptibility become essential criteria.

Usual requirements of indicators, mainly validity, are pertinent but we will not
comment on this feature as it has been extensively considered in documents on pub-
lic health surveillance. For the purposes of advocacy, a key quality is immediacy.
When considering upstream health determinants, immediacy is of utmost relevance
because the effects on health caused by broader societal factors such as education
may take years to incur [53, 57]. An attractive indicator should provide an indica-
tion of current changes in order to aid decision making and the setting up of timely
interventions. Illustrating the link to non-health policies may pose a challenge. We
propose that it may require the monitoring of determinants which have an estab-
lished relationship with health, rather than monitoring the health outcome itself.

Indicators Addressing the Social Determinants of Health

The case of social conditions in childhood and youth, whose relevant effects last
over the life course, is a paradigm of social exposures with long latency periods.
Evidence is accumulating on the enormous potential deleterious health effects of
disadvantaged social conditions during childhood and youth. Low socioeconomic
characteristics of family of origin is associated with higher morbidity and mortal-
ity in adulthood: those with low childhood socioeconomic status have an increased
mortality and morbidity risk of chronic diseases such as stroke, cardiovascular
disease or depression, low functional status in middle life, and worse self-rated
health. In addition to living conditions in the parental home, youth education tra-
jectories, and, to a minor degree, employment and marital trajectories have a rele-
vant effect on social class differences in total mortality among men in their middle
adulthood [54].

That conditions in these periods of life are critical is common knowledge; how-
ever, their health effects over the whole life course are rarely known and even
unfamiliar to many health professionals. Promoting educational and other socioeco-
nomic policies in critical periods like reproduction, childhood, and youth is a huge
health investment. The aim is to reduce inequalities and assure a minimum of mate-
rial and social conditions that prevent unhealthy trajectories in future life. Although,
apart from health, there are other ethical bases to ensure a minimum level of social
conditions in early life periods, the fact is that disadvantaged backgrounds are com-
mon in developed countries and are a major contributor to adult health disparities.
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Putting health in the promotion of these policies could be a way of strengthening
their implementation.

Increasing the number of indicators of early life social conditions in the public
health surveillance set is a first step in giving relevance to the connection of these
conditions and health. Indicators such as those included in the Social Health Index
(child poverty, teenage suicide, high-school drop outs) together with other indicators
more clearly linked to the health domain, such as low birth-weight, teenage preg-
nancy, etc., should be highlighted in the monitoring of health. Other very specific
indicators such as teenage abortion rates could play a relevant role if their values
turn out to show a good correlation with early social indicators (high school attain-
ment, parental conditions, etc.) and other health-related issues. We acknowledge the
difficulties in tracing the health affects related to early life interventions and the
influences of education.

Indicators of classical risk factors such as obesity, physical activity or fruit and
vegetable consumption are already included in usual public health surveillance sys-
tems and some of them take up substantial space in usual institutional health reports.
Many of the interventions aimed to change prevalence of these factors depend on
non-health policies. An opportune way to frame the information in order to favor
these policies would be the design of indicators that account for the density of poli-
cies linked to the risk factors. We already mentioned in Box 1 the need to assess
the density of policies that are guided under the principles of Health in All Policies,
which is also a proposal mentioned in an accompanying document to the White
Paper, Together for Health of the European Union [65]. A constant difficulty in
designing such indicators is the lack of research on effective policies; for example,
a review of population interventions on nutrition did not find the assessment of any
policy [66]. However, for many of the relevant risk factors, there are enough poli-
cies that, if not implemented, are at least recommended and can be quantified and
monitored. Pilot projects in setting up this type of indicator could demonstrate their
feasibility and encourage their use.

Health impacts of environmental factors are among the most commonly studied.
For some exposures, the causal framework is reasonably complete and there are suf-
ficient data on how policy actions impact the framework (e.g., lead exposure) [67].
In this case, the available knowledge on quantitative information allows not only
the estimation of the disease burden caused by environmental exposure but also a
prediction of health gains according to policy actions. Some environmental indi-
cators are usually included in public health surveillance reports, specifically those
that measure outdoor air pollution such as particulate matter (PM). Extensive work
has been carried out to assess the burden of disease attributable to environmen-
tal factors [68–71] as well as the potential impact of a series of policies aimed at
tackling the sources of environmental exposures. Integrating health in environmen-
tal policies can be enhanced at lower decision levels by opportune use of available
information.

As shown in next section, we can convert the results of burden of disease
attributable to environmental factors together with health impact assessments into
policy indicators that express the yearly or monthly healthy life years that would
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be gained through an individual policy if it were implemented. Information regard-
ing the impact on health of some policies on physical built environment is not as
complete as that available on environmental exposures to toxic contaminants. Nev-
ertheless, a growing number of research reports show solid association between sev-
eral results of urban planning policies and health-related lifestyles such as physical
activity [72–75]. This gives the opportunity to create intermediate indicators such
as density of green zones. As with the previous indicators considered in this section,
the best way of framing the available information is by linking the individual policy
with the health outcome.

Single indicators on other health determinants and related policies can also be
generated in order to facilitate intersectoral action. Opportune indicators could be
a key tool in promoting polices on working conditions, unemployment or gender
inequalities, among others, that could improve the population health. In summary,
in all non-health policy sectors where enough knowledge is available on the causal
pathways between determinants and health outcomes as well as on the effect of
policies on these determinants, there is an opportunity to create indicators as a means
of advocating for the integration of health in other policies. Some of the indicators
discussed could be added in a new summary index as those previously described.
Other measurements could be part of routine public health surveillance as proposed
for early life conditions. Finally, some of the indicators can be applied solely in
advocacy.

In all cases, actions should be taken to ensure that all information on health deter-
minants – from individual determinants to structural determinants – and health out-
comes is provided for relevant socioeconomic strata. Socioeconomic variables at all
levels – from the geographical area to the individual – must be at the core of health
information since interventions and policies to reduce health inequities are the top
priority of non-health policies.

Reframing Health Information for Better Governance

Estimating the disease burden attributable to risk factors, as in the aforementioned
global burden of disease study (Box 4), can be very informative and is an apprecia-
ble step in enhancing health information. It has been suggested that together with
information on the costs of interventions, their effectiveness, and the socioeconomic
context, such knowledge provides a rational basis for policy setting. However, it is
remarkable that the attribution of disease is made not to the root underlying causes
of disease but to proximal causes that do not clearly indicate the needed policies.
We propose that these calculations be taken a step further.

Attributing 7.4% of all health loss in developed countries to high BMI is not
informative enough for policy makers. A calculation of health loss that could be
avoided by adoption of an intervention proven to be successful in reducing the BMI
could be used in promoting such policy. Framing the information in this way has
clear policy implications and could indicate who or which institution is account-
able for implementing the effective policy. This indicator (the DALYS potentially
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2. Potential health loss (or
gain) attributed to related

phenomenon. 
This step requires an estimation of the
burden of disease attributable to the

modification of the determinants
addressed by the interventions. 

1. Impact (potential or
actual) by policy
implementation. 

The impacts on health determinants from
 potential policies, interventions,
community programmes can be

estimated from the available evidence,
with explicit consideration of context. 

3. “Avoidable burden of disease by policy”
or

“Health expectancy gained through policy.” 

Combining the outcomes of the previous steps facilitates
the development of an indicator showing the potential

health impact of implementing the strategy.
This could be produced:

•   Yearly, Monthly, Weekly.
•   At all levels of governance. 

Fig. 1 Creating innovative indicators which offer transparency and accountability to decision
makers

saved or healthy life years gained by policy implementation) can offer policy makers
information that is transparent and easily applicable. The indicator proposed can be
estimated for all levels of decision making and at regular time intervals, when data
are available. These are paramount qualities for the use of the indicator in advocacy.
This possibility is illustrated in Fig. 1.

Calculating DALYS attributable to new policies is often a requirement for cost-
effectiveness analysis and extending the GBD risk estimates to potential policies
is an approach that has already been covered by some studies of larger popula-
tions. It has been predicted that legislation to decrease salt content in processed
foods and appropriate labelling could lead to a reduction in 13,000 DALYS over
10 years in subset of European countries [76]. Similarly, health education through
mass media campaigns could save 12,000 DALYS in the same time period. Another
study estimates the health benefits attributable to a reduction in salt intake of 15%
[77] (theoretically obtained through the voluntary reduction in the salt content of
processed foods and condiments by manufacturers, and a sustained mass-media
campaign aimed at encouraging dietary change within households and communi-
ties). By estimating the relationship between sodium intake and change in systolic
blood pressure and then applying the risk attributable to high systolic blood pressure
from the GBD study, the authors calculate that 8.5 million deaths could be averted
in the 23 low-middle income countries studied over 10 years. In a similar manner
they calculate that 5.5 million deaths could be averted over the 10-year period by the
adoption of a selection of the interventions recommended by the WHO framework
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convention on tobacco control (FCTC): namely, increased taxes, enforcement of
smoke-free workplaces, requirements for FCTC-compliant packaging and labelling,
public awareness campaigns about health risks, and a comprehensive ban on tobacco
advertising, promotion, and sponsorship.

In a similar manner, but at national level, a team in Australia presented an assess-
ment of the health benefit and cost effectiveness of various childhood or adolescent
obesity interventions [78]. The modeling approach used in this study predicts the
likely health intervention effects by following the target populations though their
remaining life expectancy, and by using local burden of disease estimates to take
into account the health risks attributed to high BMI by sex and 5-year age group.
The impact on BMI of the different interventions was determined using the best
available evidence and then translated into DALYS saved over the child’s lifetime
using comparative risk assessment. The use of DALYS as a common outcome allows
a comparison between the potential interventions, and in this way provides a use-
ful tool for decision making. One limitation acknowledged by the authors is that in
order to make a fair comparison between potential interventions, one must also take
into account the strength of evidence supporting each intervention. An outline of
one of the potential obesity prevention interventions considered in the study can be
found in Fig. 2.

This project received criticism for the major assumption that any health effect
achieved in the intervention group would be maintained into adult life, as this
assumption was the basis for translation into DALYS [79]. In response to this point
it may be possible to integrate the recent advances in prediction seen in the UK Fore-
sight report on tackling obesity [80]. In this modeling exercise the authors are able
to predict reliably future trends in obesity, owing to close inspection of 12 years of

Potential health effect 
GBD Study: Burden of disease 
attributed to high BMI in region 

corresponding to Australia. 
Risk: 334/295 thousand 
DALYS (male/female)  

Intervention National level 
Australia: Reduction in TV 

advertising of high fat and/or high 
sugar food and drinks to children. 

Effect: 0.045 (0.17 – 0.73) 
reduction in BMI per child. 

Avoidable burden of disease by policy y p y

•    0.014 DALYS per child
•    37000 (16000 – 59000) DALYS total.

These indicators represent DALYS averted in the 
lifetime of target population. It would also be 
possible to produce DALYS averted yearly, DALYS 
averted monthly etc.  

Fig. 2 Avoidable burden of disease attributable to obesity through policy on publicity.
†The figures reported here come from the 2000 GBD study and consequently reflect the DALYS
averted should the risk “high BMI” be reduced to a theoretical minimum of 21. Together with
local burden of disease estimates, it is possible to extrapolate the potential impact of the observed
intervention effect in the study population.
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data from England’s health survey and the revelation that obesity trends in England
follow “meticulous order and consistency.” In brief, they use two computer-based
prediction models: the first was used to process the information from the health sur-
vey and construct a model predicting the likely future growth of the population; the
second is a microsimulation of obesity growth, capable of statistically quantifying
both recent history and future changes in obesity levels based on the results from the
first program. In the study, the microsimulation models the population of England
from the mid-1990s to the end of the 21st century. Using the current age, gender
and disease distributions, the authors predict the obesity-related disease and death
rates. Similarly, by anticipating the consequences of interventions on BMI preva-
lence by age, gender, and year, they were able to simulate the effects on predicted
obesity related morbidity and mortality and therefore explore how their levels would
develop following such interventions.

A key strength of this foresight study is that the computer-generated prediction
models are flexible and easy to use. They can be modified to consider additional
parameters such as ethnicity or socioeconomic status. Similarly, the user can input
baseline population characteristics and specify the risk factors associated with obe-
sity that they wish to be considered. In addition, and perhaps the most relevant for
our purposes is that among potential uses, the microsimulation has the capability of
modelling for user-specifiable interventions and effects. In this way, the Foresight
project offers a tool capable of estimating the future impact on health of any obe-
sity intervention (provided evidence of its effects on BMI). These methods could be
applied to other health situations and populations thereby providing means by which
to consider the potential long-term health effects of current interventions from any
sector. Consequently, we feel that it is a major innovation in health intelligence for
better governance.

We acknowledge that any indicator that links potential non-health policies with
health outcomes has a series of limitations. On the one hand, there are the limitations
of the burden of disease estimations already discussed elsewhere [81, 82]. On the
other hand, there are the limitations themselves of assessing the effects of policies
on health determinants and the temporal frame of the effects.

The temporal frame limitation refers to the fact that for interventions with long-
term health outcomes, an indicator of present burden of disease attributed to any pol-
icy on determinants of health will render very low or null values. This phenomenon
is relevant to most policies but with considerable variations. For instance, not all
benefits of policies aimed at improving air quality will be detectable in the first
year, but it has been estimated that one could expect 40% of the total annual death
benefits to materialize within the first year [83]. For interventions in early life, the
situation is quite the inverse, as health benefits need many years, often decades,
to become evident. Consider, for example, interventions aimed at increasing fruit
and vegetable intake carried out in elementary schools which have been shown to
increase consumption by 30–35 g per day [84]. It is reasonable to assume that eat-
ing habits and behaviors adopted at this age may affect determinants in later life
and the health effects may be quite substantial. In addition morbidity caused by low
fruit and vegetable intake will function through diverse pathways such as disorders
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associated with obesity, which in themselves are not immediate. Due to the latency
of these health effects, loss of healthy life attributable to lack of fruit and vegetable
in-take is rarely detected in elementary school children, as illustrated by stratifica-
tion of the GBD project by age [85]. Accordingly, indicators of avoidable burden of
disease by policies should be time framed. Developments and advances in predic-
tion methodology, such as those seen in the Foresight study, would be one way to
consider the likely future trends.

Another key limitation of this approach is the shortage of information. The fea-
sibility of these indicators relies on evidence of the effects of interventions on those
determinants of health and risk factors with an established health effect. While the
health effect of numerous different risk factors is an active area of research, the
benefits obtained from policies is more difficult to ascertain. Additionally research
on upstream health determinants that provide risk estimations to calculate the
attributable burden is scarce. Similarly, while the effects of specific health inter-
ventions aimed at reducing risk factors may be feasibly obtained, discerning the
consequences of non-health policies may prove challenging due to lack of research.

So far, some of the examples discussed refer to policies which have as their main
objective to reduce certain health risks or determinants. Our proposal is that this
type of tool should be extended to interventions from other sectors not necessarily
aimed specifically at tackling health risks. As we have discussed in this chapter, the
effects of such policies is often very difficult to ascertain due to multiple and com-
plex pathways. To tackle these challenges, we propose that HIA (Box 5) be used to
account for diverse pathways by which non-health policies may affect health. Envi-
ronmental air pollution offers a good example as, although not all health benefits
would be detectable immediately, the strategies to reduce air pollution have been
shown to produce immediate and sustained improvements in air quality. The imme-
diate health benefits such as fewer cases of acute bronchitis in children or fewer
hospital admissions for cardiorespiratory disease would be observed in parallel with
improvements in air quality. Moreover, a significant proportion of the total annual
death benefits reduction in mortality would materialize in the first year as previously
mentioned [86]. Monitoring those indicators sensitive to improvements in air qual-
ity in the short term could be used to monitor progress and accountability for policy
makers and stakeholders.

Our model applied here would use the outcomes of current HIA projects to pro-
vide indicators of health loss or gain resulting from individual policies. These indi-
cators are not limited to health expectancy estimates measured in DALYS, but can
produce a series of more concrete outcomes, such as the number of hospital admis-
sions or number of childhood asthma cases that could be avoided by implementation
of a certain traffic policy (Fig. 3). In this way the results from current HIA provide
indicators offering transparency for decision makers and, for the purposes of advo-
cacy, can be calculated monthly by interest groups to illustrate the mortality or mor-
bidity that has not been avoided each month due to failure to adopt the policy or inac-
tion by the policy maker. Innovation in health policy requires an expansion of the
current use of HIA. As well as a policy appraisal process it should also be used by
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Potential health effect 
HIA carried in Barcelona metropolitan 
area. PM10 levels are reduced to WHO 
guidelines, would prevent: 

•  3500 deaths annually 
       •  4000 asthma attacks in 
              children annually 

Intervention local level 
Introduction of an 80 km speed limit in 

Barcelona metropolitan area 

Evidence: At 80 km/h, PM10 emissions 
are on average 20% lower than from 

vehicles driven at 100 km/h. *  

Avoidable burden of disease by policy 

•   Deaths avoided annually by policy. 
•    Asthma attacks in children avoided monthly by 

policy 

Inversely, these indicators can be presented:  Number 
of asthma attacks last month which could have been 
avoided by speed limit introduction. 

Fig. 3 Avoidable burden of disease through a traffic calming scheme in Barcelona
∗In order to product this indicator, a reliable estimate of the expected PM10 effect is required.

any stakeholders in an effort to produce indicators of “avoidable burden of disease
by policy” and advocate for policy change. HIA as described here, instead of seeking
to convince policy makers of its advantages, represents a more proactive approach.

In summary, the estimation of disease burden attributable to several risk fac-
tors at a multinational scale contributes to a call for action in order to control the
causes of the relevant public health problems. The fact that inequity and that the
intermediary and structural causes (which include policies) are frequently omitted
in these estimations could incline the preventive response towards proximal risks
factors and medical approaches. The integration of non-health policies in general
preventive strategies requires the estimation of the burden of disease attributed to
several factors in smaller populations (cities, school districts, neighborhoods, etc.)
and development of the avoidable burden through policies that match the same
population level. We hold that figures of this kind could be calculated and would
represent relevant indicators at all levels of decision making, from small institutional
communities such as schools or workplaces, to the regional or national level. Devel-
oping population-specific “avoidable burden by policy indicators” provides a useful
tool in advocacy and provides policy makers with the kind of information which is
relevant to their policy context. For example, a local council is more likely to act
on the information delivered if it illustrates that facilitating alternative methods of
transport to work, through the provision of cycle paths, could save X health loss in
their district, rather than if it informs them of the global health loss attributable to
physical inactivity. In summary, the ability to calculate these indicators at all levels
of decision making provide us with a very appealing advocacy tool.

The second important point, already advanced, is that these indicators can be
produced at regular intervals as part of the public health surveillance effort or by the
relevant interest groups. For the purposes of advocacy and moving health considera-
tions further up the political agenda, this is very powerful. If the proposed indicators
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that show the avoidable health burden by policy can be produced weekly, monthly,
or yearly, the public and media impact could be greatly enhanced.

Supporting Investment on Health

Finally, and importantly for advocating this approach, is the need to illustrate the
role of health as a major driving force for economic and social productivity. Recog-
nizing the link between health and economic development in low-income countries
has seen major advances in recent years, yet there is a lack of attention paid to
this process in rich countries. This situation is important because the health prob-
lems in high-income countries are quite different from those affecting low-income
countries. The morbidity in high-income countries is predominantly due to health
problems which require complex interventions. It is therefore harder to illustrate
the benefits obtained from investments in health. The relative lack of research in
this area, and the gaps that exist in knowledge of this process are now being increas-
ingly recognized [87]. The situation in high-income countries is often limited to cost
of illness studies, which are usually carried out for the purposes of identifying the
economic burden of illness rather than defending health investment as an economic
driving force.

Furthermore, some of the pathways by which health can affect economic com-
petitively are complex. Consider, for example, interventions to promote good health
in childhood. Children in better health have enhanced cognitive functions and show
reduced school absenteeism. Hence, it is safe to assume that children with better
health can be expected to attain a higher level of education and therefore be more
productive in the future [87]. Producing evidence of such a link is a difficult task
and shares the same limitations as the identification of the health impact of distal
health determinants.

In summary, information accounting for the effects of health on economic pro-
ductivity and illustrating the potential benefits derived from health investment is
much needed. Isolated studies suggest that workplace health promotion programs
can produce sizeable changes in health risks and productivity within the workplace
[88]. Unfortunately, although most corporate decision makers accept the intuitive
link between employee health and productivity, there is a barrier in addressing the
implications of such a link. Employers may be less willing to invest in employee
health, due to a lack of clear and quantifiable evidence. Decision makers need to
know exactly how much health improvement is required to improve productivity
and in turn exactly how much improvement in productivity should they expect from
their investment [89]. Once again, information or evidence needs to be framed and
placed in the appropriate context, before decision makers are likely to act upon it.
For our purposes of identifying potential for innovation in the management of health
information, it is necessary to highlight the need for development in this area. Acces-
sible information and implementing research findings will reinforce the opinion that
protecting health can have important consequences on realizing the goals of other
sectors.
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Conclusions

We have shown in this chapter that there are many different data collection efforts
and a great wealth of information gathered. Among them, innovations worth men-
tioning are the Burden of Disease Project and Health Impact Assessment. Health
intelligence for better governance requires reorganizing and repackaging this infor-
mation. New and innovative ways of framing health information are needed, partic-
ularly if we wish to convince non-health sectors of the relevance of health in their
policies.

We propose the regular production of indicators which clearly account for the
health effect of specific policies. Reporting health loss or gain attributable to
specific policies could be successful in promoting health as an important consid-
eration in all policies. Providing indicators of health loss or gain attributable to
policy action clearly links health outcomes with policy. Predicting avoidable dis-
ease or mortality that has not been avoided due to failure to adopt a certain policy
would have enormous potential as a tool for advocacy. The relevant points of our
proposal are:

– Increased surveillance of the social determinants of health.
– Production of indicators of health gains through specific policies.
– Development of health impact assessment in a proactive manner to avoid policy

inaction.
– Linkage of health gains with other societal attainments.

We have discussed at length how to develop the indicators on health gains
through policy and we feel that in the future adequate research can provide the
relevant knowledge base for better shaping the proposal. More and better evi-
dence is needed to advance in the four aspects considered and special atten-
tion should be paid to developing the economic bases for financing the policies
on social determinants of health. There is a clear necessity for proposals that
produce information on the effects of health investment in economic and social
domains. Furthermore, information is needed to strengthen the links and increase
the validity of current health impact assessments. Further research is clearly needed;
however, we would also like to stress the following axes that are transversal to our
proposals:

– Relevant policy linked indicators should be produced at every governance level,
and each governance level should apply the approach that most appropriate to its
environment.

– Policies themselves are relevant health determinants and outcomes of gover-
nance. Policy density and trends should be included in health information man-
agement.

– Health information management should consider the context. Indicators such as
“health expectancy gained through policy” must take into account inequalities
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(by socioeconomic level, gender, residence, ethnicity, and so on) in a manner
that directs policies to those in society that need more attention.

– Any health information proposal must favor accountability by those sectors, gov-
ernmental or otherwise, of the decisions which can make people healthier.

– Health information should be produced and framed to assure high visibility of
health and well-being and in a way that can be understood by the public (trans-
parency), and that motivates their participation in public issues related to health.

– Innovations in health information must contribute to a strengthened public health
advocacy. Advocacy is needed to develop Health in All Policies, to increase
accountability and transparency and to engage all interest groups in new health
governance.

We have shown how innovation in health information contributes to good health
governance. We want to underline that health reporting should be integrated in the
policy process and not be an obstacle to policy implementation. Insufficient evi-
dence should stimulate policy innovation rather than merely more research. Indeed
we need to develop implementation science [90] integrating a multidisciplinary
systematic approach to address the gap between innovations in health and policy.
If evaluation of complex social programs is needed, policy implementation and
health intelligence should be combined in order to increase evidence and provide
illustrative models. Researchers and public health professionals must participate in
the actions of the so-called “third community” [91], in bridging the gap between
research and policy. This process involves tailoring information to the policy con-
text and we believe our proposals for indicators of health gain through policy could
be one way to achieve this.
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Chapter 3
Financing for Health in All Policies

Isabelle Durand-Zaleski, Karine Chevreul, and Gregoire Jeanblanc

Abstract Innovative public health policies that promote health and support the
objective of Health in All Policies require innovative approaches in the allocation
of resources. This chapter does not advocate any particular system of resource pro-
curement and spending but compares the existing systems and attempts to under-
stand how we can undertake health promoting public policies that do not increase
the existing inequities in our societies. This chapter is not about public finance but
about the motivation of policy makers and civil servants in charge of public money
to support the Health in All Policies approach.

Policy innovations required to achieve ‘Health in All Policies’ upset the tradi-
tional ways of bureaucracies and health professionals. They affect the distribution
of health and monetary benefits to the population. There is evidence that investing
in health yields a two- to threefold return on investment, but those who are required
to invest may not be the direct beneficiaries of that investment. Investment in inno-
vative health policies may require a budget reform to allocate resources by missions
that cut across institutions (both state and social health insurance (SHI) adminis-
trative departments). This might prove more difficult in countries with Bismarckian
systems (SHI) where the state administration is traditionally in charge of public
health provided by salaried state professionals while the SHI is in charge of health
care with fee-for-service professionals. Thus coordination is needed between the
two administration departments and their payment mechanisms.

The historical belief that economic growth results in improved health in devel-
oped countries has been contradicted by evidence from North America. Increasing
income is not enough when the variables of interest for population health are the dis-
tribution of income and the social and cultural environment. Should policies target
health determinants (or risk factors) one by one with specific policies or population
groups? If the latter route is chosen, should measures be tailored to the require-
ments of specific populations or be universal. Evidence of successful interven-
tions point at the combination of universal and specific measures. Targeting health
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determinants individually is easier because the tools already exists (monetary incen-
tives, for example) but has so far had limited success on population health. Universal
measures benefit the entire population, not those who need it most, but because of
this, they tend to gain wider support from the general public. Specific measures
which address the demands of those most in need have better face validity, but
receive weaker political support. Policy innovation required to implement Health
in All Policies seems cut across existing beliefs and bureaucratic domains and inte-
grate interventions from administrative departments both at the national and local
level with interventions from private stakeholders. Political involvement at the high-
est level is necessary to give the initial momentum, but sustainability at the local
level requires the participation of local stakeholders in the policy design in addition
to recurrent sources of revenues.

Introduction

The question addressed in this chapter is the relationship between funding (i.e.,
resource procurement in a publicly financed health care system), financing, and
innovative public health policies. By ‘funding’ we mean social health insurance,
taxes, or other mechanisms that provide the financial resources for implementing
sustainable public health policies. Public health in developed countries now covers
a wide range of issues: from traditional health protection to a wide range of preventa-
tive programs such as the prevention of domestic accidents, violence and road traffic
accidents, substance abuse, environmental risks, and in the promotion of healthier
lifestyles. Modern public health policies do aim not only to improve general life
expectancy or the health expectancy of the individual but also to improve equity, sol-
idarity, patient autonomy, and distribution of health in the population. Increasingly,
public health deals with determinants of health that affect the spheres of influence,
decisions, and, consequently, the budgets of government departments other than the
health department. Public health policies also require sustainable funding, changes
in behavior, and information systems

The fact that health is affected by policies in sectors other than health care (edu-
cation, agriculture, transport, the law) has been recognized, but is not discussed in
detail here [1] There is a growing body of literature on the broad scope of policies
that influence the health outcomes of the population, including economic, educa-
tion, and social services policies. One key issue for advocates of population health
and actions on the social determinants of health is to reach policy makers beyond the
traditional boundaries of health and social services. ‘There is increasing recognition
in the health promotion and population health fields that the primary determinants of
health lay outside the health care and behavioural risk arenas. Many of these factors
involve public policy decisions made by governments that influence the distribution
of income, degree of Social Security, and quality and availability of education, food,
and housing, among others. These non-medical and non-lifestyle factors have come
to be known as the social determinants of health’ [2].
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The segmented approach of policy making (in education, the economy, the envi-
ronment, and industry) limits the policy capacity of public health professionals. In
order to act efficiently upon health determinants, public health professionals need
knowledge of the potential consequences of policies carried out beyond the health
care sector, and a critical mass of trained and influential people.

The focus of this chapter is policies that are typically labelled ‘public health’.
After presenting the background for Bismarckian and Beveridgian health systems,
we will examine what financing mechanisms are required to promote and sustain
policy innovation in health. We address the following issues: why it is important to
innovate in health policy financing; why it is difficult; and how it can work? We
conclude with examples and perspectives, using as an illustration the 2004 French
public health and health care financing reform laws.

Background

European health systems have traditionally been described in terms of Bismarck-
ian and Beveridgian systems. In Beveridgian systems, the state controls health and
health care budgets, while in Bismarckian countries, health care is provided by med-
ical professionals funded by Social Security payments (Social Health Insurance,
or SHI, which includes statutory insurance, for example, sickness funds, retire-
ment funds, accidents funds, and family funds), which in turn receives funding
from employers and employees based on total payroll. This distinction, however,
is becoming less and less relevant as far as the SHI revenues are concerned because
most Bismarckian systems have to rely on additional resources taken from general
taxation. It may still be relevant as far as the provision of services is concerned. In
Bismarckian systems, there are two separate administrations, the state administra-
tion, which is predominantly in charge of public health and disease prevention, and
the SHI administration, which is responsible for the provision of health care. Profes-
sionals in charge of health promotion and prevention, therefore, often belong to dif-
ferent administrations, both at the national and local levels and are paid a salary (in
a state administration) or by a fee for their services (in the SHI system). In practice
the distinction is often futile because office-based physicians are also involved in
general disease prevention and health promotion, albeit on an individual rather than
population basis. Germany is an example of adaptation of a Bismarckian system
to the requirements of both health promotion and fee-for-service payment. Begin-
ning in 1989 elements of heath promotion and prevention have been included in the
mandatory benefit catalog of the sickness fund. Services to be included in the cat-
alog and provided by fee-for-service physicians are negotiated between the funds
and physicians’ associations. The need for additional resources was recognized in
1995 by the Advisory council for the concerted action in health care [3]. Policies
that require both interventions on health determinants and provision of health care
services need to mobilize and pool resources from both state and SHI adminis-
trations. Acting on several determinants of health requires cooperation between
administrations and payers both at the local and national levels. Beveridgian
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systems do not experience the separation between payers for health care and pay-
ers for action on social determinants that are built into Bismarckian systems.
Bismarckian systems increase the number of stakeholders (administrations)
involved at the national and, more importantly, at the local level. Such divisions
between the national and local levels can be found for example in France or in
Germany where health related responsibilities and decision makings involve the
federal-level, state-level, and health-related areas [3]. It must also be understood
that the umbrella term ‘Social Security’ covers a variety of insurance schemes that
to not provide the same benefits to their members. Depending on the professional
branch to which they belong, individuals contribute different premiums and are eli-
gible for different benefits (e.g., the self-employed do not have the same contribu-
tion level as people who are salaried, and do not receive the same reimbursement
rate for the health services they use). Thus, Social Security in Bismarckian coun-
tries often means several administrations whose contributors may have conflicting
interests (Table 1).

We suggest, however, that the division between Bismarckian and Beveridgian
systems as far as national health policies (both public health and health care poli-
cies) are concerned is almost a thing of the past. Bismarckian countries need to find
additional resources for the ever-increasing deficit of the statutory health insurance.
Recent reforms in France have broadened the revenue collection by introducing a
income-tax-based contribution (e.g., in France roughly 40% of the Social Security
budget comes from general taxes and the role of the state in the governance of the
utilization of the health budget has increased since the introduction of the Social
Security Financial Act in 1997).

Table 1 Distribution of responsibilities for health promotion and health care in Bismarckian
systems

Health care Social determinants

National Social Security: Statutory
health insurance/ Sickness
fund (several schedules and
benefits)

Ministry of Health, other
ministries, e.g., education,
justice, finance, environment,
family, youth

Social Security: other funds, e.g.,
family, retirement, accidents

Local = region, state
health-related areas

Local branches of Social
Security/sickness fund

Local administrations for each
ministry

Local branches of Social Security
Professionals providing

the services
Fee for service Salaried

Reporting and indicators Ministry of health and Social
Security (sickness fund)

Ministry of health and other
ministries such as Ministry of
internal affairs, Social security

Legislation Ministry of social services,
prime minister, ministry of
finance

Ministries of health, environment,
finance, education, internal
affairs, transportation,
agriculture equipment . . .
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Because of the EU policy to consider all expenditures from all public adminis-
trations together [4], policy makers in Bismarckian systems have a strong incentive
to ensure that a decrease in state expenditures will not be offset by an increase in
Social Security expenditures. There is a difficult equation because a decrease in
public spending for selected services will result increased use of health care, For
example, insufficient home services may result in prolonged hospital stay or futile
use of health care professionals when social workers would be best suited for the ser-
vices needed. At the same time the aging of the population will result in an increase
in Social Security expenditures. It is then necessary for the state not only to antici-
pate this increase but also to design policies that will decrease both public expendi-
tures and health care expenditures. The cumulated deficit of public and Social Secu-
rity expenditures is now the figure of interest which creates a strong incentive for
policy makers in Bismarckian countries to consider the health effects of all public
policies.

In France, the first time the state and Social Security budgets were debated and
voted for simultaneously by the French Parliament was in 2007. The justifications
were that there is little difference to citizens between taxes and social contributions
and that the EU reporting regulations concerns the expenditures of all public admin-
istrations in total.

We will argue that innovations in financing, although they do not constitute a
policy innovation by themselves are necessary to ensure that policy innovations take
place and become sustainable. We will therefore contrast innovations in raising new
funds for health care and the financial reforms required by public health policy inno-
vations, for example, by merging existing budgets that belong to different adminis-
trations. The ability of a country to engage in financial innovations is influenced
by its health/health care financing system and by the legitimacy of the payer to act
on the determinants of health. In a commercial insurance system, those who pay
for damage have a straightforward authority to build in incentives that reduce risk,
for example, by offering reduced insurance premiums to home owners who install
burglar alarms. This simple framework cannot be applied to health promotion and
health care. Although the Social Security pays for the treatments of diseases related
to unhealthy lifestyles, its administration is hardly considered legitimate to influ-
ence peoples’ lives. There are several explanations for this lack of legitimacy. One
is that contributions are not determined by level of risk but by income level; another
is that the link between a risk factor and a disease is not as clear as that between
burglary and a burglar alarm. A third explanation is respect for individual autonomy
and the thin line between offering legitimate information about healthy lifestyles
and authoritarian interference to try and alter individual behavior. For example, the
Social Security scheme for self-employed people in France adopted an incentive
system that fully reimbursed the dental treatment costs for pastry shop workers who
complied with preventive dental care. This experiment, although successful with
regard to reduced tooth decay, was neither continued nor extended to other groups
within the general population. The payer did not have the right to reward and there-
fore create a difference between individuals who had made identical financial con-
tributions. We do not think that the legitimacy problem is specific to Bismarckian
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systems. We do not think that the legitimacy problem is specific to Bismarckian sys-
tems. In Beveridgian systems the State’s ability to make individuals pay for main-
taining unhealthy lifestyles can be questioned on the grounds that such policies harm
the most fragile populations and may equally conflict with their values.

While illustrations of the importance of acting on the determinants of health will
be drawn from all types of systems, description of the difficulties and possible solu-
tions can be illustrated in greater detail with an example from a Bismarckian system,
that of France

Why It Is Important to Engage in New Ways to Finance Public
Health Policy Innovations

One of the most pressing needs for public health policies in developed countries is
to reduce the inequalities in access to good health and to address the issue of the
social determinants of these inequalities [5]. It is not morally acceptable to accept
that diminished health is the result of poverty via a number of determinants such as
poor diet, substance abuse, inadequate housing, and so on. Evidence on the determi-
nants of poor health status and reduced life expectancy (for example, in the Euro-
pean population) is disturbing: (1) the health gap between social groups has not
decreased globally in the past 20 years despite periods of sustained economic growth;
(2) the health gap begins early in life, as early as 6 years of age for obesity, den-
tal health and vision disorders; (3) poor health has a significant relation with almost
every possible marker of lower socioeconomic status: low education level, unem-
ployment, poverty, homelessness, single parenthood, mental health, violence, and
substance abuse [6]. In European countries, for example, smoking contributes a large
share of socioeconomic inequalities in mortality [7]. In France, the 7-year gap in
life expectancy between the lower and upper social classes is largely explained by
the effect of alcohol and tobacco abuse (30%), accidents, and suicide (15% and
11%, respectively) [8].

The hypothesis of a multiple way causal relationship has good face validity and
implies designing an overarching policy to address the global needs of population
groups rather than target each social determinant with a specific policy and specific
subsidies [9]. It implies designing a policy that addresses the needs of adolescents
in deprived neighborhoods rather than combining one policy to reduce substance
abuse, another to fight eating disorders and a third to tackle sexually transmit-
ted diseases, for example. The approach to health promotion has historically been
segmented by provider while it is likely that coordination would improve overall
efficiency.

We Classify Public Health Policies That Attempt to Reduce Health
Inequities by Target and Instruments

The historical approach to public health interventions on social determinants of
health is based on the segmented concept of risk and behavior. this approach uses
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financial incentives (positive or negative) to influence an individuals’ behavior
toward for example seeking employment, finding a home or smoking. Each risk con-
stitutes a target and the instrument used to change behavior is uniformly financial
incentives either positive or negative. In such an approach, policy makers take the
(liberal) view that money is the means to achieve health [9]. If cigarettes are more
expensive than fruit and vegetables, proponents of this policy expect that individu-
als will smoke less and eat a healthier diet. If low-income households can claim tax
deductions for interest on loans, they are more likely to become home owners. This
approach which establishes a direct link between income and health is attractive to
policy makers who favor economic growth but ignore the health effects of wealth
distribution [10]. A counter illustration is provided by the trends in Russia in early
2000, which combine economic growth with a decrease in life expectancy. [11].
Policies that reduce public spending (allegedly to increase the disposable income
for households) but increase the inequalities in income distribution result in harmful
health effects [10].

A second approach analyzes what are the effective public health interventions
and which of these interventions are at least as effective in lower socioeconomic
groups as they are among higher [7]. This approach considers each risk with a
view toward the specific requirements of a population group; for example, smoking-
cessation programs that provide the same benefit to individuals of lower socioeco-
nomic status as they do to individuals of higher socioeconomic status. It is consis-
tent with the theoretical framework that first, there is a relationship between health
and wealth, and second, that this relationship is affected by the social and cultural
environment.[10] Financial incentives should not therefore be the only instruments
used but need to be complemented by specific services tailored to the needs of the
population groups concerned.

A third approach argues for all-encompassing interventions which do not sepa-
rate such determinants as education, employment, housing, and health [9]. In terms
of allocating resources to public policies, it may require using the healthy-equivalent
income [12, 13]. This indicator substitutes to the traditional objective of an identi-
cal health for all with the objective of equal standards of living. In terms of policy
it means creating a weighted measure of health and income and designing pub-
lic policies that result in an equal healthy-equivalent income for all. This indi-
cator uses the willingness to pay approach in addition to the more conventional
tools of accounting. For example, poor health is valued by the loss of income it
generates to which is added the social willingness to pay for avoiding this poor
health. Using this innovative indicator increases the income value of poor health
and therefore the return on investments in health. It must be noted that there is
indeed a political demand for approaches that allow qualitative measures to com-
plement traditional wealth and well-being indicators (cross reference to Ildefonso
chapter 2 [14]).

A less dramatic innovation is to acknowledge the fact that individual choices are
to a large extend the result of social origins (e.g., smoking is considered a symbol
of freedom by certain groups). The consequences for the choice of public health
policy instruments are important. If individual choices are socially determined, it
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implies that individual incentives (supplemental income or negative incentives) must
be complemented by global measures. Theses measures include recognition of the
social rights of groups such as the unemployed or disabled people and participation
of their representatives to policy making [9]. This third approach is consistent with
the view that we need to shift from a financing model to an investment model. By
this we mean that improving the condition of younger children for example is a
joint investment by the departments in charge of education, housing and health care.
The economic relevance of an investment in health has been promoted by the EU
[15] and by the World Health Organizaton at the 6th Global Conference on Health
Promotion [16]. When compared with the cost of doing nothing, investments in
health promotion are estimated to generate net savings up to three times the initial
investment. We will argue that these investments require not only support of all
departments concerned but also an integrated provision of services. It implies an
agreement at the government level on both the targets an the instruments of health
policies.

The Appropriate Policy Level Needs To Be Defined

Public Health policies that address health determinants typically cut across the
boundaries of administrations or services (cross reference to Morton Warner’s
chapter 5). The process involves the institution responsible for budget allocation,
(often an administration or SHI but also increasingly nongovernment organizations,
or NGOs), the providers and the ultimate beneficiaries. Table 2 summarizes some
elements of comparison between health policies that take a sectoral versus global
approach of social health determinants. The consequences for policy financing and
provision of benefits are presented.

A sectoral public policy could be, for example, a flu vaccination program for the
elderly in France. Specific funds are earmarked by the department of Social Security
and people over 65 receive a letter inviting them to visit their general practitioner

Table 2 Health policies that concern one aspect of individual health or one health determinant
(sectoral) versus policies that concern several interdependent health determinants (global)

Health policies: Sectoral vs global approaches

Sectoral Global
• Earmarked funds, benefits can be tied

to previous contribution
• Several funding sources

• 1 type of service • case management : multi disciplinary and multi-
professional

• 1 type of provider • Several administrations
• 1administration • Emphasis on social responsibility
• 1 group of beneficiaries • Assessed on long term global indicators
• Emphasis on individual responsibility

and behaviour
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(GP) to receive the flu jab. In economic terms, the justification for the Social Secu-
rity department is that the elderly present a high risk of developing respiratory com-
plications and the investment in immunization is offset by the reduction in hospital
costs. In that case, the payer for the prevention policy is also the beneficiary of the
investment. In the case of people under 65 who are currently employed, the depart-
ment of Social Security has no financial interest in offering immunization because
these people are at low risk of developing serious respiratory complications that
would result in hospital admission. The major financial burden is on the employer.
A sick employee not only has reduced productivity but also can infect others in the
workplace. Thus for people under 65, the flu jab is often provided by the employer.
Such sectoral policies omit certain members of the population (e.g., the unemployed
or people whose employers do not offer an immunization program).

An example of a global public policy can be found in the 2008 French finance law
for Social Security department. The objective, ‘to prevent exclusion of vulnerable
persons,’ will be funded through Social Security and state sources and involves the
services of both health and non-health professionals. This example will be presented
in greater detail below [17].

Past Policies Have Not Been Uniformly Successful in Reducing the Negative
Impact of Social Determinants on Health

So far, innovation in financing has mostly consisted of creating individual financial
incentives for providers and users of the health care delivery system, or in looking
at wider social policies, [such as]supplemental income for single-parent families,
unemployment benefits, and low-cost housing. These individual incentives have
proven their usefulness but they have the drawback of creating ceiling effects and
stigmatization [9]. True policy innovation implies a multisectoral perspective and
consideration of costs and incentives beyond the boundaries of health care. Finan-
cial strategies and tools can be innovative but are not in themselves a policy innova-
tion. We will therefore examine what constitutes innovations in public health policy
financing and how they affect either the expenditure or the revenue side and their
impact on health.

Innovations in payment policies (expenditures) have been designed and used to
solve problems of quality of care or to contain health care expenditures by encour-
aging a ‘virtuous’ behavior that reduces consumption through individual (financial)
incentives. The case studies of financial incentives in European countries include
Health Maintenance Organizations (disease management) experiments, prospective
payment system in hospitals, pay-for-performance for providers, increases in of out-
of-pocket costs through franchise and co-payments for patients. Innovation in pay-
ment policies have often been prompted by the need to reduce misuse, under- or
more frequently overuse of health care The paradox may be that those payment
innovations have little effect on the overall health of the general population because
they affect the frequent users of the health care system (10–15% of the popula-
tion). Other authors have commented on the uncertain relationship between payment
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incentives and health outcomes and on how short lived the effects on expenditures
usually are [18].

Innovations that increase the money flow into the health care system may affect
the population at large (instead of only the sick population) through general taxation,
payroll taxes, VAT, and product-specific taxes. Research on the health and well-
being effects of income and its distribution is still controversial, there is however
evidence that income transfer programs which reduce the incidence of low income
families have a favorable effect on healthy child development providing they occur
in an environment of policy support that does not result in stigmatization or exclu-
sion of a social group [19]. As noted earlier, the important factor is the social and
cultural environment created by the overall policy rather than money transfers in
themselves [10].

Policies that increase the costs to patients have been in the past combined with
tax cuts in a general taxation package. This fiscal policy package was expected to
render increases in patients’ costs more acceptable to the voters. For example, in
France the 2007 franchise on doctor’s visits and the reduction in income tax were
combined in the presidential fiscal policy package. Because such policies may harm
the most vulnerable populations (sick persons) while benefiting taxpaying house-
holds (middle and upper classes), they ought to be combined with financial safety
nets to preserve welfare benefits. They are otherwise likely to undermine the living
conditions of underserved populations once by weakening public services and twice
by increasing out of pocket costs [10, 20].

This brief overview underlines how much the approach to health problems has
been segmented between prevention and care, provision of health care and social
services, and the limited attempts at policy integration. There has been a tendency
to increase segmentation rather than create one-stop shops where a full range of inte-
grated services could be accessed without prohibitive time costs and cumbersome
paperwork. Complexity increases when attribution of services in cash or in kind fol-
lows different rules, within one country: needs based, means tested, or conditional
to previous contribution from the beneficiary. This complexity not only increases
administrative costs but deters potential beneficiaries from seeking help and cre-
ates a rigid system which is not suited to the way family situations rapidly evolve
nowadays. The option of an integrated and comprehensive policy appears to be the
appropriate response to tackling interdependent health determinants [9]. This policy
requires, at least in Bismarckian countries, a reform of the laws governing health
care services [21] to allow better coordination and consistency in public health
policies.

Why Is It Difficult to Finance Innovative Public Health Policies

Policy makers, however, experience difficulties in promoting the innovative finan-
cial policies needed for the implementation of innovative public health policies.
There is a tendency to repeat or marginally change the same policies, because first
there is too much to do and not enough policy support from the highest government
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levels and second bureaucracies and various interest groups join forces to oppose
innovations that upset habits or rents.

There Is Too Much To Do and Not Enough Policy Support
from the Highest Government Levels

Faced with the task of looking at what changes in the health determinants are
required to achieve population health, policy makers may be tempted to give up.
They argue that there is too much to deal with and they do not know where to begin.
Researchers have evidence that the lifestyle (alcohol, tobacco, and fat consump-
tion) the education, the neighborhood, the housing environment, the employment
status, the working conditions and the financial situation are all statistically signif-
icant in relation to health and that poverty makes it even more difficult and costly
to undertake health promotion actions [22]. In addition to having limited opera-
tional use, some of this evidence is not ‘politically correct’ (e.g., persons of lower
socioeconomic status do not quit smoking as persons with higher socioeconomic
status do)

As noted by Evans and Stoddart [10], the evidence on where to invest the money
in order to achieve health benefits through health promotion exists but may not
be presented and supported by a strong body of advocates. Interventions on health
determinants also require coordination among advocates/stakeholders who have his-
torically been engaged in providing support to different social or ethnic groups or
doing research on one specific determinant, for example, tobacco consumption.
These advocates belong to different worlds in the academia or NGOs and do not
usually constitute a strong group of ‘global population health’ professionals. Their
ability to divert resources from health care to health promotion has been limited. A
more disturbing hypothesis is that policy makers at the highest level have privileged
relationships with physicians and other health care professionals who are forceful
advocates of health care spending, and fewer relationships with advocates of popu-
lation health [23].

Although past investments in health care have historically had limited success in
significantly reducing health inequities, policy makers are tempted to pursue them
because of path dependency [24]. In developed countries departments have been put
in place to distribute fund for specific interventions each one in their specific field
(e.g., unemployment, housing, handicap, health care or public health, and so on).
The theory of path dependency predicts that most policy changes will be incremen-
tal and will channel additional resources through the existing bureaucracies. In other
words, path dependency implies that additional funds are more easily provided to
existing programs than to new programs designed to respond to new demands. The
current innovation in the French finance law for both state and Social Security bud-
gets tends to contradict the theory of path dependency does not always occur; it is,
however, too early to assess the effectiveness of both the anti discrimination and the
active solidarity policies.
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The Joint Interests of Bureaucracies and Various Interest Groups
Oppose Innovations That Upset Habits or Rents

T. Oliver [25] proposed the following typology which is useful not only to explain
past successes or failures of health policies but also to plan sustainable financing
for future actions. Health policies are characterized by their benefits and sources of
funding (Table 3).

Public health policies may benefit a large number of individuals who do not
belong to identified interest groups or who do not feel related to one another by
common interests. In that case the benefits of a policy will be considered ‘diffuse’.
By contrast, some policies specifically address either the requirements of an iden-
tified group (unemployed or disabled people) or an issue (lead poisoning or sub-
stance abuse). The beneficiaries from these policies will be a limited number of
individuals. Symmetrically, the costs of a policy can be borne by a large popula-
tion (e.g., additional taxes) or by a smaller group (e.g., price incentives for tobacco
control).

Although this framework was developed for policy analysis in the context of the
USA, it translates easily to the situation of welfare state countries, either Bismar-
ckian or Beveridgian. Policies with concentrated costs and benefits (interest group
politics) in welfare state countries are the traditional domain of private not-for-profit
organizations (nongovernmental organizations, or NGOs) which receive and dis-
tribute resources to a limited number of identified stakeholders. These organizations
undertake the public health policies that fall within their domains only and have to
work in association with other partners in order to broaden the scope of the health
policy. An illustration can be found in the policy for the prevention and treatment
of HIV infection which combined state budgets with budgets from NGOs. Smoking
cessation campaigns and support for the implementation of anti smoking regulation

Table 3 Framework for the political and financial analysis of health policies

Who receives the (health) benefits 

Small population Large population

Who bears
the (financial)
costs

Large population

Small
population

Client politics
e.g. public funds
for research on
orphan
diseases

Majoritarian politics

Interest group
politics: NGOs

Entrepreneurial politics, e.g. 
Earmarked taxes on tobacco,
ban on smoking

Table 3 adapted from Oliver [25]
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are also often undertaken and financed by cancer support associations. In France,
‘responsible contracts’ involve private for profit or not for profit supplemental insur-
ance companies who agree not to reimburse the co-payment due by patients follow
the gatekeeping system and offer in their contracts measures of health promotions
(e.g., promotion of health foods of healthy behaviors). Insurers may then claim tax
deductions from the fiscal administration.

Such actions tend by nature to be limited in scope, however important within their
domain. A policy addressing broader needs would require adding other resources to
the support from NGOs.

By contrast, Oliver considers that a strong political commitment is neces-
sary to obtain budgets for policies with diffuse benefits and concentrated costs
(entrepreneurial politics) because of strong opposition from those bearing the costs
or administrative bodies responsible for the budgets and weak support from the
beneficiaries. This may not be so clear in welfare state countries which have tra-
ditionally used fiscal policy tools to increase the burden on least popular groups
(e.g., smokers, alcohol drinkers, 4 Wheel Drive Vehicles (4WD) owners) in order to
redistribute benefits to a larger population. The policy of increasing taxes on tobacco
in order to reduce both active and passive smoking illustrates this policy as well as
the tax on CO2 emissions. An illustrative example is the smoking cessation policy in
France. The price increase on tobacco (the earmarked tax created in the early 2000s)
had an initial effect on cigarette sales which subsequently remained stable through
the 2006–2007 ban on smoking which applied to the workplace and public places
(with the exclusion of coffee shops, hotels, restaurant and discotheques). Enforcing
the ban to all public places in 2008 apparently resulted in a dramatic decrease in
acute vascular events as observed previously in Italy and the UK. In 2008 fear that
the French government yield to the claims of tobacconists and coffee shop owners
(those who allegedly bear the financial burden of the policy) prompted the French
public health association to circulation a motion to support a total smoking ban [26].

Financing policies that benefit a small number of persons through measures that
impose a small cost on a large population (client politics) is the usual method for
health policies in welfare state countries. This is the preferred method for extend-
ing benefits to new population groups, for example, means-tested full medical cov-
erage financed by general taxation, additional services for dependency and old
age financed by a day worked but not paid for (Monday following Whit Sunday
in France), and research institutions on specific topics (AIDS, orphan diseases)
financed by general taxation and payroll taxes

Majoritarian politics where both payers and beneficiaries are numerous cre-
ates a possible case, even in welfare state countries, for involving multiple stake-
holders both public and private at all administrative levels. In order to obtain a
broader support for health policies, it might be interesting to move from client
politics to majoritarian politics by demonstrating that the apparent benefit to a
small number of persons affects in reality a much larger population. National cam-
paigns to reduce obesity, for example, can benefit non-obese persons who will find
greater availability of healthier foods or healthier means of transportation, or literacy



80 I. Durand-Zaleski et al.

programs also benefit literate persons by providing a more qualified labor force.
A program of reduction of alcohol abuse may be supported by nondrinkers who
expect a safer environment. The middle classes favor policies that benefit them
(too) over policies that benefit only the lower-income groups. It is paradoxically
a reason why universal (non means-tested) measures are preferred by policy mak-
ers. They gain wider support, better chance of being implemented and ultimately
benefit the intended recipients. By contrast, means-tested measures may look more
equitable but eventually never get implemented because of the opposition from non
beneficiaries.

Financing Health Policy Innovation Requires Changes
in the Process of Resource Allocation

Innovative public health policies require innovative financing. This means secur-
ing budget for the planned policy, defining payment mechanisms for providers and
financial incentives for the population. The tools used for controlling health expen-
ditures (negative financial incentives) have to be reversed to promote healthy behav-
iors or consumption. Tax deductions for healthy products only affect tax paying
households. They could be combined with price deductions for tax-exempt house-
holds. Reimbursement of smoking cessation products and programs is already possi-
ble in some countries (usually with a ceiling). These approaches still consider health
determinants separately; the single-problem approach, however, is now challenged
in many countries.

The fact that public health policies create specific requirements with regards to
income and income distribution has not yet been systematically recognized by pub-
lic health laws enacted: as noted by Elbaum, only two out of the 104 priorities
in the French public health law concerned health inequities [9]. Acting simultane-
ously upon several determinants of health requires cooperation between adminis-
trations and payers both at the local and national levels. Financing public health
policies that deal with health determinants needs to cut across sectors (versus being
directed to the health care sector). Beveridgian systems do not experience the sepa-
ration between payers for health care and payers for population health that are built
in Bismarckian systems. Bismarckian systems increase the number of stakeholders
(administrative departments) involved at the national and, more importantly at the
local level. What may appear as a drawback of Bismarckian systems may, how-
ever, prove an unexpected political advantage. Due to the separation of health care
and health promotion budgets, health care professionals may not identify increases
in budgets for health promotions as a threat to budgets for health care [10]. From
experiments in both Bismarckian and Beveridgian systems the local level appears
to be the appropriate one for implementing cross sectoral collaborations (cross ref-
erence to Morton’s and Constantino’s chapters 5 and 6). Difficulties to pool budgets
or integrate services provided by departments that fight for budgets and territories
are to be expected and need to be overcome by strong political leadership [27].
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Financing for Innovative Health Policies

Role of the Health/Health Care Financing Model: Bismarck
or Beveridge

In most European countries the State has a predominant role in ensuring health care
and global population health. Systems in Europe have been described as ‘social
democratic’, ‘conservative’, or ‘liberal’ This typology complements the more fre-
quently used Bismarckian/Beveridgian distinction [20] for an analysis of the dif-
ferences observed between European health policies. Bismarckian Social Health
Insurance countries that tend to direct funds predominantly to health care must cre-
ate new mechanisms to pay for public health at large and to finance sustainable way
intersectoral actions. Countries with tax-financed health care systems have a tra-
dition of setting apart budgets for intersectoral health promotion that far surpasses
that of SHI systems. It may be due in part to the higher visibility of these budgets
which are itemized whereas in SHI systems the health promotion actions performed
by providers are not [20]. The most favorable setting for innovative health policies
appears to be a Beveridgian system with a social democratic government. In such
countries, state budgets can be allocated across sectors and the government ideol-
ogy support generous public policies. In Bismarckian systems public policies can be
generous if led by social democratic governments but the Bismarckian environment
historically set limits to their scope. The limited past successes of collective health
interventions in social health insurance systems have been noted and attributed in
part to the focus on health care (rather than on population health) and in part to the
lack of coordination between stakeholders [28]. Bismarckian systems deal with the
purchase of primary health care to corporatist private providers whose fee sched-
ule favors interventional individual care over population health. It might be a rea-
son why the recent innovations were found in the publicly regulated hospital sector
[28] rather then in the primary care sector. The increasing funding of SHI systems
through taxes and private insurance might increase their ability to be involved in
health promotion by making them more accountable to the general population [9].
A political act for SHI countries is to identify specific budgets directed to specific
actors or institutions for cross-sectoral actions on the determinants of health. An
example in France is the mode of financing the national health and nutrition pro-
gram which concerned education (schools), city planning, health care, and health
in the workplace. Another example is the recent national fund for solidarity and
autonomy in France which integrates health care and social services at the national
and local levels. Although these services are designed for sick patients, they create
a framework that can be used more broadly. The national fund for solidarity and
autonomy in France [29] is a one-stop shop for all benefits in relation to reduced
autonomy. The provision is based on needs assessment with a list of the services
required to maintain a persons’ standard of living (e.g., housekeeping, home alter-
ations, and medical supplies). The actual benefit is in cash, means-tested and paid
only if the service is used.
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Interventions on health determinants which break away from traditional policies
and path dependency need secure recurrent financial resources. This is all the more
difficult because innovative policies by definition have not been implemented before
and therefore do not benefit from established budgets. Budgets for an innovation
are voted as part of the country’s finance law which are voted yearly, while inno-
vative policies often require long-term investments or recurrent funds. There is no
evidence that either Bismarckian or Beveridgian systems provide a better environ-
ment for sustainable funding: in both systems state budgets can be shifted depending
on ministerial priorities and neither guarantees sustainability. One major advantage
of Bismarckian systems may be that budgets are not tied to the election’s calendar.
When state budgets and Social Security budgets are pooled in the voting process this
advantage may disappear. It is worth noting that this risk was somehow anticipated
by the French public health law of 2004 law which established a secure 3–4-year
budget. There might be discussion however as whether this time period is sufficient.
Such was the case with health action zones [30]. ‘An additional element of uncer-
tainty for HAZs revolved around the issue of future funding. Although the zones
had originally been launched with the promise of a 7-year life span, funding was
never guaranteed. The initial budgets announced were only for 3 years and resources
were allocated to HAZs on a yearly basis. The shift in ministerial priorities created
considerable concern among project managers that the profile of the initiative at a
national level had been diminished and that the future was more uncertain.’

The Geographical Level: National (Federal) or Local

Policy changes in either Beveridgian or Bismarckian countries pose the question of
the appropriate geographical level of bureaucratic involvement. There is an agree-
ment that more responsibilities must be given at local levels and that partnerships
must be created between central & local government and health care providers,
either the sickness funds or the National Health Service. Cross-sectoral policy
changes are legitimate and sustainable when national and local policy makers have
the ability to contract and pay providers, or remove financial disincentives [31]. The
UK cross-cutting initiative illustrates how a cross-governmental strategy for tack-
ling the causes of health inequalities operates at all levels [32] ‘The theme is one of
partnership, across Government and between Government and local communities’.
These partnerships are not exclusively between public services but also involve vol-
untary groups (NGOs) and businesses or health care providers in private practice.
Successful interventions in both countries are those that allow ‘Re-orientation of
resource allocation to enable systematic investment in community-based programs’.

If sustainable funding for one objective that requires the mobilization of
resources from multiple bureaucracies is to be secured, evidence from France and
the UK suggest that the highest level of political involvement, i.e. the prime minister
and the Treasury is a success factor. Another recommendation is that ‘policy formu-
lation and implementation are interdependent activities, ’which means that all stake-
holders (all bureaucracies who will contribute to financing the policy innovation) are
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involved in the design of the policy and at the initiation of the process. This is often
done in a perfunctory way by initially inviting representatives of the central admin-
istrations concerned. These representatives have the administrative legitimacy but
lack the local legitimacy and convey a top–down management style ill-suited to the
needs of local implementation. Designing the actions at the local level with a part-
nership between local representatives of the treasury and the other administrations
involved, together with the voluntary groups and health care providers potentially
concerned is recommended [33].

Before such dramatic changes in the balance of powers and the distribution of
resources are implemented, consideration should be given to the stakeholders and
their rationalities.

The Stakeholders and Their Rationality: What Are the Facilitating
Factors for Successful Financing of Policy Innovation

Following the typology of Goddard et al. [27], we will examine how of politics,
interest groups, bureaucracies and rent seeking stakeholders can facilitate or hinder
the implementation of health policy innovations.

Politics and Majority Voting Models

Health policies, unlike health care reforms which concern mostly the limited num-
ber of sickness services, affect the entire population of a country or a region. Health
(instead of health care) financing appears then a good opportunity for obtaining the
support of voters who are concerned by health even if they are not usually concerned
by health care. As noted by Kickbuch [34], national or local governments for SHI
countries have had traditionally limited involvement in health care financing policies
but are now becoming involved in financing health products and services beyond the
traditional limits of health care. This occurs in Germany in the Berlin-Brandenburg
region which has public support for health care, insurance, and health industries.
In France, the government-supported plan to improve the quality of life of persons
suffering from chronic diseases combines health promotion with provision of health
care services [35]. The majority voting model would predict a rather good polit-
ical support of budgets for health policies as every citizen may expect to benefit
directly or indirectly from it. This may happen even when the government does not
have the budget (in SHI countries) but is able to negotiate with the SIH the use of
the budgets or to impose through legislation as in France and Germany/North Rhine
Westphalia [36] to identify specific resources for the achievement of such health tar-
gets as ensuring equal access to care. Screening policies and the free prevention GP
visit for every person aged 70 and over are examples of programs that are expected
to benefit from a strong political support from vote-maximizing politicians.

Shifting away from health care and sickness services the unlimited demand for
health reduces the pressure on health care expenditures. Access to health care until
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recently has not been constrained in Bismarckian countries with the result that
health care services were occasionally used by consumers as health enhancement
services. The need to contain public expenditures prompted reforms which limit
both the access to health care providers and the quantity and quality of health care
services provided. As health care becomes more constrained it may be anticipated
that consumers will look into the market for health enhancement products (cross
reference to Klaus chapter 4). This implies, however, that equity of access to those
goods and services that affect health is ensured. Consumers need information and
‘road maps’ to navigate the second health market. It means at some point that
positive discrimination in favor of those who need health literacy most can take
place.

Budgets for targeted health policies may receive less public support. The option
of financing those through the market or private insurance would result in the exclu-
sion of the poorest. We suggest that health policies financed by public budgets com-
bine high profile actions directed to the general population with population-specific
community programs. This can be seen in the city of Nancy, which is part of the
healthy cities program [37] and has implemented programs for the elderly and peo-
ple in poverty which also benefit the rest of the population.

Health promotion may be a sound investment, but not necessarily for the stake-
holder who actually made the investment. There are barriers to entry for policy
innovations under the form of high sunk costs (irretrievable resources used in an
education program, housing improvement, and so on) or high political risk. In that
case policy makers are reluctant to commit resources unless additional information
is provided to reduce the uncertainly [38]. This might be an important role for lob-
bies and interest groups who provide information to policy makers (cross reference
to Ildefonso’s chapter 2).

Interest Groups

Interest groups, private, and NGOs are frequently involved in the implementation
and financing of health policies.

Interest groups and NGOs will favor policies as a rule that direct the benefits to
their members while spreading the costs over the larger population [25]. The private
sector is concerned with moral hazard and favors consumer incentives [39] to pro-
mote healthier lifestyle. Such actions were taken, for example, by a French private
insurance company through discounts to enrolees purchases of health foods (this
move was later on considered inappropriate and withdrawn by the company). NGOs
financed health policies that are consistent with their overall objectives. An exam-
ple can be seen in the health promoting hospitals initiative [40]. Thus the traditional
care sector financed by sickness funds budgets and not state budgets can contribute
to innovative health policy actions. Actions were financed by the hospitals’ own
budgets and addressed the health needs of their employees, patients and community
As predicted by the interest group model, the budget was mobilized more effectively
toward the hospitals’ traditional customers. The programs most successfully devel-
oped through this initiative targeted patients and hospital staff, while actions in the
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community could be impeded by the legal difficulties and reluctance to use hospital
budgets outside hospitals.

In a related way, employers are ready to participate to worksite health promotion
projects that help improve employee morale and reduce direct and indirect costs of
health failure, while employees would favor employer-provided paid time off during
the workday and vending machine with healthier foods [41–43].

A majority of Fortune 500 companies undertake health promotion activities in
the workplace. Among the factors identified as increasing participation rate, shar-
ing (between employers and employees) costs, and time to participate in program
activities appeared to play an important role [43] As each interest group tends to
direct resources to the use that benefits itself most, some degree of coordination, tax
incentives, and central planning is necessary to avoid imbalance in beneficiaries.

Bureaucraties

Bureaucracies tend to secure and expand their own budgets and favor policies that
give them sole ownership of their funds. This, however, is contradictory with the
needs of health policies. Budgets need to be attributed by missions/programs/actions
which concern several ministries. Health promotion in the Netherlands faced ‘a
number of barriers which impede integrated policy development at the local level:
the importance given to local health policy, the medical approach to health devel-
opment, the organizational self-interest rather than public health concern, and the
absence of policy entrepreneurial activity’ [44]. Another experience was reported
by the Canadian heart initiative which surveyed stakeholders of local health promo-
tion policies: ‘Respondents spoke often of barriers to integrated provincial chronic
disease policy and action. The most commonly identified barrier was lack of finan-
cial resources and commitment by provincial governments for Chronic Disease Pre-
vention and healthy living promotion strategies. This lack of funding and commit-
ment was perceived to be related to competing priorities for policy attention and
resource investment in acute care systems — areas considered to be in crisis by
many provinces’ [45]. A similar analysis was carried out in the UK, where the dif-
ficulties of implementing public health policies that tackle health inequities was
traced to ‘ministerial ambition, departmental survival, rigid boundaries, and inflex-
ibility in public expenditure’ The latter part is also described as a ‘silo organiza-
tion’ in which public expenditures are authorized centrally and funds are allocated
to each ministerial department [46]. Such allocation of resources contradicts the
need for pooled budgets and cross-cutting initiatives. The health action zones ini-
tiative in England after the 1997 election illustrates some difficulties of Beverid-
gian systems to deal with pooled budgets and cooperation between administrations.
Innovative public health policies still have to obtain earmarked budgets that come
from different administrations and to use them consistently for a common goal.
This program pooled funds totalling £152 million ‘from several sources such as
£21 m innovations fund, £90 m deprivation uplift and £30 m smoking cessation
funding’ [47].
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Rent Seeking

In fee-for-service or capitation environments, health professionals have financial
disincentives to engage in health promotion. These are expressed as lack of time and
lack of training both of which can be translated into lack of specific compensation
by the purchaser (sickness fund or community) [33].

Focus from both health care providers and the public is still on acute care and hos-
pital care. The public is more concerned by the threat to local hospitals than by the
lack of health improvement programs. An explanation might be found in the belief
that each person is at risk for an acute event and might personally benefit from the
money spent to keeping a hospital in operation whereas the benefits of public health
interventions are diluted among a mass of unknown beneficiaries and individuals do
not perceive the need for these services. This is a typical case for entrepreneurial
politics where a policy maker with no fear of approaching elections is needed
to show that there might be a statistical if not visible benefit of an intervention.

Opposition from health care providers is explained by the current payment mech-
anisms for physicians in primary care but also to a certain extent to that fact that
specialists in public health retain their prerogatives. Thus, both groups appear to
benefit from the current situation (or fear to loose from a different organization) and
resist change. The reluctance from primary care physicians can be overcome by pro-
viding adequate training and removing financial disincentives. The resistance from
office-based nurses may be both financial (as they are, like doctors fee for service)
and cultural in countries where the tradition was for the nurse to ‘work’ for doctors
and not for the community.

Case Study

Examples from the French Public Health and Health
Care Financing Reform Laws

The French health care system belongs to the Bismarckian type and is typically not
favorable to the population-based approach of health. The French laws on Public
Health and reform of SIH, both voted within a few days in august 2004 demonstrate
the disconnection between priority setting for public health and financing and also
between bureaucracies in charge of each sector. The health targets selected in the
public health law did not constitute a binding obligation for the SHI while the SHI
law did not particularity address the issue of facilitating health promotion within the
health care system.

Three years later however, the crisis in SHI finance prompted the system to reor-
ganize the inputs and to seek new inputs, to use new modes of production and to
develop innovative partnerships for financing and implementing policies. It is worth
noting that the changes are still professionals centered rather than patient centered.
The measures proposed for health promotion are few and, with the notable exception
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of weight control, not undertaken by health care professionals. The fact that
objectives are spelled out in the Social Security finance laws means that resources
are identified and earmarked to fulfil these objectives.

Finance laws for both the State budget and the Social Security budgets are sub-
jected to the rules spelled out in ‘organic’ laws (laws on the law). Organic laws
in 2004–2005 dramatically changed the paths of resource allocation for both bud-
gets. They ruled that budgets will follow policy missions cutting across traditional
administrative boundaries.

Solidarity and integration or health threats appeared as a state mission with a
dedicated budget which cut across ministries and administrations. The state budget
has 34 missions which may concern one or several administrations, such as soli-
darity and integration (several administrations), health (one administration), health
safety (several administrations), social benefits, and pensions (several administra-
tions). Departments responsible for each mission are required to define objectives
and measurable indicators. An example of pooled state budgets is provided in the
Loire region. The mission ’solidarity and integration’ had a component of housing
for homeless persons in winter time and a component of literacy. As winter was par-
ticularly mild the budgets for housing could be transferred to increase the literacy
budget [48].

In 2007 the creation of the ‘Haute Autorité de Lutte contre les Discriminations
et pour l’Egalité’ (HALDE or national authority to fight discrimination and enforce
equality) and ‘commissariat aux Solidarités actives contre la pauvreté’ (commis-
sioner in charge of active solidarity against poverty), both state institutions with
missions to act upon health determinants might be a sign of change in the balance
of advocacy powers and a shift from a sectoral to a global approach of health deter-
minants The HALDE supports individuals or groups who are discriminated against
when seeking employment, health care, housing, or in any other circumstance. It is
also in charge of collecting and assessing interventions that reduce discrimination.
The commissariat aux Solidarités actives contre la pauvreté’ is in charge of fight-
ing poverty through a number of interventions, such as the active solidarity income.
The ‘active solidarity income’ is an experimental incentive designed to counteract
the ceiling effects of the existing welfare benefits. In the current situation it might
be more profitable for an unemployed individual to remain unemployed because
an additional income would cancel eligibility to free supplemental health insur-
ance, for example. The ‘active solidarity income’ combines the individual approach
to financial incentives with overarching negotiations undertaken both at the local
and national levels with employers, unions, and NGOs. These two institutions are
expected to provide a global vision and additional policy support to the existing
interest groups.

The 2007 organic law on Social Security ruled that each branch had to determine
programs, objectives (targets) and indicators [49]. It created an obligation to set a
budget for each program and to report on the spending and achievement of targets.
This organic law has initiated a major shift from a spending to an investment model.
The Social Security had historically been labelled a ‘blind payer’ which reimbursed
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providers without assessing the usefulness of interventions. The law made it an
obligation to decide prospectively on the important issues in population health and
to allocate resources accordingly.

For Health Care, the Programs and Targets Are [50]:

1. Ensure equal access to health care

• Identify and reduce the percent of physician who bill over the official Social
Security rate (e.g., 22 euro for a GP visit and 23 euros for a specialist
visit) and reduce the average extra billing. In 2006, over 16% of the popu-
lation lives in neighborhoods where over 50% physicians do extra billing and
these physicians bill on average 50% over the official rate. This means that
patients who have no or limited supplemental insurance have in effect reduced
access to physicians in their neighborhood. The objective (not quantified) is
to reduce both the number of physicians billing extra and the amount of extra
billing.

• Decrease the percent of patients eligible for state medical coverage who did
not seek care for financial compared to patients with commercial supplemen-
tal coverage. In 2006 there was a 6% absolute difference.

2. Develop prevention

• Reduce the percent of overweight and obese children (currently 15–20%), no
targets

• Reduce tobacco and alcohol consumption in the population over 15 years,
from 25% of the population in 2007 to 24% in 2010 for tobacco and from
12.2 l in 2007 to 10.7 l of alcohol in 2010.

• Increase breast cancer screening from 60% of the female population in 2007
to 65% in 2010 and cervical cancer screening from 65% to 80%

• Increase immunization rate in children under 24 months from 88% to 95%
• Improve oral health and decrease by 30% the rate of children with decayed

teeth

3. Improve quality of care

• Increase the current 85% rate of patients with a referring physician and the
current 85% rate of primary visits to this referring physician

• Improve coordination between hospital and ambulatory care by increas-
ing over the current 85% the percent of territories where home care is
available.

• Increase from 93% to 100% the territories with 24-h emergency physician
availability

• Decrease waiting time for vital emergencies (no figure, the indicator has yet
to be developed)
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• Reduce to 0% from a current 2% the rate of hospitals that do not report
hospital-acquired infections

• All physicians (100%) must undergo professional practice appraisal by 2010
• Increase the percent (from a current 11%) of health care organizations with

the highest accreditation level

4. Improve efficiency and control health care expenditures

• Control the rate of increase of drug expenditures
• Increase over the current 75% the share of generic drugs (in number of boxes)

sold
• Decrease the average number of drugs per prescription (currently 3) and the

percent of prescriptions with six drugs or over (currently 10%)
• Decrease prescriptions for discharged patients
• Decrease the number of DDD per 1000 patients for antibiotics below the cur-

rent 31 (highest level in Europe).
• Decrease the amount of compensation for leave of absence (currently 10% of

all ambulatory care expenditures)
• For patients who are eligible for 100% coverage of health care expenditures

in relation with a chronic condition, ensure that only expenditures in relation
with that condition are fully reimbursed by the Social Security and that unre-
lated expenditures are reimbursed at the usual (65–80%) rate. It is expected
that 75% of expenditures for patients with a chronic condition are related to
that condition.

• Increase over 50% the rate of hospitals signing contractual agreements to limit
expenditures on drugs and ambulance.

• Decrease prescriptions by office-based physicians (antibiotics, statins,
proton-pump inhibitors, angiotensin-converting enzyme (ACE) inhibitors.)

• Increase to 85% in 2010 the proportion of ambulatory procedures for cataract
surgery, knee arthroscopy, tonsillectomy, varicose veins, and teeth.

• Increase transfers and decrease waiting time from acute care to rehabilitation
centers

• Increase hospital productivity

5. Ensure financial sustainability

• Reduce the current deficit
• Increase noncontribution revenues (fraud, abuse, unclaimed assets)

What can be deducted from these objectives and indicators is an endeavor to
improve the fairness and efficiency of the system and financial sustainability with-
out negative effects on health and health equity. The objectives are for ‘patients’
(consulting a physician with a health complaint) rather than the population at
large, except in the case of prevention concerning obesity, tobacco, and alcohol
consumption.
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Safety in the Workplace

1. Reduce the incidence of accidents in the workplace, during transportation and
prevent professional exposure to risk factors

2. Improve information on accidents and professional risks and ensure fair com-
pensation

3. Ensure financial sustainability

Retirement Pensions

1. Ensure fair standards of living for retired persons
2. Increase choice for the age of retirement
3. Ensure solidarity between retirement benefits
4. Increase employment for elderly workers
5. Ensure financial sustainability

Family Benefits

1. Ensure fair compensation of family-related expenditures
2. Enable families to combine professional and family life
3. Support vulnerable populations: there are indicators relevant to health policy

issues which are the number of children under age 18 who live in families
below poverty threshold/unemployed with a current 8% figure and a 7% objec-
tive for 2010, the reduction of poverty with an objective of reducing the differ-
ence between the poverty threshold, and the actual average standard of living of
households below poverty threshold from 16% in 2007 to 7% in 2010.

4. Ensure financial sustainability

Funding and Financing

1. Ensure fairness in financial contribution from households
2. Balance Social Security revenues with sustainable employment policies
3. Improve management
4. Ensure financial sustainability

Solidarity to Sustain Autonomy

1. Ensure fair standard of living for handicapped persons
2. Respond to the need for autonomy of handicapped persons
3. Respond to the need for autonomy of elderly persons
4. Ensure financial sustainability
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These objectives can be compared to the 104 health targets spelled out by the
2004 public health law, but public health laws are not finance laws, which means
that they do not necessarily tie resources to objectives, and public health targets
do not constitute a binding obligation for financing organizations [50]. Baseline
figures and trends for some of the 2004 health targets were clearly used to define
specific objectives of the finance law, not only for health care programs but also for
workplace safety and environmental safety. In addition to the indicators presented
above, follow up on the 104 targets included air pollution, water pollution, and lead
poisoning. Thus, health-related data were used to allocate state resources for mis-
sions outside the health care system (cross reference to Ildefonso chapter 2, [51]).

In addition to the State budget reform, the creation of an instrument labelled
‘public interests partnerships’ has allowed allocation of resources across adminis-
trative boundaries. This partnership is usually a short-lived contract with a specific
policy objective. It is available to any department that needs to pool resources either
with other departments at the national or local level or with a private partner. Public
interest partnerships allow pooling of both public and private money for a definite
objective and over a determined period of time. If the objective is more long term
however, (e.g., international cooperation for health promotion) the partnership can
have an undefined lifetime. In the field of health promotion a current partnership
includes the national sickness fund, supplemental (private) insurance, and hospital
federations, together with the Ministry of Health [52].

Conclusion: New Modes of Producing Health

The French example shows that the objective of improving population health can
be incorporated in a Social Security finance law. The means to achieve the objec-
tive, however, are traditional rather than innovative. Finance laws plan for material
inputs, which is not enough for the innovations in the organization of care. The
proposed innovations consist mostly of using more efficiently the existing inputs
or purchasing new inputs. One important structural aspect of SHI [28] is the fee-
for-service payment based on the national agreements established between payers
and health care professionals. Promoting prevention and education has required the
adoption of a gatekeeping-like system with the gatekeeper being contracted for the
management of patients’ health. The gatekeeper or manager of patient health do
not need to be a physician but this shift conflicts with corporatists interests and
with the traditional culture of nurses and other health professionals who were tra-
ditionally ‘commissioned (or prescribed)’ by physicians and not by the community.
Purchasing services for a population (instead of patients) does not come naturally to
SHI systems mostly because those services were traditionally outside their missions
(e.g., immunization, screening, and education). Contracting health care providers to
produce health in addition to health care has been so far the preferred mode but new
technologies render possible greater patient involvement. Patient involvement can
be expected both in an active way as a coordinator of his own care and in a more
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passive way benefiting from a personalized health prevention through progress in
genetic prediction.

G. Mulgan [53] suggests that innovation in health policies require social inno-
vation which in turn has to be accompanied by a reorganization of administrations
and changes in the boundaries and in the methods of coordination between admin-
istrations as well as between administration and NGOs. There is also a need to shift
from the traditional view that promoting health means financing physical inputs.
Producing health in the future will be producing knowledge that can be used by pol-
icy makers and patients (by opposition to the past situation of producing knowledge
that was used predominantly by health professionals and academics).

Advocacy for population health requires knowledge brokers between public
health academics and policy makers to highlight the policy implications of aca-
demic work (reference to Morton Warner’s chapter). Promoters of innovative poli-
cies need to find common ground between groups that have no history of working
together and may not share the same culture [54]. Symmetrically knowledge brokers
have to assist professionals and patients (cross reference to Constantino Sakallides’s
chapter 6) in order to shift decisions regarding the management of individual health.

Health policies are satellites of public policies. A policy that addresses the broad
determinants of health requires specific cross-sectoral and cross-ministries bud-
getary process and more broadly devolution of responsibilities to the local level
or to the private (for profit or not for profit sectors). These financial requirements
of health policies, although technical, may conflict with the government’s ideology
[19] when the government is leaning toward a ‘liberal’ (right wing) policy. Actions
on health determinants take the view that social responsibility is predominant. Sus-
tainability (economic, environmental and social) can cement administrations and
NGOs that may take different view of individual and social responsibility but agree
on the necessity to ensure that the population, the economy, and the territories where
both operate will survive. These actions are more likely to be successful when under-
taken at the local level where networks for health can be built into the workplace or
in neighborhoods [36].

The historical belief that economic growth would result in improved health
in developed countries has been contradicted by evidence from North America.
Increasing income is not enough when the variables of interest for population health
are the distribution of income and the social and cultural environment. Should poli-
cies target health determinants (or risk factors) one by one with tools or population
groups? If the latter is chosen, should measures be tailored to the requirements of
specific populations or be universal. Evidence on successful interventions points
to the combination of universal with specific measures. Targeting health determi-
nants individually is easier because the tools exists (monetary incentives, for exam-
ple) but has had so far limited success on population health. Universal measures
benefit the entire population, not those who need it most but because of that they
gain a wider support. Specific measures have better face validity as they address
the demands of those most in need but have weaker political support. The policy
innovation required seems therefore to cut across existing beliefs and bureaucratic
territories.
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17. Kesteman N. Évaluer les performances de la branche Famille. Des indicateurs prévus par la
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Chapter 4
Health as a Driving Economic Force

Klaus-Dirk Henke and Karl Martin

Abstract This chapter illustrates the contribution which could be made to realizing
the Lisbon Strategy of the European Union for growth and jobs by innovative health
care policy favoring a preventive orientation of health care. The prevention and con-
trol of risk factors for chronic diseases, as well as their potential impact on the
quality of human capital as a union of health and education, are discussed. Human
capital refers to health and education both of the individual, and of the population
as a whole.

Investments in health and education could be used to mitigate or compensate
the negative consequences of demographic change and globalization. This chapter
concentrates on how exhausting the prevention potential of chronic diseases could
extend the labor force potential beyond the conventional age limit of 65 years. Labor
force potential usually refers to the maximum supply of labor available from work-
ers, the unemployed and other nonworkers within an age range of 20–65 years.
This optional innovative policy is explained using the example of the development
of labor force potential in Germany between 2002 and 2050, prerequisites being a
change in health care policy from cure to prevention, as well as a cultural change.
Cultural change in the population and in politics would mean attributing the same
level of importance to the prevention and control of risk factors for chronic diseases
as to the prevention and control of infectious diseases.

The accumulation of human capital through investments in health and educa-
tion is crucial to the innovative competences of the population. Both these sectors
promote growth in the remaining sectors of the economy and, through their own
development, become an essential driving force of growth themselves.

The increasing demand for new products and services will create a second health
care sector for health-related services combining services which are covered by the
insurance and by private out-of-pocket expenditures. This second sector deals not
only with care but also with goods and services aside from services covered by the
insurance.
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Expenditure on health and education therefore has to be included as an invest-
ment within the national accounts statistics, expanding upon the previous concept of
investment. This in turn means that corresponding coefficients, for example, would
have to be developed for health impact assessment purposes.

Expanding labor force potential via compression of morbidity and mortality
requires that health and education policy be embedded in growth-orientated labor
and economic policies in order to ensure that the potential working years gained
have an impact on production and prosperity. Health in All Policies becomes
imperative.

Starting Point: The Downsides of Cost Increases and the Upsides
of Growth Effects with Regard to Health

In most countries health policy discussions revolve around cost containment. Both
the Beveridge and the Bismarck systems focus on expenditure development. The
OECD regularly records and compares per capita health expenditure with regard to
gross national product, functions and the pharmaceuticals industry [1]. The social
insurance systems additionally include contribution rates, both over time and sepa-
rately for employers and employees.

Yet regardless of how the health care sector is documented and measured in
monetary terms, whether based on expenditure or contribution rates, no ideal health
quota exists. There is no practicable conclusion to be deduced using scientific means
as to whether a state should spend more or less on nursing care, prevention, and
health promotion. There are good arguments to spend more on prevention but at the
same time nursing home care of the elderly needs more attention too. Bearing this in
mind, it is imperative that we put a stop to the traditional argument that rising expen-
diture in health care leads to a cost explosion, that is, that a higher percentage of
health care expenditure with regard to gross national product (GNP), or higher con-
tribution rates, is necessarily a negative thing and that labor costs are fundamentally
too high.

In all countries the health care allocation is taken from national economic
resources, which are always marginal. Viewed globally, health care has to com-
pete for these resources with climate protection measures, education, and research
expenditure, the safeguarding of pensions, family policy and other areas besides.
Expenditure in one area amounts to opportunity costs in another area.

From this macroeconomic viewpoint, the political decision-making process, cou-
pled with market economic processes, leads explicitly or implicitly to the means or
resources allocated to the health care sector within any one country.

Within the health care system there is then second-level competition for these
resources between areas as diverse as prevention and health promotion, curative and
emergency treatment, rehabilitation, nursing care, and palliative medicine, not to
forget expenditure for statutory sick pay.
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Focusing on individual patients, it is possible to categorize clinical diagnosis
according to the International Code of Diseases and population groups e.g. by age
and/or sex [2]. From this epidemiological perspective the goals of health care policy
then become avoidable diseases and avoidable mortality. On this basis the burden of
diseases can be demonstrated.

Finally, insured parties are interested in adequate insurance which in addition to
basic cover also includes the option of extra individual care.

This observation of resource allocation has so far been functional, that is, inde-
pendent of individual nations or time periods, but there is a more institutional view
of the matter which also requires consideration. Within each country a compari-
son is made between the bodies occasioning expenditure, for example, the various
branches of a national insurance system, private insurance or the individual budgets
within health care systems financed by tax income.

The results of resource allocation generally attract too little notice, giving rise
to a chiefly input-orientated view of the matter. This view is gradually becoming
replaced by a desire for a more output-orientated view. With regard to the health
care system, this means that the resources should be used where they “buy the most
health”. Ideally, expenditure would then have to be repeatedly restructured until the
health benefits were equalized across the board. Or put another way: expenditure
must be cut in those areas where wastefulness and inefficiency are greatest. Program
and management-based efficiency increasingly have to replace the input orientation
which still predominates [3].

Dissolving the input viewpoint based on expenditure or contribution rates throws
up a need for result indicators. Such indicators are established and compared with
the characteristics of different national health care systems in mind. Here the ques-
tion arises of how these indicators are to be measured, and which ones are to be used
for comparison purposes [4]. Upon which values and concepts is the selection based
anyway: those of epidemiology, medicine, health economics or health policy?

In this context there has been a paradigmatic change, taking place in the different
countries at different points in time and in some still ongoing. This refers not only
to the aforementioned change away from the cost containment discussion and input
viewpoint toward an output-orientated viewpoint, for example, avoiding diseases
and death or increasing prevention and health promotion. We are primarily referring
to the fact that health care is increasingly being acknowledged and classified in
positive terms as a labor-intensive growth industry.

This perspective also requires that the selected indicators be substantiated, so
that the effects of the health care sector on the national economy such as value
added, employment and economic growth are operationalized. Here we are not just
concerned with the markets for goods and services and the fiscal effects of health,
health care and health systems, but also with the so-called factor markets; that is,
in addition to the money and capital markets, these markets especially include the
employment markets, with their manifold and new areas of occupation within the
health care sector.

In Germany this discussion began with two reports by the Expert Council for
Concerted Action in the Healthcare System in 1996/97 [5]. In the second volume the



98 K.-D. Henke, K. Martin

effects of health care on welfare, growth, productivity and employment were inves-
tigated for the first time and empirically assessed. In addition, progress in medicine
and its various phases was addressed, evaluation and health technology assessment,
as well as the role of university hospitals in the progress process and the financing
of health-related research. Following an analysis of individual examples of medical
progress and their respective economic viability, selected growth markets were then
subjected to a broader exposition. Even back then this particularly included nursing
care, medical telematics, medical products, and the pharmaceuticals industry with
their individual growth potentials [6].

Ten years later, at least in Germany, the health care economy has not only become
socially acceptable [7], but has also been addressed in its regionalism [8]. In 2008
the regional health care markets are also playing an increasingly significant role in
the German government’s research program.

Independently of the development in the industrial nations, the macroeconomic
significance of health care investments can be seen within the context of economic
development and globalization [9]. The EU is also seizing upon this context and
is examining the contribution of health care to the national product of its member
states [10].

Theoretical Considerations: Health as a Component
of Human Capital

Discussion about the health economy as a growth industry now not only includes
the abovementioned linking of health-related investments to growth, but addition-
ally focuses on the foreseeable demographic development. Many experts neglect
the potentials for growth and higher revenues in the face of increasing expectations
within a population keen to enjoy healthy ageing. Yet healthy ageing as a growth
determinant is a topic in itself.

Changes in the disease distribution, are partially linked to demographic develop-
ments. In particular, an increase in chronic diseases can be observed. Allergies,
asthma, and diabetes are becoming widespread, due in part to ageing, and to envi-
ronmental changes [11]. Thus, the medical treatment and disease management of
patients with chronic diseases will increasingly substitute the treatment of acute dis-
eases. From a population health view, the challenge of the future is the prevention
and early diagnosis of chronic diseases.

Considering the changes in demographic development and morbidity structure of
the population of highly developed countries, a gain in healthy and productive life
years will be essential in order to maintain a high economic standard. Therefore,
it will be necessary not only to improve the efficiency of health care delivery and
financing instruments, but also to increase investments in health. As the former EU
Commissioner David Byrne puts it: “Health Equals Wealth”. This strong relation-
ship led him to consider a health status indicator as a new, additional convergence
criterion for the expanded European Union [12].
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Given this background, two considerations justify the working hypothesis that
there are growth and fiscal effects of better health [13]:

An improved health status is an investment in human capital, and alongside (pri-
vate and public) capital and technical progress human capital is one of the three
factors which explain economic growth and fiscal stability. A healthier population
is more productive, and a higher functional capacity in an ageing population leads
to economically productive life years. Improvements in health and education of the
population are thus key factors in promoting growth and this also creates better
quality of life for citizens.

On this basis new markets are opening up, not only in health care itself but also in
other areas, such as wellness and fitness, nutrition, etc., through innovative medical
and health care technologies, new products, and services. These developments with
markets being in the center are leading to increasing turnover, higher revenue and
growing profits as a basis for financing other parts of the economy, including the
first health sector. In addition, new therapy professions, new study fields and new
university research areas are emerging.

As can be seen from a study sponsored by the Robert Bosch Foundation in 2007
[14], reference human capital as a blending of health and education forms one of
Germany’s most important strategic resources. Its quantity and quality decide how
the future will be mastered. Human capital is one of the most important determi-
nants of economic growth. The accumulation of human capital through investments
in health and education is crucial for the innovative capacities of a national econ-
omy. Both sectors promote the growth of the remaining sectors of the economy,
and through their own development they themselves become an essential source of
growth.

Within the union of health and education, health is a prerequisite in the service
of education. People can only use their human capital effectively if they are healthy
and alive. In its Global Development Report 2007 [15], the world bank defined
investments in human capital via health and education as the crucial prerequisite
for success in today’s competitive globalized world, whether as an individual or as
an entire economic unit. For most people, employability is the only asset which
needs to be made permanently more productive in order to sustain and continually
regenerate prosperity. This means learning to make the correct decisions in order to
stay healthy and then adhering to them throughout life. With regard to demographic
shift healthy life expectancy is gaining more and more importance.

Health and education “spending” is a term which is often used erroneously when
really “investment” is meant. Any expenditure which serves to improve effective-
ness and create future benefits may be counted as an investment. We therefore pro-
pose apportioning investment spending on health and education so that it appears in
the national accounts statistics and national budget not as a cost, but as an invest-
ment. Spending on health and education would then cease to be treated like con-
sumer spending, becoming entirely cost-effective in the year of consumption and
instead, as is customary for investments, would be amortized over several years.
This would take into account the fact that several years can elapse between an invest-
ment in health and education and the benefits to be reaped from this investment.
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Similar to the creation of satellite systems alongside the national accounts statistics,
this development should be promoted for health as a growth factor. According to the
neoclassical model by [16], increased productivity resulting from technical progress
drives on economic growth from outside the model – exogenously.

The human capital theory takes into account both microeconomics and macroe-
conomics and was initiated by the Nobel Prize winners for Economics, Schultz,
1971 [17], and Becker, 1975 [18]. This theory permits an examination of the prereq-
uisites for determining the economic viability of investments in human knowledge
and human competence, that is, in human capital. It identifies various paths leading
to the creation of human capital, for example,

• formal school education,
• professional and social educational and vocational training measures, and
• measures for maintaining and promoting health, such as prevention and health

checks.

In the 1960s the theoretical model of human capital as an endogenous driving
force behind growth was developed by Becker 1975 [18], 1993 [19] and then devel-
oped further by Mankiw et al. 1992 [20]. The high significance attributed to human
capital compared to fixed capital can be observed from a comparison between the
proportion of the gross domestic product (GDP) invested in fixed capital and in
human capital in Germany.

In 2003 the gross fixed capital formation in Germany for equipment, buildings
and other investments – real capital – amounted to €384.4 thousand million, corre-
sponding to 17.8% of the GDP. The true investment rate is much higher, however,
taking into account the spending on human capital which in the national accounts
statistics is included as consumption. This expenditure, often commonly called
“investment”, including by politicians, comprises money for education, research,
and science totalling €193.9 thousand million, money for art and culture totalling
€0.8 thousand million, and money for health excluding investments and medical
research totalling €222.1 thousand million. This means a total investment in human
capital of €416.8 thousand million or 19.3% of the GDP in 2003. Table 1 shows
the expenditure for real and human capital according to the records of the Federal
Office for Statistics in 2003 [21] (Statistisches Bundesamt).

The “investments” in human capital are thus €32 thousand million above those in
real capital. The national economic investment rate is thus 37.1% and not the mere
17.8% measured by only taking the gross fixed capital formation into account.

Expanding the concept of investment within the national accounts statistics
(SNA) was discussed by the United Nations Statistics Division prior to the last
update in 1993. Aspen [22] then presented the majority opinion of his workgroup,
according to which expenditure on research and development should also be treated
as an investment in the next SNA revision.

According to the SNA, expenditure is an investment if it serves to improve effec-
tiveness or productivity and if it creates future benefits. Expenditure on research
and development was attributed these characteristics. In the opinion of the United
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Table 1 Expenditure on real and
human capital in Germany in 2003, in
thousand million Euros

Gross domestic product (GDP) 2163.4

Fixed capital
Total gross fixed capital formation 384.4
Percentage of GDP 17.8

Human capital
Expenditure education, research,

science
193.9

Expenditure art and culture 0.8
Health-related expenditure excl.

investments and med. research
222.1

Total human capital 416.8
Percentage of GDP 19.3

Nations Statistics Division [22], expenditure on human capital has comparable char-
acteristics to that for research and development.

In order to be able to treat expenditure on human capital as an investment in the
national accounts statistics, the following problems need to be solved:

• clear criteria for the apportionment of investment spending on human capital
• the investment product must be clearly definable
• the product must be able to be evaluated in an economically reasonable manner
• the amortization rate of the product must be known.

Despite these unsolved problems, the discussion about classifying spending on
human capital as an investment will continue. The 1992 Nobel Prize winner for Eco-
nomics, Gary S. Becker [23], advocates that expenditure on education and health be
treated as investments in both the national accounts statistics and tax. Nordhaus [24]
and Cuttler [25] also advocate inclusion of health in the national accounts statistics
once the methodical problems surrounding this have been solved.

Preventive orientation of health care and consequently the exhaustion of previ-
ously unexploited health potential is another as yet unsolved task. According to the
latest literature, the key to primary prevention is the avoidance of risk factors for
chronic diseases, such as smoking, unhealthy diet, being overweight or obese, fail-
ure to take physical exercise, alcohol abuse, and addressing health determinants.
Primary prevention is aimed at reducing the probability of the onset of chronic and
other diseases. According to the latest literature, over 50% of chronic diseases can
be avoided through primary prevention of risk factors.

To date, every significant progressive step related to public health has been con-
nected to improve the determinants of health resulting in the reduction and control
of risk factors. The first significant step was the avoidance of risk factors for infec-
tious diseases in the mid-19th century, notably the observance of rules pertaining to
hygiene. The next significant step to boost public health will have to be the avoid-
ance of risk factors for chronic diseases [26–28].



102 K.-D. Henke, K. Martin

Overview of Existing Empirical Evidence

One essential reason why hardly any connection, or only a contradictory one, is
ascertainable between health-related spending and a measurable improvement in
health is that health-related spending is predominantly measured only according to
inputs and not outputs. The research question which needs to be answered is how
growth can be assigned to a specific investment health-related outlay. According to
provisional estimates by Nordhaus [24], consumptive spending on health over the
last 50 years has contributed to prosperity to the same extent as other consumptive
spending. Using the current methods of economic evaluation, we are not yet in a
position to say whether €1 spent on health has a return which may be €2, 4, or 10
higher than for that spent on other consumer needs.

The literature reporting microeconomic investigations into investments made by
firms in the health of their employees is very extensive. Numerous studies in the
USA are concerned, for example, with health productivity management (HPM). The
results of these studies draw a direct link between the health of employees and their
productivity, influencing the profit made by the company and ultimately its share
price [29]. Activities are geared toward reducing sick-leave costs and increasing
productivity by improving the general health of staff. Example publications include
Refs. [30–35].

Bloom [36] investigated whether at a macroeconomic level there is a correlation
between health and economic coefficients corresponding to that shown by microeco-
nomic studies. He estimated that an increase of 1% in the adult survival rate results
in an increase of approximately 2.8% in labor productivity. In his opinion, health
plays a larger role in the promotion of economic growth than education.

Sanso [37] examined the connection between life expectancy and growth. In his
opinion the accumulation of human capital and innovative medical techniques per-
mits individual decisions to be made not only about the quality of life, but also
about its length. The desire in ageing citizens to counteract biological deterioration
in order to maintain a high level of quality of life will in the future become a driving
economic force. Medical science and the health care economy will provide tech-
niques and products which slow down the loss of quality of life through the biolog-
ical ageing process. The state of health of future generations will thus be improved.
This will result in increasing individual performance over a longer lifetime, induc-
ing economic growth. According to Sanso [37], this growth will generate sufficient
resources to finance medical research and health-related expenditure.

Cutler [38] conducted a study to investigate the value of health-related spending
in the United States over a period of 40 years – 1960–2000. The increase in life
expectancy in the USA was compared to the costs of illness and disease. In summary
he concluded that over the entire 40-year period the cost of one additional year of
life expectancy for a newborn baby averaged $19,900. For those aged 65 years and
over, the same increase over the same period cost an average of $84,700. One of
his essential conclusions is that 70% of the reason for increased life expectancy in
newborn babies between 1960 and 2000 is the reduced mortality rate resulting from
cardiovascular diseases.
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According to [38], the current trends with regard to cost development are wor-
rying, however. Following his calculation, the cost of one additional year of life
expectancy increased dramatically in the last two decades of his investigation, espe-
cially for the older age groups. His analyses to prove an increase in life expectancy
for the over-65 s show that in the 1970s one additional year cost $46,800, whereas
by the 1990s this figure had risen to $145,000. The rate of increase for health-related
spending per year of extended life expectancy is thus significantly higher than the
rate of increase for years of age. If this trend is sustained, Cutler [38] worries that
the cost effectiveness of health-related spending for elderly citizens will decrease.

The latest publication on this topic [39] purports the view that investments in
health have a significant impact on economic development. A good state of health
in a population makes a crucial contribution to the development of human capital
and labor productivity. In the opinion of the author, competition is in a position to
increase effectiveness, but the state must assume responsibility for just financing
and access to essential health care goods. In acknowledging this responsibility, the
state could even make a point of increasing health-related expenditure.

Macroeconomics and Health

The recent Report by the WHO Commission on Macroeconomics and Health,
chaired by Professor Jeffrey Sachs [40], shows that if world leaders are serious about
reducing poverty and fostering development, they have to invest in health. And, in
its Report, the Commission showed how health investments can be managed in order
to achieve the best results.

A study of the global figures shows that three avoidable diseases; HIV/AIDS,
tuberculosis and malaria are overwhelmingly important. Maternal and child con-
ditions, reproductive ill-health, injuries, and the health consequences of tobacco,
are also global health priorities. Any serious attempt to reduce the disease burden
faced by the world’s poorest people must concentrate on all these conditions. Any
serious attempt to stimulate global economic and social development, and so to pro-
mote human security, must be successful in addressing the burdens caused by AIDS,
malaria, and TB.

Of the burden caused by the three diseases, HIV/AIDS makes up just over half,
both in terms of healthy life years lost, and mortality. Malaria and TB share the rest
on a roughly equal basis. It means that more than 90 million healthy life years are
lost to HIV each year, 40 million to malaria and nearly 36 million to TB. More than
5.5million lives are lost every year to the three diseases alone.

One of the latest documents by the Commission of the European Communities is
a Commission Staff Working Document accompanying the White Paper: Together
for Health – A Strategic Approach for the European Union 2008–2013 [41]. It aims
to be a cohesive framework document, giving clear directions for Community activ-
ities in the field of health for the coming years, in order to continue to improve and
protect health within the EU and beyond its borders. It reinforces the importance
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of health within key EC policies, such as the Lisbon Strategy for Growth and Jobs
reference, in terms of the links between health and economic prosperity, and the Cit-
izen’s Agenda, in terms of people’s right to be empowered in their health and health
care. The strategy is a cross-sectoral framework which recognizes the contribution
to health of a wide range of policy areas.

According to the White Paper, there is growing evidence that health contributes to
wealth and that investment in health contributes to long-term economic growth and
sustainability. Health policy makers have long been arguing, as mentioned already,
that “health means wealth”, and that a healthy population is necessary for economic
productivity and prosperity, not to forget that wealth, particularly in the form of
effective investment, in turn supports better health.

The strategy argues that health-related costs are considerable in the EU, but effec-
tive investment in health can lead to more efficient health care systems and Social
Security schemes, to more people avoiding illness and therefore to greater future
financial sustainability. As well as health care treatment, effective prevention pro-
grams can also substantially reduce major and chronic diseases. According to the
Commission’s White Paper there is growing evidence that increased investment in
preventive measures could counteract the expected growth in health-related costs
and expenditure. If the aged population remains active and in good health, this is
positive both for the individual and for the wider economy. If health-specific life
expectancy were to evolve, broadly speaking, in line with changes to age-specific
life expectancy, then the projected increase in spending on health due to ageing
would be halved.

In order to maximize the years of age which are healthy and to achieve healthy
ageing, it is important to promote health and to prevent disease throughout life,
including tackling health determinants such as diet, physical exercise, alcohol, drug
and tobacco consumption, environmental and socioeconomic factors. The health of
the working population is the key factor for economic sustainability. The Commu-
nity initiatives with regard to health and its impact on society support the way we
understand and approach health policy, as outlined in Chapter 1. Health itself has
become a major economic and social driving force in society, as described in great
detail by Surcke et al. [42].

An important contribution regarding the correlation between health and the econ-
omy has been made by [42]. In summary, the authors of this European Commission
study conclude that investments in health are good for a national economy for the
following reasons:

• the labor force potential becomes more productive and can generate a higher
income due to an improved state of health

• an improved state of health facilitates a longer working lifetime, a necessity for
a population which is becoming older and producing fewer children

• less sick leave is taken and early retirement becomes less prevalent
• greater investments in education pay more dividends in conjunction with an

improved state of health and a longer working lifetime, contributing to an
increase in productivity



4 Health as a Driving Economic Force 105

Ta
bl

e
2

Se
le

ct
ed

st
ud

ie
s

fr
om

SU
R

C
K

E
20

05
[4

2]
on

th
e

co
rr

el
at

io
n

be
tw

ee
n

he
al

th
an

d
th

e
na

tio
na

le
co

no
m

y

A
ut

ho
r

T
itl

e
Y

ea
r

E
nd

po
in

ts
C

on
cl

us
io

n
Pu

bl
ic

at
io

n

Su
rc

ke
M

,U
rb

an
D

T
he

ro
le

of
ca

rd
io

va
sc

ul
ar

di
se

as
e

in
ec

on
om

ic
gr

ow
th

20
05

E
co

no
m

ic
gr

ow
th

R
ed

uc
in

g
th

e
ca

rd
io

-
va

sc
ul

ar
m

or
ta

lit
y

of
th

e
la

bo
r

fo
rc

e
by

10
%

ca
us

es
ec

on
om

ic
gr

ow
th

to
ri

se
by

1%

M
im

eo
,W

H
O

E
ur

op
ea

n
O

ff
ic

e
fo

r
In

ve
st

m
en

t
fo

r
H

ea
lth

an
d

D
ev

el
op

m
en

t,
V

en
ic

e

W
ei

lD
A

cc
ou

nt
in

g
fo

r
th

e
ef

fe
ct

of
he

al
th

on
ec

on
om

ic
gr

ow
th

20
04

G
D

P
pe

r
ca

pi
ta

St
at

e
of

he
al

th
ex

pl
ai

ns
19

.1
%

of
di

ff
er

en
ce

s
in

in
co

m
e

be
tw

ee
n

w
or

ke
rs

D
ep

ar
tm

en
to

f
E

co
no

m
ic

s,
B

ro
w

n
U

ni
ve

rs
ity

,
pr

el
im

in
ar

y
B

lo
om

D
,C

an
ni

ng
D

,S
ev

ill
a

J
H

ea
lth

,w
or

ke
r

pr
od

uc
tiv

ity
an

d
ec

on
om

ic
gr

ow
th

20
02

G
D

P
pe

r
ca

pi
ta

A
1%

in
cr

ea
se

in
lif

e
ex

pe
ct

an
cy

in
cr

ea
se

s
la

bo
r

pr
od

uc
tiv

ity
by

1.
7%

Sc
ho

ol
of

Pu
bl

ic
Po

lic
y

an
d

M
an

ag
em

en
t,

C
ar

ne
gi

e
M

el
lo

n
U

ni
ve

rs
ity

,P
itt

sb
ur

gh
A

ro
ra

S
H

ea
lth

,h
um

an
pr

od
uc

tiv
ity

,
an

d
lo

ng
-t

er
m

ec
on

om
ic

gr
ow

th

20
01

G
D

P
H

ea
lth

im
pr

ov
em

en
ts

ov
er

th
e

pa
st

10
0–

12
5

ye
ar

s
in

cr
ea

se
d

ec
on

om
ic

gr
ow

th
in

10
in

du
st

ri
al

iz
ed

na
tio

ns
by

30
–4

0%

Jo
ur

na
lo

f
E

co
no

m
ic

H
is

to
ry

,V
ol

.6
1,

N
o

3,
Se

pt
.

B
ar

ro
R

H
ea

lth
an

d
ec

on
om

ic
gr

ow
th

19
96

G
D

P
pe

r
ca

pi
ta

In
cr

ea
si

ng
lif

e
ex

pe
ct

an
cy

fr
om

40
to

70
ye

ar
s

in
cr

ea
se

d
th

e
gr

ow
th

ra
te

in
10

0
co

un
tr

ie
s

by
1.

4%
p.

a.
be

tw
ee

n
19

65
an

d
19

90

PA
H

O
:P

ro
gr

am
on

pu
bl

ic
po

lic
y

an
d

he
al

th
,h

ea
lth

an
d

hu
m

an
de

ve
lo

pm
en

t
di

vi
si

on



106 K.-D. Henke, K. Martin

Table 3 Number of practising physicians per 100.000 inhabitants, based on OECD data and cal-
culations by the Federal Office of Statistics

Year Germany Netherlands Norway Poland Russia Spain Sweden Switzerland

Number per 100,000 inhabitants
1980 – 190.72 191.23 – – – 220.20 238.85
1985 – 222.15 220.98 196.76 387.09 – 262.10 273.04
1990 299.57 250.55 248.90 214.18 407.04 – 259.17 298.41
1995 306.53 – 295.26 231.74 385.91 247.39 285.62 316.38
2000 326.04 319.34 292.15 220.02 421.27 316.38 307.34 350.99
2001 330.70 327.82 290.29 224.13 420.37 307.53 283.53 351.41
2002 333.61 338.25 330.49 230.35 425.88 290.94 315.90 355.83
2003 336.75 348.47 338.26 229.39 424.56 322.11 317.95 371.55
2004 339.05 360.37 348.29 224.26 422.09 – 324.57 375.42
2005 340.20 371.30 368.29 . 424.63 – – 389.56

• an improved state of health increases healthy-life expectancy and requires a
higher savings rate, e.g. as provision for old age, thus generating the means for a
higher rate of investment.

Surcke [42] examined 65 studies about health in all its various guises and their
impact on the economy. Table 2 lists five of these studies in summary.

The 65 studies, performed using a wide range of analytical methods, are all in
agreement with the latest literature, stating that the health of a population is the
determining factor for personal income and economic growth.

Expanding Understanding of Health: The First and the Second
Sector for Health Care and for Health

The health care sector has developed to become the health care economy. Alongside
the recording of health-related spending, this sector of the economy is interesting
from an economic and political point of view for its value added and its impact on
employment. In contrast to other branches of industry and sectors of the economy,
the significance of the health care economy for the national economy has yet to
be grasped. Firstly, there is no generally acknowledged split up of the health care
economy within the national accounts statistics, the health care expenditure calcula-
tions and the health care staff calculations. This situation also leads to very different
prognoses regarding the development of the health care economy.

With a qualitative segregation, a first area usually focuses on prevention and the
promotion of healthy living, curative treatment including care with therapies and
medicines, rehabilitation, nursing care and palliative medicine. As well as human
medicine, this area also includes dental medicine, which is treated very differently in
different countries as far as the remuneration of services is concerned, for example,
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Switzerland, New Zealand, and Australia on the one hand, and France, Germany,
and the Netherlands on the other. Finally, this area can also include sick pay for
employees. A first market for health care covers this core area, that is, the health care
sector with all its establishments and providers and remunerable services covered by
the health insurance companies or a public health service. It also includes all types
of extra payments, surgery fees, or excess payable in times of convalescence.

A second market for health covers an extended range of health-related services
and goods which are not included in the first market and which are not covered by
private or statutory health insurance or by a public health service. A more detailed
segregation can be made according to product, service, and business-related charac-
teristics. This area also includes “over-the-counter” purchases in chemists or med-
ical supply shops. To date there is no uniform segregation between the two areas,
that is, one agreed upon across Europe

Additional criteria for segregation can be deduced from the health benefits to
be gained from goods and services or from the motivation to buy health-related
services and the demand for health-related goods. Finally, expenditure for training,
research and development must be included, each represented proportionally in one
of the two markets. A division used in the German literature employs the following
classes [43].

• wholesalers, specialists, and retailers,
• pharmaceuticals industry, health trade professions, medical technology, biotech-

nology, and gene technology,
• public administration, health insurance, education, business services, organiza-

tion of the health care economy, research, and development, as well as
• sport, leisure, wellness, tourism, nutrition, and lifestyle.

Even with this division, a subdivision is necessary if the parts belonging to the
health care economy are to be clarified.

In a study by Roland Berger, the authors assume that fitness, wellness, func-
tional food, organic foodstuffs, and health tourism all belong to the second market
for health care, albeit to different extents [44]. Finally, the international System of
Health Accounts also includes services which are relevant to health but only indi-
rectly linked with it, for example, “meals on wheels”.

This variety of approaches demonstrates the difficulties involved in agreeing
upon a segregation, and the growing significance of regional health care economy
also throws up questions regarding a regional segregation of the markets, with their
value added and impact on employment [45].

Last but not least, segregation is made even more difficult by the fact that, in the
field of public health, the relevance of health is increasingly being signalized in all
areas of life, for example, at nursery school, at school, at home, and at sport. [46].

In addition to qualitative segregation, questions also arise pertaining to a quan-
titative evaluation of various subdivisions within the health care sector. For exam-
ple, expenditure can be divided up according to the occasioners of expenditure and
how they are financed, functionally according to types of service and institutionally
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Strictly healthcare services

Extended area of healthrelated services

Health specific intermediate goods and
services
Non-health-specific intermediate goods
and services and real investments

Business to Consumers (B2C)

Fig. 1 Different areas of the health care sector

according to types of establishment. Manpower calculations for the health care sec-
tor are also determined by the type of segregation chosen. In this field the workforce
in Germany, for example, fluctuates between 4.3 and 4.9 million employees [47].

Against this background of segregating the two markets in different possible
ways, evaluations of the impact of employment and the value added also differ for
the health care sector.

In one strategy the following proposal has been made for segregating the various
areas [48]:

• a core area of strictly health care services, restricted to services covered by health
insurance (Bismarck System) or a public health service (Beveridge System)

• an extended area of health-related services covering not only services which are
paid for privately, but also expenditure on health-related training and research

• an area of health-specific intermediate goods and services, to include many med-
ical products and characterized by the fact that they are not intended for the end
user (business to consumer), but for other manufacturers (business to business)

• a fourth area covering intermediate goods and services in the health care sector
not specific to health, e.g. facility management in hospitals, canteen services,
laundry services or new building works.

To summarize, the following overview (Fig. 1) illustrates the different areas of
the health care sector subject to observation:

Labor Market Implications

In the discussion about segregating the different markets for health care, we men-
tioned not only expenditure, value added and the impact on employment, but also
health care employees. According to the calculations of the Federal Office of
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Statistics, in 2004, 10.6% of all employees in Germany were working in the health
care sector. Health care employees can be divided up into professions, establish-
ments, and type of employment.

In addition, we can compare the number of practising physicians per 100,000
inhabitants, based on OECD data and calculations by the Federal Office of Statistics.

It should be noted that this comparison ignores important features such as the
age structure or morbidity of the individual populations, as well as the age structure
or employment structure (number of full-time, part-time, and marginally employed)
of the practising physicians. As far as new professions in health care is concerned,
there are some important developments not shown in the statistics above [49].

In addition to the two financial advantages for the first health care market result-
ing from the expanding second market (see above), other desirable effects are also
emerging in the light of the demographic development and the many technological
innovations. The older population, in many countries not suffering from poverty,
is demanding new products and services in connection with sickness and health,
and with this increasing demand for health-related services numerous changes are
occurring in the many labor markets within the health care sector.

New vocational training and professional opportunities are changing qualifica-
tion requirements and existing job descriptions, for example, in nursing, nutritional
expertise, management and information technology, or medical engineering. The
physician’s assistant, the study nurse, the nurse practitioner, the surgical-technical
assistant, the orthoptist, the tele-nurse, and the patient scout are all new occupations,
some of which require academic training. These positions all serve to guide patients,
their families and insured parties more easily through the highly complex health care
system, with its still predominantly sectoral services and their fragmented financing
and intransparent remuneration. Linked to this change there are also new areas of
work in research and development.

The staff-intensive health care field is, therefore, also a growth industry, with the
expansion of existing employment opportunities and the development of new job
descriptions [50]. Bearing this in mind, public discussion about the so-called cost
explosion and the linked nonwage labor costs needs to be reassessed (see above).
The latter can be reduced through new financing options, but even an increase in
health care expenditure financed by wages and salaries has a stronger multiplicative
effect on growth than rising pension-related expenditure [51].

We have already addressed the impact of the second sector for health care on
professions within the health care sector. One peculiarity consists in the fact that
these new job descriptions cannot usually be obviously assigned to one market or the
other. Ambulatory nursing services are also individually available, independently of
nursing care and health insurance stipulations, and physiotherapists, as well as other
service providers, are happy to do business with patients directly.

Aside from these examples of a financing mix for health care services combining
insurance cover and private payments, and thus of a financing of services from dif-
ferent sources, the labor market will experience further innovations. In the light of
the current demographic development, the rise in chronic diseases and the increas-
ing support required by the elderly in this context will lead to increased health care
expenditure. This concerns not only the health care services traditionally covered by
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statutory health and nursing care insurance, but also the help required in later life,
and thus new services. More and more people are living alone and require support
at home in order to continue to do so, and in this field the abovementioned and other
job descriptions will undergo a dynamic development.

A stronger inclusion of nonmedical health care professions within the health care
sector means that increasing importance will be attached to staff qualifications. In
the field of wellness, for example, it is becoming increasingly difficult for con-
sumers to differentiate between serious providers and less good services. It should
be emphasized that there is a real need for quality assurance through well-trained
staff, especially in conjunction with the care of older and geriatric patients – for
example, with degenerative diseases. For this increasingly significant target group,
dubious, and unqualified providers of health-related services can even represent a
danger to health.

Structures within the vocational training system need to take these developments
on board flexibly and quickly. This also concerns a redistribution of tasks within
a professional world which is changing through telecommunication, the alleviation
of manual tasks through technical intervention, as well as work in new teams [52].
The telemedical care of patients with chronic cardiac insufficiency, and joint data
documentation are also part of this new development, as well as a new orientation
of nonmedical fields such as speech therapy, physiotherapy, hospital logistics, or
nursing science in general. Freelancing must also be possible. Last but not least, the
Internet has meant profound changes to the all-important patient–physician rela-
tionship [53]. This development shows that the impact of the second market for
health care will mean changes in job distribution, as well as a specialization of the
services provided and their quality assurance. In the light of this foreseeable devel-
opment it would be desirable to have everyone working with and not against one
another.

On the Growth-Related Effects of Health Promotion

A good health economics scenario analysis of the potential economic impact of
prevention is the report by Wanless [54, 55]. The author was requested by the Chan-
cellor of the Exchequer to investigate the long-term trends which could shape the
British health care system (National Health Service, NHS) in the next 20 years. His
strategy was that health care would gain such economic significance as to become a
dynamic force not only responsible for producing a healthy population and a healthy
workforce, but also promoting employment and national prosperity in its own right.
Prevention and a healthy lifestyle would both play major roles. Three different
strategic scenarios were selected to demonstrate cost development between 2002
and 2023.

Scenario 1: Solid progress. People become more engaged in relation to their
health: life expectancy rises considerably, health status improves and people have
confidence in the primary care system and use it more appropriately. The health
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service is responsive with high rates of technology uptake and a more efficient use
of resources.

Scenario 2: Slow uptake. There is no change in the level of public engagement:
life expectancy rises by the lowest amount in all three scenarios and the health status
of the population is constant or deteriorates. The health service is relatively unre-
sponsive with low rates of technology uptake and low productivity.

Scenario 3: Fully engaged. Levels of public engagement in relation to their
health are high: life expectancy increases go beyond current forecasts, health status
improves dramatically and people are confident in the health system and demand
high-quality care. The health service is responsive with high rates of technology
uptake, particularly in relation to disease prevention. Use of resources is more
efficient.

Table 4 shows expenditure on health care in Britain (National Health Service,
NHS) relative to GDP for the period 2002 to 2023 according to the three scenarios
proposed by Wanless [55].

As is the case with all scenario analyses, the results are sensitive to the assump-
tions upon which they are based. In the “Solid progress” scenario, health-related
expenditure relative to GDP rises to 11.1% by 2023. Should, however, the increase
in productivity within the health care sector fall just 1% short of that assumed in
the scenario, with all other factors remaining the same, expenditure relative to GDP
would increase to 13.1%. Vice versa, a 1% improvement in productivity compared
to the assumed level in 2023, with all other factors remaining the same, would mean
a lower expenditure relative to GDP of 9.4%. This finding underlines the necessity
of health care reforms in order to achieve desired targets.

The scenario “Fully engaged” is the least expensive and yet boasts better results
than the other two scenarios, not least because of its preventive orientation. Accord-
ing to Wanless [55], the state of the population’s health would improve by consider-
ably reducing major risk factors such as smoking, obesity, poor diet, and insufficient
physical exercise. The percentage of smokers would then be close to that found
in California today. Following the assumptions of the scenario “Fully engaged”,
this reduction in risk factors would be at its greatest where they are currently to
be found most often, namely in the parts of the population with the lowest social
standing.

In addition to considerably reducing major risk factors, the scenario “Fully
engaged” aims to develop from a “system of sickcare” into a “system of health

Table 4 Expenditure on health care in Britain relative to GDP (in %) in three different scenarios
set out in the Wanless Report

Scenario 2002 2007–2008 2012–2013 2017–2018 2022–2023

Solid progress 7.7 9.4 10.5 10.9 11.1
Slow uptake 7.7 9.5 11.0 11.9 12.5
Fully engaged 7.7 9.4 10.3 10.6 10.6
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care”, in which healthy people can remain fit and those with chronic diseases can
remain as active as possible. The lower expenditure resulting from this optimistic
scenario compared to the other two is explained as follows.

Spending increases as the result of a growing population with a higher life
expectancy making more use of outpatient treatment for preventive care and coun-
selling purposes. This is counteracted by savings, estimated to be greater than the
increase in spending, chiefly resulting from a reduction in the prevalence of geriatric
diseases and an improvement to the general state of health in the population through
prevention. Expenditure in scenario 3 “Fully engaged” is £30 thousand million or
approximately 20% lower for 2023 than in scenario 2 “Slow uptake”.

For the growth potential of a national economy, development of the labor force
potential, as well as the workers activated from this potential in order to generate
the GDP, are more important than the overall development of the population [56].

The reality in the German labor market is that the average working life ends
aged 60. Few workers today reach the legally stipulated retirement age of 65 years,
which is why the average for both men and women is around 60 years. On
01.02.2006 a new law was passed to raise the retirement age to 67 years by 2029.
It will be raised in gradual steps, starting in 2012. However, the labor force which
is currently actually available has a prevailing age range of 20–60 years and dis-
regards the official retirement age of 65, not to mention that of 67 envisaged
for 2029.

This leads researchers to question how prevention-orientated health care could
succeed in raising the real age limit of the labor force potential from its current
60 years to a possible 70 years by 2050. This extension of employment age to
70 years was recommended, for example, by the German Institute for Economic
Research in 2005 [57].

Table 5 assumes for its minimum and maximum variants in its 2002 line that
the actual age limit remains the same between 2002 and 2050, even if a higher
retirement age is stipulated by law (20–65, 20–70).

Table 5 Development from 2002 to 2050 of the labor force potential aged 20–60, 20–65, 20–70
years based on 1000 persons and in accordance with two variants by the Federal Office of Statistics
2006 [58] compared to Basis 2002

20–60 20–65 20–70

Variant 1: minimum variant – potential labor force by age group
2002 45,354 45,354 45,354
2050 29,901 34,834 39,468
Difference –15,453 –10,520 –5886
Variant 2: maximum variant – potential labor force by age group
2002 45,354 45,354 45,354
2050 35,240 40,540 45,466
Difference –10,114 –4814 112
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The column differences for the minimum and maximum variants show how the
labor force potential would develop by 2050, compared to the baseline year 2002,
simply by changing its age range from 20–60 years to 20–65 years to 20–70 years.

In the scenario with the minimum variant the labor force potential in the column
20–60 drops 15.5 million persons by 2050.

Increasing the actual age range to 20–65 years would reduce the labor force
potential by 10.5 million persons, and a range of 20–70 years would reduce it by
just 5.9 million.

The maximum variant also assumes in its 2002 line that the actual age limit
remains the same between 2002 and 2050, even if a higher retirement age is stipu-
lated (20–65, 20–70). In this scenario the labor force potential in the column 20–60
years drops 10.1 million persons by 2050.

Increasing the actual age range to 20–65 years would reduce the labor force
potential by just 4.8 million persons and increasing it to 20–70 years would even
induce a slight increase of 0.112 million.

Comparing the minimum and maximum variants with the different age limits,
the most favorable variant – accepting the assumptions of the Federal Office of
Statistics – turns out to be the combination of a real age range of 20–70 years with
the maximum variant for population development until 2050. The assumptions of
the Federal Office of Statistics comprise a slight increase in the birth rate from 1.4
to 1.6 children per woman capable of child-bearing, a high life expectancy and a
net migration of 200,000 persons per annum. Accordingly, in 2050 the labor force
potential would still have approximately the same level it had in 2002, despite an
overall reduction in the population.

Raising the retirement age by law is not in itself enough to achieve a signifi-
cant increase in labor force potential. Without improving the state of health of the
population, raising the retirement age will primarily induce pension cuts. The labor
force potential consists only of the population at employable age, for example, 20–
70 years, and contains the subset of workers generating the income for nonworkers
throughout the population and across all age groups.

The process by which the labor force potential is rendered capable of generating
the GDP is influenced by many factors, of which health is only one. According to
SIDDAL 2007, the reasons given for early retirement by 55–64 year olds in 15 EU
states were health-related in up to 25% of cases. In Germany the percentage is 22.9.

According to the report Gesundheit in Deutschland (Health in Germany) [59],
chronic diseases are the most frequent cause of early retirement and include skeletal,
muscular, and connective tissue disorders; circulatory disorders; psychiatric disor-
ders; and carcinogenic diseases. Together these four disease groups were the cause
of early retirement in 78% of women and 75% of men in 2003.

The, Director of the Office of Behavioral and Social Sciences Research of the
National Institutes of Health in the USA [60], ascertained the following in celebra-
tion of the 10th anniversary of his Office on 15th June 2006: approximately 70% of
our state of health is attributable to individual, group and social behavior, represent-
ing social determinants.
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It would exceed the scope of this chapter to provide a model calculation for how
an actual raising of the retirement age and a prevention-orientated health care sys-
tem, achieved through investments in human capital and a realization of the assump-
tions for increasing labor productivity by 2050, could affect economic growth and
the financing of income and social services. Future investigations into the economic
impact of a higher value added potential through investments in human capital
should address the following theories, to name but a few:

• The Social Security contribution rates are increasing more slowly than previously
assumed or not at all since the growing expenditure predicted as a result of demo-
graphic change and medical progress can be financed by the national insurance
systems at no extra cost through constant deductions from higher income.

• With the labor force potential weakened by demographic change, the high stake
held in world trade by Germany and the EU can still be maintained if labor
productivity is considerably increased.

• Because of the high investments in human capital necessary to safeguard a high
value added potential, if the labor force potential is continually to reproduce it
must have at its disposal an income which only a highly productive, high-wage
economy can finance. A high value added potential cannot be guaranteed with
low wage levels in the long term.

In order to assert itself, a national strategy for growth and jobs requires human
capital which is equal in quality to the human capital of its competitors, or better
still superior. This can only be realized by investing in human capital as the union of
health and education. Once achieved, this then generates a good basis for adopting
policies to create a highly productive, high-wage economy.
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46. Stähl, T., et al., Health in All Policies – Prospects and Potentials, Finnish Ministry of Social

Affairs and Health, 2006.
47. Federal Office of Statistics (2006) Gesundheit – Ausgaben, Krankheitskosten und Personal

2004, pp. 41, and the study Entwicklungspotentiale der Gesundheitswirtschaft in Niedersach-
sen (2003) BASYS, NIW, pp. 119.

48. Roland Berger Strategy Consultants, Berlin University of Technology (Financial Science and
Healthcare Economics), BASYS GmbH, Erstellung eines Satellitenkontos für die Gesund-
heitswirtschaft in Deutschland, Forschungsangebot, Berlin 2008, pp. 15.

49. The following section is based on parts of a published text. Henke, K.-D., Neue Berufe im
zweiten Gesundheitsmarkt, in Public Health Forum, in press.

50. Henke, K.-D., Cobbers, B., Georgi, A., Schreyögg, J., Die Berliner Gesundheitswirtschaft –
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Berlin′s Health care Market as a Driving Economic Force:
A Regional Case Study

Abstract

Berlin′s health care economy is a continually growing market with potentials which
are increasingly attracting attention. The following is an endeavor to demonstrate
the significance of Berlin′s health care market as a branch of industry, using quan-
titative parameters. Trends and structural changes over the last few years are par-
ticularly visible in the development of turnover and employment. The prospects for
growth and employment in Berlin′s health care economy become especially clear in
a comparison with other branches of industry. Against this background it is impor-
tant that Berlin be expanded as a centre of science, industry and medical care1.

Turnover and Gross Value Added of Berlin′s Health care Market

A market analysis of Berlin as a health care region requires not only an analy-
sis of the demand for health-related services, but also an examination of its sup-
ply structures. The baseline economic situation can be characterized using two
coefficients – turnover and gross value added. The overall turnover of Berlin′s health
care market is the sum of the turnover of all its submarkets. In 2004 this was approx-
imately €14.1 thousand million, 19.8% higher than the turnover in 2000, totalling
€11.8 thousand million. The supply side results from a division of Berlin′s health
care economy into seven different submarkets, each with its respective turnover (cf.
Fig. 1). A clear observation is that industry, i.e. the medical technology industry and
the pharmaceuticals industry, is responsible for more than half the growth, followed
by the hospitals, retail and trade, as well as ambulatory care. Figure 1 also shows
the turnover development of the individual submarkets compared to 2000.

In addition to turnover, a second output compilation coefficient describing the
performance of a national economy is gross value added. If the intermediate goods
and services which occur in the creation of products and services are deducted from
the overall turnover, the result is the gross value added and thus the contribution of
a branch of industry to the gross national income of an individual economy. How-
ever, the concessions are difficult to quantify due to their intersectoral and intrasec-
toral overlap. Because of this, in 1996 the Committee of Experts for the Concerted
Action in Healthcare assumed a 40% deduction when evaluating gross value added
for the German health care market [1, 2]. Following the assumption that the produc-
tion structure with regard to production levels and concessions across the whole of

1This case study has already been published in German. See Georgi, A., Henke, K.-D., Die Berliner
Gesundheitswirtschaft: Zahlen, Daten, Fakten, Strategien, in: Gesundheitsstadt Berlin e.V:, ed.,
Handbuch Gesundheitswirtschaft, Kompetenzen und Perspektiven der Hauptstadtregion, Berlin
2007, pp. 498–503. An earlier version in English was published in 2004 [11]. A similar regional
study was conducted by Neubauer, G., Lewis, P. for Munich [13].
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heitswirtschaft – Perspektiven für Wachstum und Beschäftigung, 2nd edition, Berlin 2006, p. 95

Germany cannot be so different from that in Berlin, this figure can be transferred for
our purposes. For 2004 this means an estimated gross value added of approximately
€8.5 thousand million for Berlin′s health care economy. This in turn corresponds to
11.6% of the gross value added for all areas of Berlin′s economy in the same year. In
comparison, health care across the whole of Germany is only responsible for approx-
imately 4–5% of gross value added [1–3]. In view of the higher density of health care
establishments in urban regions, the figure evaluated for Berlin comes as no surprise;
indeed, it illuminates the considerable importance of the health care market in Berlin.

The growth of the health care market reflects a shift in consumer preferences,
with the increased use of health-related services frequently corresponding to an
increased need for services [12]. It should not be ignored, however, that the effect on
demand of altered preferences for health-related services is probably very distorted
due to tight regulation. A growing health care market strengthens the growth of a
society and should therefore be regarded as positive, as long as the rising nonwage
labor costs resulting from increasing health insurance premiums do not represent a
regional disadvantage.

Health-Related Spending in the Capital

The increase in health-related spending means a wealth of new jobs in related areas.
This trend is also noticeable in Berlin (cf. section ‘Employment potential in the
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Berlin region’). The exact expenditure for health care in the capital has not been
explicitly identified, however. The figure can be estimated by taking into consid-
eration the calculation made by the Federal Office of Statistics for health-related
spending in 2003, whereby the statutory and private health insurance companies
were together responsible for 65.4% of national health care expenditure in Germany
[4]. Taking the expenditure of the statutory and private health insurance companies
in Berlin as a basis, namely €5.1 thousand million, and assuming that this sum rep-
resents 65.4% of Berlin′s health-related spending, it follows that total expenditure
would be €7.9 thousand million. This means that, in total, an estimated €7.9 thou-
sand million is spent in Berlin by the various occasioners of health-related expendi-
ture on services, premiums and other payments.

In 2004, Berlin′s gross domestic product was €77.9 thousand million, approx-
imately 10.1% of which was health-related expenditure [5]. Compared with the
national average for health of 10.6% in 2004, Berlin′s spending in this area would
be slightly less according to this estimate. Taken alongside the comparatively high
value added percentage for the health care economy on the supply side, this indi-
cates a relatively high external demand (national and international).

Employment Potential in the Berlin Region

Employment in Germany′s national economy is influenced by the health care
economy in three different ways. By providing health-related services, this sector
improves human capital and thus helps to increase productivity [1, 6]. Since in the
German health care system employers participate in premium payments through
their employers′ contribution and thus also in the financing of the statutory health
insurance system, its development therefore also affects the level of nonwage labor
costs. Finally, a large proportion of employees paying national insurance work in the
health care sector. For 2004 the Federal Office of Statistics calculated 4.2 million
employees in health-related areas (health care workers and their jobs). In Germany
one in nine persons in active employment works in the health care sector.

The picture in Berlin is slightly different. Data from 2004 show approximately
180,000 persons employed in health-related areas, corresponding to 11.7% of the
population, or one in eight persons in the capital in active employment [7]. Whereas
in Germany approximately 67% of the actively employed work in service occupa-
tions, in Berlin the figure for this sector is 84.6%. Since the health care market
can predominantly be characterized as a service market, these figures illustrate
the importance of the health care market for Berlin′s labor market (cf. Fig. 2).
The ambulatory field in particular, including dental surgeries, psychotherapists,
ergotherapists, speech therapists, homeopathic practitioners, etc., is the most promi-
nent employer in Berlin′s health care market, totalling 52,281 employees. The
hospitals come in second, with 39,792 employees, and outpatient and in-patient
nursing homes and services employ a total of 29,791 persons. It should be noted
here that many citizens within Berlin′s health care economy work on a voluntary



4 Health as a Driving Economic Force 121

155,588 

24,189 

Manufacturing
industry (other)
205,811 

Agriculture and forestry
6,400 

Other services 
1,141,512 

Manufacturing industry 
(health-related)

Healthcare 

Healthcare economy: 179,777 (11.7 %)

Total number of actively employed:  1,533,500

Fig. 2 Active employment in the different sectors of the Berlin labor market in 2004, own
calculation
Source: Henke K-D, Cobbers B, Georgi A, Schreyögg J (2006), Die Berliner Gesund-
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basis, for example, in hospices. A lack of data means that they cannot be quantita-
tively accounted for, however (cf. Fig. 3).

Monitoring Growth and Employment in Berlin

Following this analysis of turnover and employment, the two coefficients can now
be represented in context using monitoring techniques. This presupposes that suf-
ficient data from different points in time are available in order to demonstrate a
potential trend. In Fig. 4 one point represents a submarket for a particular year with
the coordinates turnover and employment.

Worthy of notice is the pronounced horizontal development of the pharmaceuti-
cals industry in Berlin. The employment rate in this submarket has hardly changed
at all since 1995, and yet the turnover has more than doubled. Similar developments
can be seen for the pharmacies. A different trend can be observed for in-patient
nursing care. Here the development is vertical, that is, employment increased while
the turnover remained more or less the same. In contrast, outpatient care experi-
enced remarkable movements in both employment and turnover between 1997 and
2004. The analysis of growth and turnover in Berlin′s health care economy is a good
instrument for visualizing trends (cf. Fig. 4).

Berlin – An Expanding Health Care Metropolis

Progress in medical technology, coupled with our demographic development, will
lead to an increased requirement for personnel, especially in nursing care and out-
patient medical care [7, 8]. The high density of science and vocational training,
industry, and hospitals in Berlin additionally provides favorable regional conditions.
Centres of competence and care networks are developing. Berlin′s health care econ-
omy as a staff-intensive branch of the services industry is very high-tech, boasting
a thriving pharmaceuticals industry, medical technology, biotechnology, and gene
technology, as well as research into medical care, information technology, consult-
ing, and software services.

Complementing the ”Healthcare Region Berlin-Brandenburg” master plan, the
conclusions and recommendations drawn from the study ”Berlin′s Healthcare Econ-
omy” and the comparable study for Brandenburg should support political decision
making in the future [7, 9]. Among other things, this would also mean access to
an analysis of strengths and weaknesses or a comparison of regional advantages
and disadvantages for potential providers, which would make it easier to draw up
concepts for developing Berlin′s health care market further.

For example, health care technologies could be marketed internationally with the
label ”Made in Berlin” [7, 10]. Health care brand names will become increasingly
important in Germany. Sustained growth is, however, only possible if an intelli-
gent political framework can be put into place. With regard to regional competition,
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ög

g
J

(2
00

6)
,

D
ie

B
er

lin
er

G
es

un
dh

ei
ts

w
ir

ts
ch

af
t

–
Pe

rs
pe

kt
iv

en
fü
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national powers should distance themselves even more from the provision of health
care services: what is needed right now is more market and a strong state. The state
needs to enforce the economic rules of play, but should then refrain from interfering
in the game.
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Chapter 5
Integrating Health in All Policies at the Local
Level: Using Network Governance to Create
‘Virtual Reorganization by Design’

Morton Warner and Nicholas Gould

Abstract The thesis of this chapter is that the Health in All Policy innovation
process is only complete when national intentions have linked up with, and made a
change to, ‘practice’ at the local level. Much is known about the way bureaucratic
hierarchies attempt, but often fail, to make this happen, but much less so in relation
to networks. For the latter, evidence is presented showing their superiority when
policies are complex, requiring cross organizational action, and when the potential
effort directed to their achievement is fragmented.

In the case of HiAP both situations apply. However, in the dialog between 26 of
32 countries meeting in Finland in 2006 to consider obstacles and driving forces in
relation to HiAP, it is remarkable that no consideration is given to the possibility
that the very nature of organizations, and what they represent to those who work
in them, might be a root cause of the many years of relative failure to bring about
multisectoral, interorganizational action.

Directed specifically toward improvement of interorganizational relationships,
the chapter focuses on arrangements that can be put in place to overcome barriers
to integrative action. These may be structural, procedural, financial, professional, or
relate to status and legitimacy.

Ultimately, the aim is to achieve virtual reorganization, with the design of bring-
ing together interorganizational effort to achieve health and social gain targets. This
is Policy Innovation Number 1.

The journey to this end involves an understanding of what will:

• bring a diverse range of organizations to the table to form networks – using
resources better, gaining wider skills, sharing risk and uncertainty, adaptive effi-
ciencies, and legal or regulatory demands, and

• the crucial elements involved in network development if success is to be
assured – the right choice of network type, relating to complexity of the
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problem, the specialist knowledge required, size, etc; an understanding of the
organizational cultures of members; communication arrangements; and good
governance.

This is Policy Innovation Number 2.
The chapter also introduces the ‘neutral white space’ concept – a zone between

participating organizations where they can meet in an unfettered, less guarded way.
Coordination of activity is key; and a particular role is described which involves
‘attracting’, ‘guiding,’ and brokering white space and virtual reorganizations’ activ-
ities, that is working with networks in the space and assisting in mainstreaming the
results of their creative thinking. This is Policy Innovation Number 3.

The evidential base which enabled the above approach to be developed was tested
in an extensive 4-year action research project in South Wales, UK. This is reported
here in case study form as a self-standing item at the end of the chapter. Policies
which might provide a better quality of life and health for older people were devel-
oped through coordinated networks concerned with crime, transport, income and
medication, and implemented by the partner organizations working in a virtually
reorganized way.

Introduction

The thesis of this chapter is that the policy innovation process is only complete
when high-level intentions have linked up with, and made a change to, ‘practice’.
The consequence, desirably, is improvement for the people, or of the situation, at
which the policy is directed. This process we refer to as ‘policy connect’. For this to
happen not only must linkages be engineered vertically – and from ‘bottom-up’ as
much as ‘top-down’ – but also horizontally, especially at the local level.

It is this horizontal axis which represents the crucial territory where new thinking
is required which will recognize and aim to overcome the inertia and hostility
often found within and between organizations which retards development. Use-
fully, Gareth Morgan [1], in his imaginative language of mental constraint, uses
the expression ‘psychic prisons’, and suggests that members of organizations, and
the actions they pursue, are constantly trapped by memories of the real or believed
history.

Policy innovation, in the guise of calls for multisectoral action, is represented by
the HiAP of the Council of the European Union [2]; and below is a summary of their
considerations, and an invitation to the European Commission and Member States
to act. What can be noted is that neither the preparatory meeting which preceded the
Council’s conclusions held in Finland [3], nor the conclusions themselves draw suf-
ficient attention to the dynamics of interorganizational cooperation; but the former
does have many other useful comments on the implementation of HiAP and these,
too, are summarized below.

The second part of this chapter reviews the evidence on how in the practice
of HiAP the interorganizational problems of multisectoral action might be over-
come. This focuses on the use of well governed networks which operate in ‘neutral’
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territory as a means of carrying forward the agenda at local level. The total span,
from network activity directed at responding creatively to health targets, to the for-
mation of virtual organizations charged with implementation, is referred to here as
‘virtual reorganization by design’ (VRD).

The third segment deals with the subject of ‘coordination’ and the role of coor-
dinators, particularly as they are required to colonize the neutral territory, to cross
organizational boundaries, and to broker action within the mainstream operations of
participating bodies.

In the final section, an HiAP case study is presented – Project CHAIN (Com-
munity Health Alliances through Integrated Networks) – to illustrate how network
theory was moved into practice and tested out in an action research programme
activity in Wales, where the focus was on the broad-ranging needs of the elderly.

Health in All Policies

Both the WHO European Office in 1984 [4] and the Council of the European Union
in 1991 [5] have put forward approaches committing their organizations to pursue
multisectoral health policies. So, too, they have taken a concerted view that good
health is influenced both by the actions of individuals and those of organizations.

In Health in All Policies in 2006 [3], the Union noted a range of health problems
about which they had expressed concern between 2001 and 2006: alcohol-related
harms (2001); stress and depression (2001); obesity (2001); healthy lifestyles – edu-
cation, information, and communication (2003); alcohol and young people (2004);
obesity, nutrition, and physical activity (2005); promotion of healthy lifestyles
and prevention of Type 2 diabetes (2006); and women’s health (2006). All, they
observed, require a mixture of individual and multisectoral action if progress is to
be made. And, they stressed that good health will be largely determined by matters
beyond the purview of health care services.

Specifically, they welcomed (and endorsed, through invitation to Member States
and the Commission to act) the thinking which came from a preparatory conference
on Health in All Policies held in Kuopio, Finland, in September 2006, and which
said:-

• Give greater consideration to health impacts in decision-making across
policy sectors at different levels.

• Many policies with overlapping health objectives would benefit from inter-
sectoral collaboration with common objectives.

• Public health and healthcare institutions and health professionals should
act as advocates and experts for intersectoral work [6].

While there were other observations and actions proposed, those listed above are
of the greatest relevance to the tasks set out for this chapter.

Of note, though, in a working paper [3] published from the conference a number
of obstacles and driving forces for intersectoral action were identified following
policy dialogs between 26 of the 32 countries participating.
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Obstacles

Workload; inconsistencies between health and other sectors’ objectives; health not
having a very high priority in other sectors; the perception that only the Ministry
of Health is responsible for health; and lack of evidence of what works and what
does not.

Driving Forces

Incidental events (for example, in one country an accident initiated the alcohol
strategy process); strong political leadership; scientific evidence; the presence of
the theme on the EU agenda; shared values of health and well-being; awareness of
health problems; public support; and personal contacts.

The content of these lists is, in most ways unremarkable, except that neither
includes any consideration of the possibility that the very nature of organizations,
and what they represent for those who work in them, might be a potential root cause
of the many years of difficulty in bringing about multi-organizational, multisectoral
coordinated action.

But, elsewhere in the same working paper, some explanation of the participants’
thinking about the implementation and mechanisms that are supportive of coopera-
tion is provided:

• Horizontal public health committees
• Formal consultations on, for example, legislation
• Ad hoc committees on specific initiatives
• Intersectoral policies and programmes
• Public health reporting (with the cooperation of other sectors)
• Formal communication between sectors (for example, bilateral meetings of per-

manent secretaries)
• EU coordination
• Health Impact Assessment
• Informal contacts

This list is heavily inclined toward action at national levels of policy; but else-
where Ritsatakis and Järvisalo [7] give examples which range from local to interna-
tional. Certainly in the ‘local’ HiAP case study with which this chapter concludes
there are vestiges of a number of the mechanisms listed, although placed this time
in the overall conceptual framework of ‘virtual reorganization by design’.

Health in All Policies and the Determinants of Health – From
Dahlgren and Whitehead to Modern Sweden

Dahlgren and Whitehead [8] as part of their work for the WHO European Office’s,
Health for All Programme, proposed the now famous sunrise diagram. Its naı̈ve
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Fig. 1 The determinants of health
Source [8]

simplicity is worth repeating here (Fig. 1). But it is the underlying ramifications –
the linking of political, economic, social, and biological components – which, for
some time, made it difficult for the WHO to accept and embrace. Also, for us, start-
ing with the ‘what’ of determinants is a far cry from addressing the essential of the
arrangements that would require multisectoral and interorganizational cooperation –
the ‘how’ – if the necessary synergies were to be achieved.

Twenty years later it is instructive to see what, if any, progress has been made in
this regard. One example is Sweden’s new public health strategy, published in 2003
[9], which is summarized by its objectives set out in Box 1. The first six are related
to structural factors, the sort of things which can be molded by public opinion and
political decision making at different levels. The last five concern lifestyle factors,
which are under the influence of individuals, but where the social environment,
too, plays an important part. In 2005 a Public Health Policy Report introduced 36
more detailed indicators and 47 subindicators to give greater specificity to the broad
objectives.

Box 1: Swedish public health objectives

1. Participation and influence in society
2. Economic and Social Security
3. Secure and favorable conditions during childhood and adolescence
4. Healthier working life
5. Healthy and safe environments and products
6. Health and medical care that more actively promotes good health
7. Effective protection against communicable diseases
8. Safe sexuality and good reproductive health
9. Increased physical activity

10. Good eating habits and safe food
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11. Reduced use of tobacco and alcohol, a society free from illicit drugs
and doping and a reduction in the harmful effects of excessive
gambling

Source [10]

More importantly, perhaps, the 2003 policy notes the following:

The 11 public health objectives involve an estimated 50 or so government agencies. In
addition, municipalities and county councils have a major responsibility for conducting
public health work on the local and regional levels, as it is on the local level that most of
the decisions affecting people’s actual living conditions are taken and the county councils
have a responsibly to implement preventive measures under the Health and Medical Care
Services Act. (p. 18)

It is to all those bodies (‘the administration’) that implementation is left, one early
evaluation notes. “Governing with targets has its origins in the notion that adminis-
tration possesses the best knowledge of how to implement measures. Accordingly
the implementation process is completely delegated to the administration. . . gov-
erning with targets means telling the administration what to achieve but not what to
do”. [11]

Even then in Sweden, where the policy has been described as the first one rep-
resenting “a third public health revolution” [12], few clues are given as to how
implementation is to be executed. In part this is, no doubt, due to a reticence of
the central government to move into the territory of other governmental levels, or
the private sector. But also it recognizes the inherent issue that territory and power
go hand in hand, and self-autonomy – often viewed as a sovereign right – will,
if challenged, divert from the main intent of the exercise, improvements in public
health.

Even by 2005 the Director for Public Health of the Ministry of Health and Social
Affairs saw implementation involving “governmental directives to all concerned
state agencies to take action on objectives under their sectoral responsibility” [13].
But Sweden is not alone in resorting to ‘sectoral’ calls and leaving multisectoral
action, with its inevitable interorganizational stresses, to take care of itself. What
does make it different, however, is the recognition, albeit in a cursory way, that tar-
get setting and implementation must be thought of in terms of political and organi-
zational perspectives. In this they are more realistic than some other countries which
have attempted to implement integration approaches more directly linked to clini-
cal networks, with very little, or no recognition of the considerable need to address
interorganizational relationships. Australia [14], England [15], and Scotland [16]
are examples.
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The Challenges to ‘Local’ Policy Innovation

Stakeholder Positions

Much of what is proposed later, in terms of essential processes to oil the wheels
of interorganizational activity, is applicable to organizations working the policy to
practice territories. But there are particular characteristics of ‘local’ situations which
require specific consideration if the size and nature of the obstacles to be overcome
are to be sufficiently understood. This is emphasized elsewhere in this volume by
Sakellarides.

Hardy and his colleagues [17] have summarized the barriers underlying multi-
sectoral cooperation, in terms of organizational integration problems, and these are
set out in Fig. 2.

Of particular note is the inclusion (but at the end rather than at the outset) of orga-
nizational self interest and autonomy, competition for domains, and perceptions of
the differential legitimacy of agencies with elected and appointed boards. It certainly
must be remembered that at any local or regional level:-

• The range of organizations will be very wide, to include health services, local
government, the voluntary and private sector, and citizens groups.

• Each organization will operate through separate strategies, with different man-
agement arrangements, and will likely employ a diverse range of professionals.

Addressing complex problems (such as the determinants of health) in a coordi-
nated way across a large number of organizations (when there is a fragmentation of

Structural – Fragmentation of service responsibilities across agency
boundaries, within and between sectors

– Competition-based systems of governance

Procedural – Differences in planning horizons and cycles
– Differences in budgetary cycles and procedures
– Differences in information systems and protocols regarding

confidentiality and access

Financial – Differences in funding mechanisms and bases
– Differences in stock and flows of financial resources

Professional – Competing ideologies and values
– Professional self-interest and autonomy and inter-professional

competition for domains
– Threats to job security
– Conflicting views about clients/consumers interests and roles

Status & Legitimacy – Organisational self-interest and autonomy and inter-organisational
competition for domains

– Differences in legitimacy between elected and appointed agencies

Fig. 2 Barriers to organisational integration
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activity) requires innovative approaches, and here the evidence exists that ‘network’
formations are superior to hierarchical arrangements [18]. But what is the nature of
the territory within which they might exist? It is important to identify this before
proceeding with the discussion about network development per se.

The Need for Virtual Neutral Space

By choice, organizations will uphold their self-autonomous status and protect ter-
ritory if a non-threatening alternative is not available. It is the mental construct
of a neutral ‘white space’ at the outset of the change process that can provide
an opportunity to overcome interorganization barriers. In the absence of such a
neutral space, initiators of partnership arrangements have, in the past, often taken
an approach aimed at breeching the thick defensive walls that surround organiza-
tions – only to see them built up as fast as they are knocked down by employees
within.

The alternative way thinking has been summarized elsewhere:

An organisational chart is depicted visually as a number of boxes, normally interconnected.
The central area between the boxes indicates an absence of organisational activity, and this
was titled as the neutral ‘white space’. There are precedents for this idea: in network theory,
one researcher, [19] has pioneered the concept of ‘structural holes’, which both impose
constraints and offer opportunities. In this new territory, untrammelled by organisational
pre-conditions and assumptions, creative network activity can take place which results in
the redesign of services [20].

Network activities are sustained through governance arrangements which involve
social mechanisms such as trust, commitment, and the threat of exclusion from the
network [19]. But even though governance suggests a means of regulating activity in
the white space, for practical purposes we are forced back to the problem of ‘who’
or ‘what’ is to be responsible for coordination.

To go further, the construction of such a design, where organizations are located
around the virtual ‘white space’, creates both ‘borders’ and ‘boundaries’. And it is
Paul Tillich, the 20th century theologian, who has observed that ‘the border line
is the truly propitious place for acquiring knowledge’ [21], and ‘Boundaries are as
windows and doors, not prison walls’ [22]. Agreement by organizations to position
themselves around the space (or accept that they are already so positioned) is an
important first step to becoming engaged in the formation of networks to problem-
solve across the organizational boundaries. For those with responsibility for imple-
menting HiAP it is important that they initiate discussions around this agenda item
very early on.

Network development aspects are dealt with at some length in the following sec-
tion; and the coordination of network activity and the link to mainstream organiza-
tional operations will come after this, and is illustrated by the case study.
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Network Development

Given an almost intrinsic requirement for HiAP intentions to be implemented
through networks, and the key part that networks can play in policy innovation,
it is useful to have some grounding in the important literature that exists on their
formation and characteristics.

In the early 1980s, Aldrich and Whetten [23] commented in the “Handbook of
Organizational Design” that the network concept is used generally as a metaphor.
Nearly 20 years later, working in the human services field, Milward and Provan
[24] made a similar remark. ‘Networks’ tends to remain a vague notion despite
their long-standing recognition as a distinct form providing a clear alternative modus
operandi to markets and to bureaucratic hierarchies [25]. Given the perception of
their increasing importance in achieving integrated action, networks require a richer
and more detailed description if their full potential is to be realized.

Here the aim is to provide a conceptual core that is usable for interorganiza-
tional network design and management in support of HiAP. Knowledge gained from
decades of empirical and theoretical research has reached the stage where network
development can be approached scientifically. The conditions necessary for network
formation and for subsequent structure and governance are now accepted by theo-
rists, and are linked within an environmental context that also includes culture and
technology. In practice much network development is intuitive, and often misses out
on employing key success factors.

Network Formation and Emergence

(What conditions are favorable to the formation of interorganizational networks?)

Responses to the question centre on both global and local activity. The global
context continues to be one of rapid change, whether technological, political, or
social; and this has resulted in challenges to the dominance of the more routenized,
‘Fordist’ methods of organization.

Investigating the local conditions favorable to the emergence of network orga-
nization has also attracted considerable research [26]. In this respect, Grandori and
Soda [27] review cases in the context of their paradigmatic reference frames – for
example, the need for legitimacy within an institutional framework and used here
in the discussion that follows Fig. 2. Ebers [28], in developing this theme, employs
the notion of organizational ecology and gives prominence to Oliver’s work on the
determinants of interorganizational relationships [29].

Derived from these and other reviews, Fig. 3 presents a composite of the primary
conditions for network formation.

Applying the factors to intersectoral action, they can be grouped under three
conventional headings or reference frames:
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(a) Need to use scarce
resources better [27;30]

(b) Need to gain wider skills [29;30]

(c) Need to share risk [29;30]

(e) Recognition of the need of
 adaptive efficiency [29;30]

(f) Willingness to co-operate [30]

(g) Pressure to achieve 
external legitimacy [27;28]

(h) Legal or regulatory demands [28]

Inter-organisational 

Network Formation 

(d) Need to share (and perhaps)
 reduce uncertainty [30]

Fig. 3 Factors influencing network formation

• Resources (a and b) – In isolation, sectors and organizations often duplicate some
services whilst being unable to resource others. Furthermore, they may lack spe-
cific expertise and need to interface with other organizations, who in turn often
have inadequate financial resources. Networks, then, can be given cause to form
when resources are scarce or used inefficiently.

• Contingencies (c to f) – Human service organizations often serve populations
where large numbers of clients and communities suffer from multiple problems
and their requirements continuously change. In this situation, characterized by
high risk and uncertainty and requiring adaptive efficiency, network structures
may emerge. These external stimuli may exist alongside an already present will-
ingness for interagency cooperation.

• Institutional (g and h) – Networks in themselves may be perceived as a more
democratic and, in the current milieu, a more legitimate form of organizing than
hierarchies. Prospective network members may also feel that they can derive
greater legitimacy in the external world by being seen to be part of a larger
grouping. It may also be that governments regulate activity in favor of net-
works by financing not-for-profit organizations to assist in the delivery of inte-
grated action, or by relaxing rules about the pooling of public funds to encourage
partnerships.

In isolation or in combination the factors represent necessary pre-conditions
not just for network formation but also joint ventures, partnerships and alliances
[30], and Box 2 provides a description of the differences between networks
and partnerships’ two terms which are often interchanged and can lead to confu-
sion.

If ‘willingness to cooperate’ is lacking, even the presence of seven of the
eight factors may not be sufficient to guarantee network formation. Furthermore,
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when the network form offers organizational advantages, effort may still be
required to overcome structural inertia or the other reasons for potential net-
work failure [31, 32]. Reference to ‘effort’ serves as a reminder that networks
require management as a professional activity recognized in its own right [33].
A detailed case study of ‘health gain’ developments in Wales shows how hard
this is [34]. The common agenda brought about a wide willingness to cooperate,
but considerable and concerted activity was involved in managing the process of
advancement.

Box 2: Partnerships and networks – What is the difference?

Both partnerships and networks use contracts to contain or direct people’s
behavior. That is, a contract is a form of ‘governance’.

Traditional partnerships may be completely governed by contract. But it
is difficult to see a large network being governed by a single legal contract –
multiple legal contracts, maybe, but even this is begins to strain accepted def-
initions of ‘organizational network’.

So, in summary:

• All partnerships can be considered as networks. But the reverse is not true.
• Partnerships can be thought of as special sorts of networks.
• Networks and Partnerships are both entities. We can point to actual exam-

ples in the world.
• Networks and Modern Partnerships share a common approach to organi-

zation in that they rely on trust, commitment and mutual respect (social
contract).

• Traditional Partnerships have their basis in a legal contract.
• Ideally, networks have their basis in social contracts.
• Partnerships have a small number of people or organizations at their core.
• A network may involve dozens of organizations.
• Networks have a distinctive form of analysis. This can be used to study

partnerships.
• Partnerships do not have a distinctive form of analysis.

The younger generations might, at one level, have less difficulty in participating
in networks in the future – the easy availability and cheapness of a new range of
telecommunication mechanisms has ensured this. And with chat rooms and MyS-
pace, they construct their own white space in an organic way, and are influenced
to form networks motivated by many of the same factors as their organizational
cousins. This presents major possibilities in the field of public health, itself intrinsi-
cally a network activity.
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Network Structures

(What types of network are there?)

People are largely familiar with ‘networking’ both at work and in less formal sit-
uations. In this context a network of primary school friends, for example, can be
represented graphically by a set of dots (the friends) joined by lines (the pres-
ence of friendship). In this case the ‘sociogram’ [35] may vary almost daily. How-
ever, the underlying pattern or form will probably remain constant. Grandori and
Soda [27] ask: “Can we develop a classification of network forms that might be
conducive to a comparison among them?” If so, we would then be able to con-
sider the difference in structure between, say, a community-based health advo-
cacy alliance and a homecare delivery network [36, 37]. This would be helpful
in making the right choice of network type for each of the wide variety of HiAP
challenges.

It is in this respect the contribution of Hage and Alter [38] in developing two
typological formats warrants particular attention given their extensive analysis of
health and social care networks. In the first, drawing on numerous case studies,
they present a descriptive typology of interorganizational relationships and net-
works. Then, utilizing findings from their own research on health and social care
service delivery systems, they generate a more technical classification of network
structure.

The Descriptive Typology

Central to this are the notions of obligation, promotion, and production, items which
correspond with progressively higher levels of complexity. Obligation is mainly
related to the presence of exchange in social networks, and simple coordination
suffices in limited complexity situations. Promotion involves greater formality, for
instance to coordinate robust communications. Development and production net-
works have their own specific complex requirements which require a high degree
of cooperation and coordination. As a response to Grandori and Soda’s challenge
concerning the classification of network forms, the Alter-Hage descriptive typology
is helpful.

The Technical Classification

Continuing then, Alter and Hage conjecture there are only four basic types of net-
works. Recently, this has received partial confirmation by groups of US researchers
working in the health field [39, 40]. Using the dimensions of differentiation, central-
ization, and integration (in contrast to complexity), they also identified four network
formats. However, network size was not a dimension of their analysis.

The inclusion in Fig. 4 of both complexity and differentiation requires com-
ment. To be concise, reflecting on the nature of integrated interorganizational action
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Type 1 

Low Centrality 
Small Size 

Low Complexity 
Low Differentiation 

Type 3 

High Centrality 
Small Size 

High Complexity 
High Differentiation 

Type 2 

Moderate Centrality 
Large Size 

Low Complexity 
Low Differentiation 

Type 4 

High Centrality 
Moderate Size 

High Complexity 
High Differentiation 

Examples: Safety at Home 
 Local Pharmacy Needle 
 Exchange Services   

Examples: Health Food Coops 
Smoking Cessation Clinics  

Examples: Disease Screening 
Children’s Road Safety  

Examples: Food Poisoning Outbreak
Older People’s Strategy Implementation 

Fig. 4 Networks: structural typology (developed after Hage and Alter, [41])

suggests that ‘complexity’ alone does not adequately convey the full variation in
activity – hence the inclusion in the foregoing discussions and in Fig. 4 of ‘differ-
entiation’ – the span of the knowledge base provided by the participants – so as to
provide descriptive power.

While the total number of network types needs further research, current evidence
suggests it is probably countable on the fingers of one hand. This small number,
Alter and Hage suggest, may result from evolutionary processes related to the global
technical drivers considered earlier and their impact on the emergence, formation
and management of networks. Furthermore, unfocussed management may produce
inappropriate designs that are difficult to sustain within the natural ecology of net-
work development (see, for example, Hannan and Freeman [42]).

In the above figure examples are cited for each of the network types. Often the
network design chosen ‘on the ground’ comes about somewhat accidentally; but
conscious and more considered decision-making about the type of network to be
employed should lead to higher levels of success in implementation. In summary,
the characteristics of each example are as follows:
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Type 1

– Safety at Home, designed to prevent accidents and injuries, mostly to
older people. Includes securing carpets, testing electric blankets and heat-
ing, and installing smoke alarms. Carried out by groups of volunteers and
their friends with minimum training.

– Local Pharmacy Needle Exchange Services, designed to control infec-
tious diseases among drug users. Local pharmacies group together to obtain
supplies, exchange intelligence and further extend the service as part of a
broader Type 2 public health network.

Type 2

– Health Food Cooperatives, made up of local people buying in bulk, with
nutritional consideration of importance. The large size is required for eco-
nomic visibility, but the concept is simple and the range of knowledge
required is limited.

– Smoking Cessation Clinics, consisting of a large number of linked local
venues serving those who have decided to quit. Provide advice, support and
nicotine patches through volunteers and generally nonprofessional staff,
though organized by professional staff. The density of clinics locally is a
characteristic of their success.

Type 3

– Disease Screening, where the aim is to spot susceptibility to disease. Many
schemes function around a centralized call/recall system, together with a
linked network, ranging from laboratories or other diagnostic services to
primary care and medical consultants, each employing highly differentiated
knowledge.

– Children’s Road Safety, which involves inputs from a wide range of orga-
nizations and where the police and hospital accident and emergency depart-
ments occupy the hub of the network. Other highly differentiated local
stakeholders might include: local authority road and engineering depart-
ments, and schools and parents.

Type 4

– A Food Poisoning Outbreak, where the core network is configured from
a number of highly differentiated multidisciplinary agencies, which might
include the public health service, the centre for disease control environment,
health, and the police. Beyond them are hospital and primary care practition-
ers providing treatment services, and trading standards as required.

– Older People’s Strategy Implementation, which at local levels may
involve a care network including health, social services, leisure services,
education, employer organizations and financial advisors, all contributing
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to the concept of active citizenship. Each organization may increase its
geographic coverage and equitability of access through expanded linkages.

Not only can it be seen that the choice of appropriate network type is important,
but it may also be inferred that individual networks may need to undergo a transition
to another form as the range of tasks change. In either case, there is a specialist
coordination, design, and monitoring function to be exercised by those with specific
responsibility for network development.

Network Governance

(How is purposeful activity generated and maintained in a network?)

Essentially, the answer here relates to matters of coordination and control, that is
governance [43]. The more common experience of hierarchies and market settings,
where the role of authority and price mechanisms are obvious, leads to concerns
about the perceived vagueness of the corresponding mechanisms of coordination
and control which are applied to networks [44]. For example, in a network for which
one role might be the monitoring of substance abuse, how do care workers and law
enforcers interact in the absence of common line management? Of course, such
issues go to the heart of the ‘integration’ challenge wherein the division of labor
needs to be reconnected in a coherent manner [45].

There are, of course, a range of coordination and control mechanisms that
networks share with other organizational forms. Grandori and Soda [27] include
incentive arrangements and information systems as well as the planning and control-
by-results. Networks also rely heavily on a good communications infrastructure and
the availability of personnel with highly tuned negotiation skills: together, these
reflect the enhanced role of so-called ‘social mechanisms’ in maintaining activity.
One description of network governance is that it:

involves a select, persistent, and structured set of autonomous firms (or nonprofit agencies)
engaged in creating products or services based on implicit and open-ended contracts to
adapt to environmental contingencies and to co-ordinate and safeguard exchanges. These
contracts are socially – not legally – binding [18].

The authors expand on the social dimensions, in terms of restricted access,
macroculture, collective sanctions and reputation, but others also give prominence
to trust and commitment [1, 46].

Selection for network membership is attained through a recognition that compe-
tency exists which will complement or supplement network goals (see, for exam-
ple, [47]). For day-to-day management of integrated care networks recognition of
the primacy of the social mechanisms of governance is important. Sustaining net-
work activity depends on mutual encouragement of trust and commitment, whilst
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not forgetting the consequences of malfeasance. In many ways, it is all threats and
promises – or sticks and carrots [48].

Constructing the Network Design

(What is the minimum set of concepts for a useful representation of network activity?)

Linking the Components

It is necessary at this stage to link the network components thus far described –
relating to structure and governance – to the often-changing elements of ‘culture’
and ‘technology’. Also, to move us from metaphor requires availability of accu-
rate descriptive models. In this respect, “Leavitt’s Diamond” [49] proves useful;
it represents organizational arrangements using four dimensions: social structure,
technology, participants and goals. In Fig. 5 we retain Leavitt’s (social) structure and
technology but replace ‘goals ‘ with ‘culture’ and ‘participants’ by ‘governance’.

The notion of organizational culture includes goals, thus a gain in descriptive
power. The use of governance is seen as more appropriate for network organizations
because it is more dynamic, implying not just the involvement of participants but
also their social interactions and relationships, including the role of leadership.

Other authors have also made modifications to Leavitt which we have adopted.
Scott [50] set the four dimensions within an external environment, here referred to
as ‘global’. Smith et al. [51], Homburg et al. [52], and their colleagues developed

GLOBAL ENVIRONMENT: flexibility, costs, quality, mass customisation

LOCAL  CONTEXT: resources, contingencies, institutions

GOVERNANCE – 

social mechanisms:

restricted access, reputation, collective sanctions

CULTURE –

willingness to co-operate
trust and commitment
sharing information

common language & goals
negotiation

openness to influence

TECHNOLOGY–
HARD:

communication/co-ordination
infrastructure

SOFT:

professional skills & competence
persuasion & motivation

action research

STRUCTURE –

descriptive typology: obligational, promotional, production 

technical typology: size, centrality, complexity, differentiation

Fig. 5 Network design
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the tradition of also giving emphasis to the need to adapt the dimension within a
local context.

Throughout (as indicated by the two-headed arrows), the interdependence of
dimensions within each given environment is stressed. Looking at the dimensions
in this way offers further network insights.

To have a more complete understanding of the role of networks within inter-
sectoral action, or more importantly how to promote a highly integrated approach,
involves further consideration of the technology and culture elements in the figure
and the interactions between them, as well as with structure and governance.

It is important to recall that integrating multiorganizational activity involves
many technologies and tasks that need to complement and reinforce each other.
These are made up of the skills and competencies of practitioners; and the con-
cern or bringing together through appropriate communication and coordination
at all levels, from strategic planning through to practice. In this respect, infor-
mation systems can form a dual function of providing valuable intelligence to
individual practitioners as well as recording patterns of service or programme
delivery which, in turn, will assist overall coordination. The development of power-
ful computer-supported information technologies has transformed the tasks asso-
ciated with both communication and coordination; and the growth of networks
owes much to these far-reaching developments, including the knowledge exchange
potential of the Internet. In the broadest sense, networks in totality can be con-
sidered as information value chains – as knowledge is generated, it is circulated.
Hernández-Aguado has, elsewhere in this volume, developed this theme as a major
exposition.

The possibilities associated with ‘hard’ technologies, such as teleconferencing
and the Internet can, in themselves, encourage the development of virtual teams
[53]. The further integration of activities, using virtual means, represents an exten-
sion of the networked teams and networks of team that have been a longstanding fea-
ture of the organization of community care [54]. However, the ‘soft’ technologies of
influence, persuasion and motivation are crucial to generating trust and commitment
on the part of clinical and public health practitioners: the trend toward virtuality
needs to be balanced with the need to maintain face-to-face relationships [55].

As to culture, a ‘willingness to cooperate’ as a network pre-condition continues
to be a key core value and norm of desired behavior [56]. In addition, a collabora-
tive ethos can lead to a better convergence of expectations and goals, for instance
through recognizing the need for sharing information for the benefit of patients,
clients or communities.

To overcome the interorganizational constraints posed by the use of professional
jargon, the development of a common language within integrated action is impor-
tant [57]. Notwithstanding the possibilities for increased on cooperation, networks
can also be prone to destructive competition and conflict just like hierarchies and
markets [58]. However, in attempting to balance tensions and conflicts of inter-
est, networks more naturally reconcile power differentials through the elevation of
mutual influence and negotiation [59].
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Virtual Coordination

We move now from the ‘what’ of networks to ‘how’ they should be managed in
order to achieve efficient integrated interorganizational action, a key platform of the
multisectoral approach of HiAP. Management of coordination is a further element
of the policy innovation process.

The Integration Challenge

Theoretically, any debate about the nature and form of integration can be inter-
preted in terms of the ‘Coasian’ question. Coase asked, “Why doesn’t all industrial
activity take place within one large organization?” [60]. Less directly, Lawrence
and Lorsch’s [61] concern with both differentiation and integration raised the same
fundamental issue from the viewpoint of contingency theory, and suggest there is
no universal blueprint for organization. Alter and Hage [41] adapted this approach
for their investigation of ‘organizations working together’ through a study of fif-
teen different health and welfare networks. This research should also cause us to
consider carefully any strategy of ‘integration-by-barrier-removal’. For example,
formal combination of service provision for some aspects of elder care may well
be advantageous for all parties. But there are clear limits. Cases of elder abuse do
not justify the incorporation of the police into a care organization. Coase’s question
raises an important point about ‘total integration’.

Barriers to integration have a parallel in the concept of ‘boundaries’. Tillich [22]
describes various types of social, theological and physical boundaries as fundamental
to the human psyche. Some psychoanalytic traditions emphasize boundary and space
[62]. In the organizational literature, boundaries are a familiar term [63–65]. During
the 1970s, Aldrich and others developed the notion of ‘boundary spanning role’ in the
interorganizational field [23, 66, 67]. With the recent growth of interest in partner-
ships, alliances and networks, there has been renewed interest in this notion.

Briefly contrasting and comparing barriers and boundaries is instructive. As a
metaphor, a barrier connotes the impenetrable, something resisting access or change.
In institutional settings, barriers may well be appropriate as a means of guarding
rights and defining responsibilities. Human services often fall into this category.
On the other hand, when considering issues such as user-involvement or the lim-
its of total integration, boundary is a more useful term. Boundaries can be elastic
or permeable offering the possibility of adjustment or diffusion and exchange. In
achieving integration by means other than formal combination, ‘spanning bound-
aries’ replaces ‘removing barriers’. The question now arises as to who or what does
this boundary spanning.

Boundary Spanning and Virtual Coordination

In positing the boundary spanning role, Aldrich [23, 67] investigated both bound-
ary personnel and linking-pin organizations. No mutual exclusivity is implied.



5 Integrating Health in All Policies at the Local Level 143

Linking-pin organizations may well contain boundary personnel, though not neces-
sarily in the Internet era. Williams has taken forward research on individual ‘bound-
ary spanners’. He identifies four emerging competency areas:

• Building and Sustaining Relationships – dimensioned by: communicating and
listening / understanding and conflict resolution / personal character / and trust.

• Managing within Nonhierarchical Domains – dimensioned by: influencing /
negotiating / brokering / and networking.

• Managing Interdependencies – no dimensions are specified.
• Managing Roles and Accountabilities – no dimensions specified. [68, 69]

These competency areas were generated by a qualitative method. There may
well be a degree of redundancy, for example between ‘communicating and listen-
ing’ and ‘negotiating’. Further, all the management areas probably can be subsumed
under the one heading ‘Managing within Nonhierarchical Domains’. We also note
that data was gathered from individuals employed as boundary spanners within
existing agencies. This positional restriction of the role is potentially problematic.
Aldrich and Whetten [23] record that “It follows that boundary spanners in richly
joined organizations would experience more role conflict as they attempt to cope
with the conflicting experiences of internal and external reference groups”. That is,
there appear to be inherent limitations on boundary spanners sited within existing
organizations. Despite these shortcomings, Williams has provided researchers and
practitioners with the means of thinking more precisely about boundary spanning
personnel.

As for linking-pin organizations, Aldrich and Whetten write:

Linking-pin organizations that have extensive and overlapping ties to different parts of a
network play the key role in integrating a population of organizations. Having ties to more
than one action-set or subsystem, linking-pin organizations are the nodes through which a
network is loosely joined. [23]

There exist a number of similar conceptions. Within the systems paradigm, Trist
suggested that the ‘referent organization’ is one that “. . .would not be an oper-
ating agency but would perform a regulative and developmental function.” [70].
Trist qualifies the regulative function by insisting on the need for self-regulation in
democratic domains where the recognition of interdependence is understood as cen-
tral. Balancing third-party regulation and self- regulation is an evolutionary process
taking the form of the ‘negotiated order’. This comment points to a fundamental
tension in the development of networks, especially in human services. The self-
organizing advantages of networks often have to be tempered by organizational and
professional accountabilities. By negotiated order, Trist indicates that it is likely
that interorganizational collaborations will require extended dialogs and purpose-
ful actions in order to achieve beneficial outcomes and outputs. Other similar con-
ceptions include: the imaginary organization leader [59], the strategic centre [71],
and the network administrative organization [72]. All these organizational innova-
tions transcend the original boundary spanning notion in one fundamental way. In
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contrast to the boundary spanners studied by Williams [68], these referent organi-
zations are autonomous from their served population. This observation points to a
stronger version of the boundary spanning role which requires linkage through both
communication and coordination.

Reference back to the complexities inherent in the implementation of the
Swedish Public Health Objectives (Box 2) quickly bring the above considerations
into perspective. For HiAP to be successful the tensions about organizational auton-
omy that will be ongoing, in spite of networked activity, need managing at a variety
of coordinative nodes and also across the nodal points.

The following features early in the text of Multiskilling: Health Unit Coordina-
tion for the Health Care Provider:

Financial coordination: arrangement of methods to allow payment for services provided by
the facility; includes working closely with insurance carriers, government programs, and
personal payment programs. [73]

This is a reminder both of the requirement for coordination in respect of the bar-
riers to integration and that health care providers have multiple links beyond their
organizational boundaries. In their seminal work, Organizations, March and Simon
state [74], “The problem of arranging the signalling system for interdependent con-
ditional activities is the coordination problem.” Such a definition is consistent with
a rational systems approach to organization based on the behavioral sciences [50].
There is a mechanical and automated character to the definition that accords with
the above statement of financial coordination. By contrast, consider:

Coordination is also described as the quality of the relationship between human actors in
a working system and is often equated with co-operation. [41]

‘Quality of the relationship’ is a broad term that could include technical com-
munications issues. It is perhaps more suggestive of the extent of trust, respect,
commitment, shared goals and values and other ‘soft’ aspects of human interactions
that coalesce to produce cooperation. The inclusion of ‘often’ implies a conflation
of cooperation and coordination that is not altogether correct. Not only does coop-
eration require coordination but so do conflict and competition [58]. There is an
implication that coordination is essentially neutral and we make qualifications, for
example, by referring to cooperative coordination as distinct from the competitive
coordination in a market.

Hage and Alter [38] conclude that coordination is a process that in cooperative
settings culminates in integration. Following Thompson [75], they also indicate that
integration depends on the process of coordination at different organizational lev-
els. Administrative coordination may take the form of formal contracts. Operational
task coordination of patient/client flow has its own distinctive characteristics. These
different ‘horizontal’ coordination formats need to be aligned ‘vertically’; that is,
further coordination. In the public sector, there are at least six vertical levels in the
policy to service delivery chain: legislators, civil servants, chief executive officers,
managers, practitioners and the general public. If we also take into consideration
that “. . . the very proliferation of services constrains the service providers from
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functioning as a coordinated system” [76], then the coordination problem begins to
take on a daunting scale.

Thinking more positively, the above analysis does offer an approach to the coor-
dination jungle that may in turn lead to paths through it. Malone and Crowston’s
interdisciplinary study of coordination offers precise guidance:

If coordination is defined as managing (inter-) dependencies, then further progress should
be possible by characterizing different kinds of (inter-) dependencies and identifying
the coordination processes that can be used to manage them. [77]

By inserting the parentheses into this definition, we have brought it into line
with the standard interorganizational terminology (cf. Williams above: “managing
interdependencies”). The definition is useful in two ways. First, and universally,
it provides a clear focus on the technical aspects of coordination: characterizing
(inter-) dependencies and then identifying processes. Second, and particularly, it
offers a precise approach to the central challenge of integrated action. Malone and
Crowston’s first step in the coordination process – characterizing different kinds of
(inter-) dependencies – necessarily implies the complementary process of character-
izing independencies. Given that the barriers to integration could be thought of as
arising from independencies and, as discussed above, barriers may be re-interpreted
as boundaries, then we can begin to think more creatively about integration in
this three step process. The first characterize dependencies, interdependencies, and
independencies. The second re-interpret these characterizations in terms of barri-
ers (forming types of inviolable autonomy) and boundaries (enclosing negotiable
zones). And the third identifies the appropriate coordination processes that preserve
barriers, re-form boundaries and ultimately generate integration.

In Summary:

• Not all integrated action formats can be achieved by removing the barriers to
integration.

• We need to think both in terms of barriers and boundaries.
• Integration can be mediated by boundary spanners or linking-pin organizations.
• Stronger versions of the boundary spanning role emphasize both communication

and coordination.
• Coordination involves understanding the range of dependencies and designing

appropriate processes that result in integration.

Conclusions

The application of network governance will not be easy in the HiAP approach.
Despite a new wide-scale growth of the network form, misgivings have been
expressed about their application in the human service activities that might rep-
resent HiAP at the local level, where traditionally hierarchies have been the norm.
Understandably, particular questions arise about accountability and leadership. In
many ways, networks require a change of mindset. For example, instead of “Who
is responsible?” we need to ask “Who or what is responsible?” Individuals may
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have defined coordination roles, but it is the network as a whole that is ultimately
responsible.

The earlier definition of network governance stressed social rather than legally
binding contracts – formal contracts are generally seen as being hierarchical in
nature, and their introduction, it is claimed by some, would contaminate network
purity [78]. The leadership qualities required in both hierarchies and networks have
much in common. But it is the need to work primarily through social and other obli-
gational approaches, as a cuckoo in many organizational nests that places special
requirements on network leaders, or virtual organization coordinators.

The literature on multiorganizational partnerships and networks is substantial
and broad, both in terms of the criteria necessary for their successful development,
and in providing evaluations of such arrangements. Indeed, an international group
convenes annually on a global basis to further the approaches in a wide range of
subject areas [79].

The starting point for local change, along the lines required in HiAP, is for there
to be a shift of emphasis on ‘inputs’ and ‘outputs’ to one that is guided strategically
by the notion of ‘investment’ and ‘outcomes’. “Let the idea be in charge”, seems to
be a theme emerging in Sakellarides’ chapter; and this is that health and social gain
for individuals and communities must form the central plank of all multisectoral
activity. Through inclusive partnerships, all stakeholders can contribute to network
activity; and the initial consideration of health and social targets and target setting
is an important activity that gives networks a sense of purpose and alignment with
personal values. Local competition and cooperation can be seen as synergistic once
personal relationships have a basis of understanding.

The setting of specific but broad-ranging health and social gain targets jointly by
two or more agencies also serves important purposes:

• First, targets if set properly provide the network with a sense that it is possible to
follow a particular strategic direction and contribute to the achievement of policy
goals, ensuring policy connects to practice [80].

• Second, the process involved in face-to-face target setting is central to the gener-
ation of trust, respect and commitment between individuals and agencies [81].

Additionally, during this process, ‘partners at the dance’ should emerge, to use
Kaluzny’s apt term [36]. Further, and to continue the analogy, agencies will swap
the lead depending on the problems being addressed; and different virtual orga-
nizations will be constructed to solve particular problems, each with their own
leader.

That networks can be responsive to a variety of influences is part of their attrac-
tion, and can result in interesting organizational hybrids [78]. This is reason enough
for better conceptualization and a considered use of the design dimensions. With-
out a sound knowledge of networks, a series of misplaced or ill-timed interventions
may result in inefficiency and ineffectiveness of network activity or outright net-
work failure. Facilitation of links between HiAP implementation groups and local
members of MOPAN (Multi-Organizational Partnerships, Alliances and Networks)
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would be advantageous in this regard [79]. The case study at the end of the chap-
ter serves to illustrate the approaches used to employ the design dimensions and to
overcome potential dysfunctional activity.

Overall, what the process of local implementation of HiAP requires is good man-
agement and coordination, and the introduction of governance mechanisms which
are both ‘loose’ and ‘tight’. A cadre of senior people with the necessary preparation
to perform as ‘coordinators’ along the lines described earlier will be required: and
this role varies considerably from that of a line manager, both in terms of the need
for constant repositioning, and accountability.

Finally, there comes the need to accept that multisectoral arrangements are inher-
ently messy and that networked activity across organizations needs governance.
The current fragmentation of effort with which we are familiar comes about not
by accident but because it is easier to manage ‘within’ rather than ‘across’ organi-
zations. The result may be a dislocation that is convenient to live with. But it must
be accepted, albeit slowly, that the complexity of the multisectoral action required
to improve the determinants of health requires alternative approaches beyond those
possible through hierarchical silo-bound activities. Networks well governed, and
organizations virtually reorganized across sectors, are a challenge to policy innova-
tors, but ones that it is necessary to meet head on.

A Health in All Policies Case Study at the Local
Level: Project CHAIN (Community Health Alliances
Through Integrated Networks)

Project Setting and Background

The formation of community alliances and networks over the period from 2000
to 2004 came from a multisectoral partnership of: the Welsh Assembly Gov-
ernment; a county borough council; a local health commissioning group; two
NHS provider trusts; voluntary sector organizations; and a university institute. The
partnership aimed to investigate the potential of virtual reorganization by design
(VRD) as a contribution to improving the quality of life of older people living
within the council’s boundaries. In keeping with the action research base of the
project, specific objectives emerged through a managed process which is described
below.

The County Borough of Rhondda Cynon Taf (population 240,000) was formerly
at the heart of coal mining in South Wales. The post-industrial legacy of that era
presents a challenge to public health agencies. The area ranks as one of the most
deprived in Europe, with standardized mortality well below average and a particu-
larly high incidence of cardiovascular and respiratory disease. Meeting the present
health deficits through quality health care, while simultaneously addressing the
determinants of health to be tackled by health promotion and public health mea-
sures, offered a considerable challenge to the efforts of all agencies and for CHAIN.
Moreover, the industrial legacy is not restricted to health deficits. The people of
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the Borough reside typically in villages originally based around the now defunct
mines. The relative independence of these communities is deepened by their loca-
tion in series of valleys, some of which are dead-end. Planning health and social care
facilities is problematic, and further exacerbated by difficulties in the transportation
infrastructure. A detailed knowledge of how these factors interact was important in
terms of network building.

The Concept

The central policy innovation behind CHAIN, the need for VRD, stemmed from the
following observations:

“Whilst reorganisation implies change, most often what is proposed is incremental in nature;
and though it might raise the potential for conflict it can be accommodated by organisations
or professional groups which have to consider it using their existing structures and com-
mittees. Structural conflict is OK! It allows for mutual recrimination followed by collective
admiration. Re-design, however, is more fundamental in what it attempts to do; and with its
potential for moulding the future, challenges the existing structures, which are most often
based on historical precedents. It causes frictional conflict by crossing previously well-
defined boundaries, and takes both proponents and opponents of an innovative idea into
new, more risky, territory.

Reorganisation when applied to the public sector is accorded a variety of positive-sounding
metaphors: it is challenged, efficient and integrational, bringing about greater choice and
seamlessness of care or service. This is attractive language for the politician focussing on a
three year window of opportunity for change.

Re-design, whenever it is contemplated, is likened to a tidal wave, the result of which is
likely to be chaos”. [82]

CHAIN is a working example of VRD which aims to implement organizational
change without the usual traumas and distractions. Figure 6 displays the elements
of VRD in an intersectoral setting and represents a template for integrative activities

HIGH LEVEL HEALTH AND 
SOCIAL GAIN TARGETS

LOCAL HEALTH AND SOCIAL 
GAIN TARGETS

HEALTH 
SERVICES

LOCAL 
GOVERNMENT

CITIZENS VOLUNTARY 
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MANAGEMENT

PRACTICE

STRATEGY
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Fig. 6 Virtual reorganization by design to improve the publics’ health: The structural elements
Source [85]
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[83, 84]. Notable is the leading and guiding role played by the setting of high level
and local targets [84].

The design orientations and components inherent to VRD in this model are those
it set out earlier in the chapter.

Development Processes

Defining the Cast of Stakeholders

This was an important activity and took place against a background that managers
tended to favor incremental involvement, at the appropriate time. In CHAIN, deci-
sions were taken to maximize involvement from the outset, whilst recognizing that
some staging of phases would be an essential component of a development process.

In broad terms the three phases that took place and the stakeholders were as
follows:

Initiation and Mapping

– A Project Board, made up of representatives of the funding partners, gave the
project legitimacy and a mandate to “contributing to older people’s quality of
life”.

– Three Older People’s Forums (constructed under a national programme of Bet-
ter Government for Older People) were consulted, and their own quality of life
consultations incorporated into the agenda.

– A Strategy and Policy Integration Group (SPIG), formed by senior managers,
often deputy chief executives, and drawn from all the partnering organizations
and the voluntary sector, were responsible for detailed agenda setting and com-
missioning of networks.

The SPIG took on the role of assuring horizontal integration. Initially, it per-
formed two main tasks. First, it began the process of identifying specific health and
social gain target areas that would ultimately generate objectives to underpin the
quality of life aim. Second, it analysed the strategic documents of the partners to
answer the question: “At the policy level, how joined up are we in relation to the
quality of life aspirations of older people?” In a nutshell, the answer came back:
“Not very integrated at all.”

Broadening

Middle managers and practitioners from across all agencies responded in detail to
the target areas identified by the SPIG. Increasing awareness of CHAIN made possi-
ble recruitment to integrated management and practitioners groups. Their members,
together with participants from other agencies also identified at this time, were vital
to the activities of the networks which later were to operate in the white space.
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Consolidation

The findings of the analysis of current levels of collaboration were presented to two
open conferences. Two questions were of crucial interest in respect of the work:
Did it

• provide a reasonable picture or map of the local care system?
• contain the basis for action in relation to the older people’s quality of life priori-

ties?

Both were answered in the affirmative, and the conferences were characterized
by a high degree of support and promises of commitment.

The Proposed Integrated Network Activity

Putting together the various data, information and knowledge gained from all the
stakeholders, many issues had emerged for consideration by the SPIG, which was
charged with reducing these to a workable number for proposed network activity.
The selection criteria were:

• consistency with the older people’s quality of life priorities;
• keep in line with the researched views gathered from service providers and com-

missioners;
• benchmarkable in respect of the National Service Framework for Older People

and other public sector publications, policy drives and legislated procedures –
particularly those issued by the Welsh Assembly Government;

• feasibility in respect of existing resources and the history of joint-working, with
the additional criterion that the issues should be challenging though with a good
chance of positive outcomes;

• that issues be cross-cutting, in a way that would in themselves require collabora-
tive activities (that is: people could not retreat into their ‘boxes’).

Figure 7, below, indicates the networks that represented the range of CHAIN’s
activity, and in themselves they formed a second policy innovation.

The following short description sketches the raison d’être of the networks:-

Income Improvement

This network was established given the absolute priority accorded to the problem by
local older people. The core involves a large range of interests. Prominent are older
people themselves and representatives from the Carers’ Support Project. Amongst
providers from the statutory sector, the Department of Work and Pensions notably
are working alongside colleagues from NHS Trusts. Two interrelated subnetworks
addressed two strands of this issue:
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• MEDICATION

• MOBILITY

• CRIME

• UNIFIED
ASSESSMENT

NHS Trusts x2
Local Health Group

Pensions & Work

Local Councillors

Older People

Welsh Assembly

Voluntary Sector

Community
Pharmacists

Local Authority (4 departments)

Police

Young Offenders Division

Academic Institute

Second Local Authority

Fig. 7 ‘CHAIN’ issue-based networks – Health in All Policies Source [86]

– Building on the successful Better Government for Older People initiative in
which improved take up of benefits was encouraged, the first concentrated on fur-
ther increasing that awareness by leveraging existing information resource points,
e.g. libraries.

– The second principally targeted at the unnecessary draw-down that statutory bod-
ies make on the limited incomes of older people, for example, the cumulative car
parking fees paid by a husband visiting his wife confined to hospital by a frac-
tured neck of femur.

Reducing the Fear of Crime

Contacts with the Older People’s Forums confirmed this issue as seriously under-
mining peace of mind and general well-being in spite of crime figures reducing.
This is a wide-ranging network of agencies and also involves the Police and the
Media. Results are encouraging, with fear of crime reporting a reduction.

Mobility

Considering the ‘support for independence’ aim of the project, mobility both within
the home and the wider community was chosen as an enveloping item, that is, it
would offer the opportunity of very wide network development. For example, work
included both the setting up of a post-discharge community reablement team as well
as a review of local transport arrangements by the local authority to support general
social activities.
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Unified Assessment

Not an issue raised by older people! However, given that assessment underpins
access to a large range of services, its inclusion was considered vital for integra-
tion. It was later to be mandated by the Welsh Assembly Government. Still in its
relative infancy, this form of assessment is now seen as a requirement for integrated
action, for example, in reducing unnecessary stays in hospital.

Managing Medication in the Community

In terms of history, this issue was problematic. For instance, previous attempts
to resolve the problem of the precise responsibilities of homecare assistants in
the administering of medication had been acrimonious. Additionally, a community
pharmacist supplying Multidose System Dispensers was on the point of withdraw-
ing the service due to overuse and lack of funding: this action was deemed poten-
tially to put hundreds of older people at risk. By attempting to customize service
delivery the pharmacist was falling foul of the health authority’s lack of flexibil-
ity in respect of costing. Such was the degree of animosity that even getting the
interested parties to agree to meet proved a delicate exercise. Within three months
cooperation had been secured and most problems were resolved.

Evaluation of all network activities was ongoing, with the member agencies sub-
jecting changes in their performance and in social indicators to the scrutiny of audit
committees. For the consumers/clients an annual event was organized with the Better
Government for Older People Forums to review progress and to surmount problems.

As a cross-cutting theme, the SPIG recognized this was a pivotally important
item for development of an integrated network. There were clear connectivities that
needed to be addressed in respect of the correct management of medication, as well
as implications for the work of networks; and also in relation to the National Service
Framework standards relating to stroke, falls and mental health.

A detailed description of this network’s developments, both successes and dif-
ficulties, has been written elsewhere [20]. But by way of illustration of the design
features set out in the earlier section the following contemporaneous summary can
be provided:

At the network core, a range of practitioners and managers are represented: two community
psychiatric nurses (from two NHS Trusts), two district nurses, two community pharma-
cists (one sits on the Local Health Group Board), two hospital pharmacists, a senior home
care manager, a community care manager, a social care team leader, a representative from
Age Concern, and a Virtual Organisation Coordinator. The general medical practitioner
chairman of the local prescribing group (a statutory body) has connections with the core
members.

In terms of ‘approach to integration’, the network core represents the appropriate range
and level of professional and managerial competencies. This network is also especially
interesting in terms of ‘degree’. Formal organisational integration of all the network roles
is not a possibility given this would necessitate a major change in the contractual terms
of community pharmacists. In reality, the only possibility of integration is through virtual
means as a way of raising the profile of the issue and then as an approach to implementing
superior means of communication and co-ordination.
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Network governance is maintained through these improved communication and co-
ordination activities. The core group members increasingly communicate between them-
selves outside of the scheduled meetings. For example, a community pharmacist and the
Age Concern representative collaborated in a small-scale survey of older people’s capacities
for following pharmacy advice; this also represents a merging of action research and vir-
tual co-ordination. Using a variety of communications media, including written memos and
e-mails, a basis of trust, commitment and mutual respect paved the way for co-ordination.
Indeed, using a modified Delphi process, the network core is developing a set of jointly
authored protocols that will exercise a system-wide means of control and co-ordination of
medication in the community [87].

What the work of this network illustrates is the value of having the neutrality of
the white space within which to operate: interorganizational friction could be put to
one side during a time of search for creative solutions. But, of course, the solutions
themselves could well be capable of causing further friction at the point when action
on implementation is required on the part of the participating agencies. The process
of ‘mainstreaming’ the results of the networks’ outputs is summarized later and, so,
too, the particular role of the SPIG members in achieving this.

The second theme of the work of CHAIN was to explore the role and functions
of coordinators in a virtual world.

The Virtual Organization Coordinator (VOC)

This was the third major policy innovation. At the beginning of Project CHAIN only
a crude outline existed of the role to be undertaken. The account given below should
be seen as resulting from an iterative process of development and review over the
life of the action research programme.

The VOC was centrally charged with managing white space activities. What did
this entail? That interorganizational and line management are very different became
evident. Shorn of diktats, span-of-control and authority, managers of partnerships,
alliances and networks require a new toolbox to make things happen. A VOC was
created that would serve to deliver CHAIN’s aims in accordance with the devel-
oping principles of new styles of management. Using and extending, Malone and
Crowston’s version of coordination, [77] the role was specified as managing (inter-)
dependencies in different ways:

Characterizing different kinds of independencies, interdependencies and
dependencies.

– Taking stock of organizational and professional interests and connections that
determine interactions for a population subgroup; (who is doing what and
with whom?)

– Analyzing the stock-take so as to generate a(n) (inter)(in)dependency ‘map’;
– Giving ‘relief’ (in the geographical sense) to this map by coding the map with

a legend determined by the barriers to integration;
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‘Characterizing’ concludes with a representation of coordination possibilities.
That is, with respect to a particular issue, say, medication, there are clear mutual
understandings about its underlying nature and logic. Medication issues become
framed by the analysis. Outside of the frame lies a set of institutional positions that
are not amenable to any immediate change. Inside the frame lies white space terri-
tory, open to new coordination possibilities. Of particular importance is the charac-
terization of the different kinds of dependency that are connected with Alter and
Hage’s [41] quality of relationship. Recalling that network governance operates
thorough social mechanisms, the VOC seeks to characterize, for example, ‘trust’,
‘commitment’ and ‘respect’ with a view to harmonizing these as a basis for more
technical forms of coordination. Figure 8 summarizes the total range of coordina-
tion activity types that aimed to move organizations together and into cooperative,
integrated approaches. Several stages are involved.

Identifying Coordination Processes Necessary for Managing

The logic of Malone and Crowston’s [77] approach is that different types of depen-
dency (take this to include independency and interdependency) require different
coordination processes. Sentiments – trust, commitment, and respect – require dif-
ferent coordination from finance, though ultimately they will need some form of
alignment. Faced with the teeming complexity of reality, the trick is to concentrate
on key processes that offer a concise way of thinking about actions. In CHAIN, the
VOC had a dual approach. First, consistent with an advanced boundary spanning
role, the VOC was positioned at the intersection of professional and organizational
activity. That is, spanning numerous boundaries creates a de facto hub. Second,
the VOC was instrumental in creating virtual organizations that would act as, for
instance, referent or linking-pin organizations. For example, the VOC was the driv-
ing force behind the Strategy and Policy Integration Group (SPIG) which served
both to coordinate activities at this managerial level and to legitimize CHAIN activ-
ities throughout the partner organizations. This dual approach to agency was both
time and context dependent.

In respect of timing, three core processes were considered as critical. When
enacted correctly, these processes should generate the necessary white space con-
ditions for further coordination processes. We have postulated these precursor pro-
cesses as: attracting, guiding, and brokering; and they will tend to occur in this order
and represent increasing intensity of activity.

Attracting

By definition, the white space is empty. There is a primary need to get people,
activity and resources into the white space. But how do you get something into, and
then out of, nothing? The first task of the VOC was to draw or attract people into the
white space. Hedberg and colleagues [59] consider attraction as a key management
function in virtual organizations. In factoring attraction, they cite both the creating
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Fig. 8 Developing the co-ordination possibilities of white space – from dependency to integration
Source [20]

of a culture that generates synergies and the transmission of expectations. This latter
factor is dovetailed with communicating opportunities, with resonance with our own
conception of existing barriers creating an opportunity space. In a sense, marketing
is at work here in the form of AIDA – the sequence of Attraction, Interest, Desire
and Action that leads from advertising a product to its purchase. The VOC had to
incentivize people by giving them good reasons for devoting their time and energy
to enter into the white space. Then having secured a level of ‘buy-in’, the next step
is to mobilize and direct action.



156 M. Warner, N. Gould

Guiding

The choice of ‘guiding’ to represent the second core process has been influenced by
the anthropology literature. What we have termed white space could equally well
be described as ‘liminal’ space. Liminal translates as threshold – a boundary! In
anthropology the term was introduced by Van Gennep [88] in association with the
three stages of a rite of passage: pre-liminal (cf. preliminary), liminal (during the
rite) and post-liminal where the initiate returns to normal reality but transformed. In
a series of works, the Turner’s [89] developed the notion. Our use stems from the
Turners’ study of pilgrimage as a liminal state and the role that guides have in assist-
ing pilgrims toward their goal. For our purposes, we required a term that would offer
some measure of leadership but without formal command. Clearly, liminal space is
largely composed of uncertainty. In CHAIN, we accepted the high level of uncer-
tainty but, equally, it was necessary to convince colleagues that we were not just
thrashing around in the darkness. That is, there was direction and purpose, under-
stood by the VOC. There are different types of guiding. We had mountain guiding
in mind. A mountain guide will have knowledge of the terrain to be traversed but
weather and the composition of the climbing party will be elements of uncertainty.
The guide knows the route that needs to be followed but progress, with desired or
necessary diversions, will depend on a range of other factors.

Brokering

A fundamental difference between the VOC and typical boundary spanners is the
location of the role. To ensure neutrality, the VOC was located within a university
department. Fernandez and Gould have identified five types of brokerage relation
(see Fig. 9). The neutral location corresponds to the liaison and itinerant broker in
the Fernandez-Gould typology. As already stated, these two types correspond to the
early stages of white space development when the VOC is communicating with and
between partnering organizations so as to ‘get everyone on board’. We view this
as a weak form of the brokering process. After the guiding phase is complete, in all
likelihood, a stronger version of brokerage will be needed in terms of the Fernandez-
Gould coordinator. At this stage, brokerage took the form of coordinating the accep-
tance of agreements or protocols with the SPIG which necessitated thinking about
changes in work practices and the re-allocation of funds. Clearly, at this point the
barriers to integration may well re-appear, demanding action by SPIG members and
considerable brokerage skill on behalf of the VOC. But, with this phase successfully
achieved, the move can be made from precursive white space coordination to actual
improvements in, say, programme delivery through mainstreaming of the thinking
coming from the creative network activity.

Mainstreaming – The Concluding Phase

Earlier, when noting the policy dialog which took place at the preparatory HiAP
conference, reference was made to the need many felt for a multisectoral commit-
tee/board to be in place at a national level. In the case of CHAIN this was no less
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Liaison – actors belong to different groups.
Broker as mediator or arbitrator.

Representative – the broker acts as a marginal sub-
group to conduct transactions across a “status gap”.
Also termed the ‘middleman minority’.

Gatekeeper – the broker screens/gathers information or 
other resources and distributes them within own group.

Itinerant broker – here the principals belong to the 
same group, different from the intermediary.
This role may be performed by ‘federation 
management organisations’ (Provan 1983)

Coordinator – all actors are in the same group.

Fig. 9 Different types of ‘brokerage’ Source [90, 91]

true in practice, and was represented by the SPIG, as documented above, working
with a Local Partnership Board.

Figure 10, might appear at first glance as a visual representation of the CHAIN
design – constructed at the outset and followed as the project model. But this was
not the case, although elements of the approach were anticipated, notably the need
for a SPIG and the plan for network activity. What was never clear was how the final
products of the networks were to become actioned by the participating agencies, that
is mainstreamed.

Rather, then, Fig. 10 is the culminating statement of how arrangements emerged
as best practice which ensured implementation of the multisectoral, interorganiza-
tional agenda in respect of the public health of older people. Three key observations
can be made:

• Mainstreaming must be thought of as part of a cyclical activity.
• The intent of mainstreaming is recognized at the outset of the cycle, not at the end.
• The process needs coordinating and managing.
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Fig. 10 Virtual reorganization by design: The initiation to mainstreaming process

The SPIG functions varied over the course of the cycle, and their role was critical
at each phase, especially given the seniority of the stakeholder representatives. It is
the SPIG which carries out the necessary technical appraisal of ‘need’ and sets an
agenda for the agreement of the Partnership Board (a mixture of locally elected and
appointed members). SPIG determines what networks are required to occupy the
white space and approves their membership to ensure maximum creativity.

As noted earlier the networks are specifically exempted from executive functions
and freed from the constraints and limitations that organizational affiliation would
bring. Again, then, the SPIG comes into play – receiving the networks’ products
(and considering outstanding dilemmas), deciding amongst its membership how the
required actions will be divided up, and making a contemporary check on the pol-
icy milieu to ensure necessary compliance. It focuses on how the ‘resources’ of
each organization, particularly staff effort, will be aligned: this is in contrast to the
more anxiety-raising approach of pooled budgets, the mechanisms and difficulties
of which have been examined by Durand-Zaleski elsewhere in this book.

SPIG members, as senior officers, do not have to break down any defensive
walls as they enter their own organization, but can go in through the doors. They
know the organizational DNA, from strategy through to practice, and can ‘place’
the requirements for action within the existing structures thereby reducing the anti-
body reactions inherent if internal reorganization was to be proposed. SPIG mem-
bers, as senior executives of the agencies, have a role in encouraging and sanc-
tioning the formation of the virtual organizations which complete the multisectoral,
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interorganizational model through virtual reorganization. It is these virtual groups
where the real strength lies in achieving change (see Box 3).

Box 3: Virtual organizations

Adaptive and flexible
Cross-functionality and team working
Knowledge understood to be a key resource
Mature approaches to sharing information
Learning organizations
Relational thinking (nonauthoritarian)
Flatter structures

What remains for the governance arrangements managed by the SPIG are the
monitoring and quality assurance functions and, above all, performance manage-
ment of the final stages of the process to ensure needs are being met or, if not, to
re-energize the cycle in a different direction.

Conclusion

With this final phase the overall ‘policy connect’ was complete and the innovation
achieved. National level targeting from a number of diverse sectors has been brought
together and made operational across multiple sectors at the local level, and on a
networked and integrated basis.
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Chapter 6
Knowledge-Centered Health Innovation:
The Case for Citizen Health Information
Systems

Constantino T. Sakellarides, Ana Rita Pedro, and Manuel Schiappa Mendes

Abstract Twenty first century health systems need to be organized differently –
that means around the citizen user. This is a critical change in health governance.
It is based on the fact that health is ever more knowledge- and literacy-dependent –
and under these circumstances, citizen-centered health information systems, such
as electronic personal health information systems, because of their high potential
as powerful health literacy tools, are likely to become the sort of innovations that
can play a major role in health system change. In fact, the health governance of
the future cannot be imagined outside the realm of a “knowledge society,” where
innovation is a key element.

Innovation refers to ideas, goods, and services, recognized as new and useful,
that result from a creative process where knowledge is a key ingredient, implying
strong social drivers and producing economic value. In this context it becomes clear
that innovation is not, essentially, about technology. It is about creating value in the
knowledge society. Some suggest that it is even more than that innovation is “the
condition of survival in a changing environment.”

We are entering an era of massive access to health information, coupled with
information-related electronic developments, that brought about the possibility to
collected, organize, and use health information intelligently. Consequently, a transi-
tion from mass health information consumerism to a mass customization of health
information is now taking place. Personal health information records are electronic
information resources, owned and managed by individuals with the purpose of
assisting them in making health decisions. They are practice-driven innovations,
where knowledge is translated into a set of products, services and procedures in
a way that is likely to result in health gains, to improve quality of care through
better citizen’s involvement in the health care process, and to produce economic
added value. But personal health information systems are not just about managing
health information, they are also a tool for health and digital literacy and citizen’s
empowerment.
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Personal health information systems are innovation systems. They make little
sense seen in isolation. Their development is shared by different agents involved as
co-producers throughout the innovation process.

The developmental environment of electronic personal health information sys-
tems is particularly complex and includes many health systems facets and other
relevant societal aspects: technologic markets and platforms, health professional
information systems and practices, science systems, local health strategy networks,
and health policy and information governance functions.

Currently there are, essentially, four different ways of developing and managing
personal health information systems.

Firstly there is the design, production and management of technologic platforms
for running personal health records, by industry, serviced directly to the public or
through health service partners.

An alternative to industry is a service solution offered to patients by medical
associations.

A third possibility is now been provided by health services organization, by
including in their health information systems, a virtual space, where citizens might
partially access medical health records, and record and manage some of their health
information.

A fourth solution, highlighted throughout this Chapter, is that community centred
collaborative innovation systems, where a major role is played by personal health
information systems users, themselves.

In the context of local health innovation systems, personal health information
might become very significant vehicles for more open and democratic societies,
where public interest solutions can provide a framework for relating and mutually
reinforcing individual and social development on one hand, and the growth of the
market knowledge economy on the other.

“Story telling” is an important mechanism for innovation promotion and dissem-
ination.

Selected experiences of real participants (under hidden identities) of a electronic
personal health information system project being developed in Barreiro – an old
town by the Tagus River facing the city of Lisbon – have been combined as a major,
although partial, contributions to the story of Maria Esperança, composed through
a future scenario-like exercise. This was developed by this project’s management
team on the basis of the theoretical references and empirical evidence presented in
this chapter.

Health Systems in Transition: Are Health Literacy
and Citizen-Centered Information Systems the Critical Change
Engines of the Health System?

In the last century it seemed that the protection and promotion of health were
straightforward. The premise was that people could be educated to behave in
a healthier manner, while public health services would ensure protection from
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epidemics, environmental hazard, and contaminated water and food. Access to
medical care would than take care of most of the rest. On the top of the pyra-
mid there were rational public policies, enjoying political legitimacy, public sup-
port, and financing arguments, served by public administrations with clear-cut rules
of engagement. This machinery was believed to ensure that policy promises were
delivered.

What can go wrong?

It is possibly imprecise to state that the verdict of the last two decades experience
was that we were wrong.

Likely, we were just somehow shortsighted.
As Julian Tudor Hart once wrote, “patients are active co-producers of health

rather then passive consumers of medical care.” Ensuring access to quality health
care for all remains a formidable challenge.

Command-and-control organizations, in health systems, failed often on their
promises.

Under these circumstances new thinking categories expanded into health systems
analysis and terms such as change managing, governance, stewardship, local
engagement, information and knowledge management, innovation, health literacy,
and citizen’s empowerment entered the health policy debate. These new references,
now well in their way towards being mainstreamed into the health system’s land-
scape, seem to offer a better way to address uncertainty and complexity in an emerg-
ing knowledge society.

Health Systems in Transition and the Citizen

Health systems are slowly but clearly shifting their focus from acute care to long-
term care, disease prevention, and health promotion, valuing quality of life.

A large proportion of health care budgets are now spent on a few “chronic dis-
eases” such as diabetes, asthma, congestive heart diseases, depression, and coro-
nary heart diseases. All these require different competences than the ones traditional
health care systems used to provide. Beyond biomedical knowledge, organizational,
behavioral, information, and communication sciences can contribute to a much more
active patient and citizen involvement.

Individualization and a growing number of communities of practice or interest –
a new bottom-up health commons – are emerging as major health system’s devel-
opment issues. Genomics, electronic information, and communications systems and
citizens/patient-held and citizens/patient-managed health information are contribut-
ing to these trends.

Reproductive health continues to be a domain of broad public interest: the pub-
lic debate concerning abortion takes place in parallel with growing concerns about
better and more accessible response to infertility.

There seems to be a new awareness for dealing with the many different facets
of violence: Citizen’s engagement is necessary for promoting a transition from a
disjoint sectorial view of multiple forms of violence to a multisectorial and
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integrated understanding, in responding to individual, social, and political forms
of abuse.

All of these require competent collaborative case finding, action, and follow-up.
Global fattening threats a recession on what has been for many centuries an up-

hill life expectancy curve. Public health innovation is focusing on active graying
society. Pursuing an intellectually and physically active life, adding life to years,
dealing with palliative care, and with assisted death issues poses extraordinary eth-
ical and technical managerial challenges. Only an active public sphere can address
effectively such sensitive and complex issues.

Global public health threats, such as pandemics and bioterrorism, seem to require
a shift from traditional command-and-control public health emergency approaches
to an integrated health governance perspective.

Health services need to evolve are likely to evolve from fragmented, vertical,
resource-driven health organizations to horizontal value-based and citizen-driven
health networks focused on results. It has been suggested that a fourth “P” – standing
for “People” – needs to be added to the often controversial forms of public–private
partnerships (PPPs).

From the health financing perspective, there are mounting pressures to evolve
from a “traditional welfare” collective approach to one that include investment in
human capabilities and looks for a better mix of collective and individual financial
responsibilities.

Finally, a clearly observable trend is the transition from provider and manage-
ment centered health information systems to citizen-centered health information
systems.

Citizens’ rights and responsibilities toward individual and collective health are
beginning to be rewritten.

It has been rightly pointed out [1] that from the 10 recommendations to improve
quality of care suggested by the American Institute of Medicine, in 2001 (Institute
of Medicine 2001: Crossing the quality Chasm), six are directly dependent on the
kind of citizens’ involvement that citizen-centered information systems promote.
These are continuous healing relationship, customization based on patient needs and
values, patient as source of control, shared knowledge and free flow of information,
the need of transparency, and anticipation of need.

In this context, citizen-centered information systems, as potentially powerful
health literacy tools, are likely to become the type of innovation that can play a
major role in health system change – they are likely to be critical change engines in
health system’s transition.

Figure 1 argues this point in a schematic way.

Health Governance in the Knowledge Society

Aiming to identify the main features of health governance in the 21st century has
became a concern of all those interested in understanding and influencing health
systems change [2–4].
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Fig. 1 Health systems in transition: dimensions of policy agendas
(1) Traditionally most European health systems are centered on organizing and financing health
services supply. This is a powerful agenda with a strong social support and therefore difficult to
influence through public policies.
(2) Particularly over the last two decades a number of initiatives have been taken to move the
agenda from the “resource management” dimension to “service production/outputs” one (Financ-
ing/provision split, performance contracting/commissioning, benchmarking). This has been very
often a difficult transition since it seems to enjoy a more limited social support than agenda 1.
(3) Limited success of the supply side approaches has resulted often in reinforcement of demand
side-market agendas (financing demand) through improved enhanced consumer choice, promotion
of vouchers and deductibles. In complex health systems consumer-capture by organized interests
is a major risk.
(4) It is argued that a complex supply–demand mixed agenda will only work for citizens/patients if
includes strongly citizen-centered dimensions – improve health literacy and informed choice and
representation (agency), though citizen-centered health information systems.

Health governance is about building viable platforms for promoting desirable
changes. It is about real, as opposed to formal, decision-making processes on issues
of common interest.

Emphasis on the notion of health governance tends to produce two equally desir-
able effects.

The first of these is a bird’s-eye effect, by which the fabric of social interac-
tions elicited by health related interest can be surveyed. The second effect, contrast-
ingly, is an in-depth glance into the community and individual microcosms, where
everyday life takes place. Here the real benefits and constrains of what is being
decided elsewhere can be felt in more than one tangible way.

Health governance invite us to focus on adding value where it matters the most –
the health of citizens and the challenge of realizing each ones well-being potential.

It inquires on what influences health systems evolution, and calls for a better
understanding on how health policies work, and on what are the dynamics of key
social actors in health systems development;
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Moreover, in so doing it touches upon the issue of how health governance relates
to overall governance – recognizing the health effects of other policies and also the
implication of health policies in other sectors.

Finally the more normative dimension of governance comes into play, as “good
governance” principles are promoted across different political agendas and their
hierarchies of values, and are translated into the ethical requirements of governance:
inclusion, transparency accountability, and contestability. Good governance aims at
further democratizing health, as a significant contribution to a more open and less
unequal society.

Health governance of the future cannot be imagined outside the realm of a
“knowledge society.” The idea of a knowledge society is associated with “those
knowledge-related activities and policy decisions that add public value . . . in the
meaningful utilization of knowledge throughout the whole society” [5]. It is there-
fore important to realize that the notion of knowledge society cannot be reduced
to its information technology component. The economy is part of the knowledge
society – the knowledge economy influences value-creating processes by fundamen-
tally altering the organization of work, including new forms of cooperation across
organizational boarders [6].

The role of knowledge in governance has been enhanced by a more complex
and unpredictable world – one of global product chains, where ideas have economic
value, and where science and technologic rapid expansion occurs while traditional
national, geographic, and political boundaries are under increased challenge [5, 7].

The notion of innovation is a pivotal element of a knowledge society.

Innovation in the Knowledge Society

A few decades ago Theodore Roszak wrote in Where the Wasteland Ends (1972)
about a young boy and his family waiting for the periodic outburst of Old Faithful
the famous geyser in Yellowstone National Park. He describes the excitement and
suspense of those gathered around, for the big moment . . . silence, then suddenly
this visceral murmur coming form mother earth’s inner depths . . . and than the big
white splash high into the air . . . and a human uproar of admiration . . . an introspec-
tive silence . . .and amidst the quietness of that special moment, the voice of that
young boy, could be distinctively herd: Disneyland is better!

Disneyland! What an unbeatable mix of fantasy and technology!

A New World: Technology and Innovation

Innovation is not, essentially, about technology. It is about creating value in the
knowledge society. Some suggest that it is even more than that: innovation is “the
condition of survival in a changing environment.”

The need to look at technologic developments within an innovation framework
is a notion of critical importance.
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Including technologic progress in an innovation framework is bound to enhance
technology’s benefits, such as contributing to a better quality of life. It is also likely
to avert its unintended negative effects, such as embarking in unnecessary, redun-
dant, excessive, or trivial instrumentation, in detriment of better response to more
tangible human needs.

The notion of innovation implies a sense of usefulness and a desire to contribute
to a better world. It also means, increasingly, user involvement in creating and deliv-
ering new products, services, and processes.

Technology provides tools for better quality of life. Are there circumstances were
technologies may be disempowering their users? May we rely on our immediate
perceptions or preferred fantasies in dealing with the extraordinary appeal of ever
new technologies or is there a need for innovation policies and literacy?

Many our parents or even some of us, first or second generation dwellers of western urban
societies, were European very much on the George Steiner’s idea of Europe: their were
born in a street named after a poet or political leader, they were brought up valuing both
Greek classical rationality and Christian brotherhood, their community conscience was
exercised in long hours of coffee shop debates or by direct experience of urban and rural
landscapes with an human dimension, and have experienced war desperately or its dramatic
consequences. They had a sense of tragedy. A sudden end of everything one values could
happen.

They came often from large families and tight upbringing, learning, early on, to belong
and share, as they left school playgrounds looking for a job.

Most had a profession, even a working place, for life.
They knew their neighbors. All had town squares and identify themselves with a nation

state, even when excluded from wealth or recognition. They felt connected to the world
through Philips radios and consumed with little guilt and obvious pleasure Nestlé choco-
lat, collected National Geographic images from paradise, saw World War movies and felt
entertained by lighthearted musicals. Choice was limited but borders were clear cut, and
right and wrong seemed quite distinct.

They nodded their heads philosophically when confronted with groundbreaking
novelties – some from direct experience such as jet planes, televisions sets, insulin, peni-
cillin or the pill, others from distant media echoes of new weapons of mass destruction,
rocket journeys towards planet moon or heart transplants. There was a sense of surprise
and wonder.

They visited a doctor when they were sick, always prepared for the worst, and shared
casually with family and friends the bits and pieces of health and disease understanding
these sporadic encounters may have provided. Measles was considered a benign disease,
youngsters had appendicitis, sometimes tuberculosis a bit latter, and swollen legs could be
either liver cirrhosis or congestive cardiac insufficiency.

As retirement day came along, a grandparent niche was there, warmth on hold.
Than, they would fade away, carried through by intangible forces, coming from far

beyond their control or understanding.
Birth may have been problematic – substantial efforts were being made to make it safer –

life expectancy was becoming notoriously longer, but death was a destiny to be accepted as
it presented itself.

Now it’s different.
There is apparently little surprise when one casually finds out that giant containers car-

riers that can transport 11 thousand containers – each can contain a middle sized car – that
turns the transport cost of a pair of jeans from China to England less expensive than carry-
ing it by truck from London to Glasgow. Scaling up transportation volumes from production
sites to market places made the difference.
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Little wonder.
We have ‘rendez vous’ in internet chats, engage in virtual shopping, and gift exchang-

ing – “people connecting people.” We appreciate Youtube imaging and take risks in Second
Life.

We are hypereal.
It seems now possible that sequencing the entire human genome rapidly and at an

accessible cost will occur within the next five years. Experts write about “public health
genomics” and their relevance to “individual health information management, health pol-
icy development and effective health services.”

Nestlé focus now on “healthy living” – “good food; good life” has became the Swiss
based cooperation preferred image.

Philips is establishing in China, in partnership with Shanghai based Institute of Health
Sciences a new health care lab: “early diagnosis and personalized treatment for better
health outcomes”, is what this is about. Sense and simplicity is their motto.

Web 2.0 is credited for providing a powerful collaborative and interactive space, that
enhances a spirit of free and open exchange and sharing among all those that choose to
become involved – it is about searching in an almost unending virtual sphere. However
where and further delivering a world where one can interact, engage and search, but where
Web 3.0, a semantic, highly structured web, is been announced – it seems to be about find-
ing, rather than searching.

These are certainly promising innovations, but apparently unsurprising ones.
They appear to be much more like expected outcomes of scientific and technologic evo-

lution than surprising, astonishing, unexpected, thought provoking, breathtaking, ground-
breaking novelties. We seem unimpressed as we adopt constantly new technologies as they
hit the market in a continuum of shortening life span for each product generation.

The new is expected. Explanations are not necessarily required.
Some sort of nonchalance towards the new seems unavoidable – unless we become part

of it.

Weiser wrote in 1991 about a future world of ubiquitous, unobtrusive, invisi-
ble electronic world, that will free man from its tedious common tasks, makings
an almost unnoticeable transition from visible, discrete, engaging innovation to
immersed, embedded, integrated, and intuitive interfaces.

We are told that “ambient intelligence” experts and investors are carrying through
Weiser’s vision. Is it reasonable to assume that weak citizen and community partic-
ipation in the innovation process might often lead to imbedding technologic solu-
tions oblivious of common interest? Does this mean we are than likely to become
ever better trained users, while becoming less and less educated in the inner coding
that operate our working and living environments?

In the true spirit of modernity, conscious of ones “smallness,” is it possible
to navigate, engage, self-actualize, and transcend the technologic wonders of this
extraordinary new world, thus becoming true partners in the innovation process?

Understanding Health Innovation

The term innovation is frequently loosely used in its common-language meaning
as something different than usual – rather than doing more, more intensively, effi-
ciently, or effectively the same.
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In a nutshell, innovation refers to ideas, goods, and services, recognized as new
and useful, that result from a creative process where knowledge is a key ingredient,
implying strong social drivers and producing economic value.

Three different innovation frameworks were selected to address this issue in this
context.

Firstly, a public sector innovation framework was extensively developed by the
PUBIN (public innovation) studies and publications [8–10], where innovation is
seen as set disciplines ranging from economics and management to organizational
and systems theories, rather than a formally established theory. It is acknowledged
that the notion of innovation comes often strongly associated with its manufacturing
legacy – that of a commodity, that is characteristically information poor. Contrast-
ingly, public sector innovation deals predominantly with organizational changes
which require a more complex and elaborate understanding/description from an
informational point of view.

In this context it is easy to recognize that the fact that innovation takes place
within innovation systems is a fundamental idea. Innovation processes encom-
pass different phases, through which “specific behaviors, technologies, and user–
producer interactions” are selectively emphasized.

Secondly, a knowledge-centered framework for health innovation has been devel-
oped by the Conference Board of Canada, where the innovation process is associ-
ated with the creation, diffusion, transformation, and use of knowledge, influenced
by environmental cultures, leadership, customer-influenced decision making, stan-
dards and regulations, and availability of venture capital and skilled people. Value
creation in this process results in improved health systems performance health poli-
cies can play here an important role, as they may influence the innovation environ-
ment [6].

Finally, National Endowment of Science, Technology and Arts (NESTA) offers
a framework for local social innovation, where innovation processes evolve through
latent, development, mainstreaming, embedding phases, and changing relationships
between authority, organizational capacity, and demonstrable value for the public,
as they evolve from one phase to the next one [11].

This model emphasis the fact that local innovation capacity can be improved, by
setting up “networks for collaboration, linking people across organizational bound-
aries to share information and ideas,” as well as by the ability of local leaders to
address obstacles and opportunities for innovation.

All three frameworks emphasize the fact that the notion innovation systems is of
fundamental importance. Innovation systems imply that

(i) Innovation processes take place in specific developmental environments;
(ii) Interaction in innovation’s development environments require organizational

and managerial arrangements that are centered in innovation drivers and lead-
ership, resource mobilization, and network governance;

(iii) Tangible outputs are created, developed, transformed, mainstreamed, and
imbedded throughout the innovation process.

(iv) Innovation added value outcomes can be objectively identified and analyzed.
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The additional notions of collaborative or open innovation [12] and of “lead
users” of innovations [13], are also of considerable interest for innovation systems,
particularly in the case of citizen-centered health information systems.

Collaborative innovation, as opposed to “closed innovation” (innovation is pro-
duced internally by an individual company or service and than marked externally),
occurs when the innovation processes is shared by different agents involved as copro-
ducers throughout one or more of the different stages of the innovation process.

A particular aspect of collaborative innovation occurs when users themselves
contribute to product improvement, including its upgrades and the adoption of pos-
sible new usages. These are “lead innovators” or trend setters.

Being innovation a major change engine in contemporary societies, it is relevant
to reflect on its public health implications. And it is from a public health perspective
that health innovation is here addressed.

In this context it seems useful to look at two key dimensions in health innovation:
policy innovation and product, service, process innovation.

They are driven by different kind of social actors. They also differ on the extend
they incorporate information and knowledge in the creative process that leads to
something recognized as new.

Health Policy Innovations

The health policy dimension (Fig. 2) deals with systems or organizational innovation,
and requires translating new ideas in fundamental structural/relational changes, incor-
porating new performance dimensions with recognizable impact in health systems.

Health policy innovation, driven by a legitimate public authority, requires a major
paradigm shift in mind frame, citizen orientation, organizational philosophy in pro-
fessional contexts, information and knowledge management, outcome orientation,
and efficient use of community resources, and is supportive of community-driven
innovation.

Over the last quarter of a century, a number of these sorts of innovation can be
identified in health systems:

Primary-health-care-based reforms recentered health care systems thinking on
peoples needs rather than on expanding use biomedical knowledge and technolo-
gies; by emphasizing the importance of service/community interfaces and new
professional profiles, they brought about a “health systems renewal”; the health
promotion movement was the “next new thing,” highlighting now on citizen’s
empowerment – ideas migrating from political and social sciences were making
a recognizable impact on health thinking.

While these developments were taking place a convergent transition on health
management and health service organization was occurring – a shift from
resource/input and process thinking to a service output and health outcome focus.
Value added is seen in “result” terms.

It may be said that the major thrusts of policy innovations, currently, are “citizen
centeredness” and the focus in “outcomes/results.”
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Ilona Kickbousch sees policy innovation as a way to reorganize how we
approach health in the 21st century, essentially through five critical processes:
(i) understanding better health as an investment and a productive force in society, (ii)
focusing on accountability for health gain, and separate governance mechanisms for
health and health care, (iii) increased democratic legitimacy and solidarity in health
systems by focusing on ethics and values through a broad dialog with citizens, (iv)
move towards broader measures of health outcomes, beyond physical health mea-
sures, and (v) engage in network governance.

Practice-Driven Innovation

A second way of looking at health innovation springs directly from the knowledge
economy (Fig. 3). It brings health back within a societal context where the economy
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plays an important role as it did in earlier public health eras (sanitary conditions of
trading-export ports in the industrial revolution and welfare protective and redistri-
bution practices, ensuring access to health care).

It integrates systems paradigm shifts where information and knowledge play a
major role.

In this context, practice-driven health innovation is seen as (i) a creative pro-
cess, requiring imagination and public/private entrepreneurship, (ii) a process that

• Health information platforms for citizens

Health information resources for citizens through phones or the Internet.
Call centers; Health portals; Internet counseling and other services

• Health professions support to patient

Professional health information resources accessible or oriented to citizens.
Patient access to electronic medical records;
Health “information prescribing”

• Personalized health information platforms

Tailor made information platforms using ICT devices for 
providing information at the point of decision

• Personal health information systems

A set of health information resources organized and managed by citizens

Fig. 4 Typology for citizen-oriented electronic health information systems
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translates knowledge into tangible products, services or procedures, (iii) resulting in
adding value simultaneously to at least three different domains:

– Health, as value in itself, as a resource for individual and social development,
as an outcome of value adding community and service networks;

– Enabling social interactions and individual empowerment and responsibility,
by redesigning the public sphere through better literacy, constructive conversa-
tions among social actors, and transparent governance;

– Economic growth, trough investing in health, supportive physical and social
environments, and health centered technologies.

Again, in all these three domains, adding values means better results – health
innovation is “legitimized by results.”

Health Innovation Systems

Citizen-centered health information system is likely to emerge as a major health
systems change engine. Electronic personal health information systems, owned and
operated by citizens, interacting appropriately with their health systems environ-
ment (community information resources, professional information systems, and
technological platforms) illustrate well the underlying principles of community-
driven health innovation – they contribute to better health, change interactive pat-
terns between key health players, have economic value, and are likely to stimulate
the appearance of new professions on knowledge translation and brokerage. This is
also a privileged area for collaborative (open) innovation and for citizens’ involve-
ment, as they assume “lead innovators” roles.

Citizen-Centered Information Systems

Different Contributions Towards More Citizen-Centered
Information Systems

People are interested in protecting and enhancing their quality of life, now and in
the coming years. Paradoxically, in the “information age,” it is increasingly diffi-
cult to make sense out of our social and political environment and to relate it with
ones’ individual, family, and community well-being and aspirations [14, 15]. How
to understand a profusely complex environment and harness the personal energy
to pilot an hectic daily pace towards realizing our well-being potential is indeed a
formidable challenge, even when formulated as somehow incomplete, imprecise,
and partially implicit representations. Finding new ways to manage information and
acquire knowledge seems, intuitively, an unavoidable path toward better formulating
and responding to this challenge.
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Over the last decade different contributions aiming at more citizen-centered
health information systems can be identified.

A first type, concerned with providing citizens timely health information and
orientation – generalist or specialized – is that of health related “call centers.” These
are now well established, being, possibly, the English NHS direct, one of the better
known examples [16]. Interment health counseling and other services are now very
prevalent [17].

A second type in this domain is that of health professions support to patients
by allowing share, at least partially, their electronic medical records. These records
bring together in one single information resource all relevant health information
pertaining to an individual patient, that have been originally collected and stored in
different health service localities [18, 19].

Another way to support patients is “information prescribing.” Here health pro-
fessionals direct patients (through information prescribing paths) to tailored health
information in accessible information resources. The idea is to prescribe informa-
tion in a fashion very much similar to the way pharmaceutical drugs or lab tests are
prescribed, recognizing that information plays a fundamental role in disease cure or
prevention, and in health promotion [20].

A third, more uncommon type is that of personalized health platforms that use
elaborate ICT to provide citizens relevant information at the point of decision
making. An example is PIPS (personalized information platforms for lifestyle and
health services support) [21]. This is a particularly elaborate tailor-made informa-
tion platform designed with the purpose of assisting in making the better informed
decisions, form a health perspective, in day-to-day life. It takes into account individ-
ual lifestyles, preferences, and health profiles in order to provide, through a variety
of ICT devices (mobile phones, PDA, computer screens, and so on), information at
the point of decision, weather this is home, the office, restaurants, or supermarkets.

Finally, the fourth type, and closer to the very heart of the notion of citizen-
centered information systems, are electronic personal health records or information
systems, owned and managed by the individual, interconnected with other relevant
information resources in health systems [15].

Personal health record or information systems convey currently an important
notion.

They represent a transition from mass consumerization of health information
(broad availability and use of health information) to mass customization of health
information and knowledge (personalized health information).

Development of Electronic Health Records

The precursors of electronic personal health records (ePHRs) are, of course, familiar
personal health files, of diverse shapes and forms, where different kinds of health
records are more or less orderly stored.

Then, with the broad expansion of computers (consumer informatics) and grow-
ing attention to health literacy and promotion, a large array of electronic health
record came to use, progressively substituting “paper” health files.
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By electronic personal health record we mean an electronic information
resource, owned and managed by individuals, with the purpose of assisting
them in making health decisions [22]. In July 2003 Markle Fundation defined
ePHRs as an Internet-based set of tools that allows people to access and coor-
dinate their lifelong health information and make appropriate parts of it avail-
able to those who need it [23]. In 2005 the American Health Information Man-
agement Association (AHIMA) definition of ePHRs adds to the first one key
element, some other qualifying features: it is a lifelong resource, universally
available, using information coming from health care providers, and the indi-
vidual. It is also noted that ePHRs need to be maintained in a secure and
private environments, its right to access being determined but their individual
owner, and recognized as distinct, not a substitute, for legal health care provider
records [24].

There are essentially three different kinds of ePHRs, according the variety of
platforms. Software programs managed by persons in their personal computers,
web-based or in others portable interoperable digital files, to be plugged into a com-
puter, such as smartcard or flash disk. In terms of their content focus ePHRs can
generalist – usable by any person independently of health condition and age, or spe-
cialized in specific conditions such as diabetes, maternal and child health or heart
disease [15, 25].

Some are simple lay-made electronic files; others more elaborated products pro-
moted by health care professionals, health services organizations or commercial
vendors. A distinction between electronic health records and health record systems
has also been suggested [26]. For reasons of simplicity it was decided not to make
this distinction explicit in this text.

In an information age like ours, it might appear somewhat surprising that this
trend is so recent and, in most places, for the time being, still far from mainstream
health information thinking and practice.

In one’s everyday experience there are many opportunities to pick up health infor-
mation of interest, related to one’s own current or past ailments, or those of family
and friends. Well-established and respectable disease risk factors such as high blood
pressure or cholesterol, the profuse wonderland of human diet, or frequent news cov-
erage of unwilling exposure to chemical, physical, or biological potentially harmful
agents attract the attention of many.

Health information comes generously in daily newspaper readings, in generalist
magazines or more specialized ones, in an unending number of books and booklets,
in TV news, entertainment shows or public service programs, everywhere.

It is well know that for Internet users, health information is at the top of preferred
items.

Medical records tend to became increasingly accessible, although at a very slow
pace, to patients, and citizens in general.

Health being a matter of such considerable personal interest and there being bits
and pieces of health information as a prevailing feature of today’s human environ-
ment, it is interesting to observe and to try to understand why such a major consump-
tion of health information has generated, up to a very recent past, limited impulses
to store and organize at least the more relevant aspects of what is so intensively
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(voraciously) consumed. Picking up health information so frequently and using to
so inefficiently seems a impressively wasteful practice.

However, a closer look at what is involved in achieving a widespread dissem-
ination of this personalized approach to health information reveals a considerable
number of important challenges for ePHRs adoption. These have been analyzed by
a number of empirical studies [15, 26].

Firstly, there are genuine concerns about information confidentially and the
possible misuse of personal information by others, particularly by employers and
insurers.

Trust on the safety of electronic records and on those that assist in operating them
becomes a critical factor for ePHRs adoption. Elaborate technological solutions to
respond to safety concerns have been developing continuously, from different ways
of keeping record ID separate from record content to portable electronic keys and
different encrypting approaches.

However, these technologic fixes may not suffice, by themselves, to promote the
level of trust necessary for expanding citizen-centered health information systems.
It is necessary that data protection concerns are not counteracted by policies that
adopt higher financial burdens on the basis of personal health attributes – weather
disease risk factors, specific lifestyles, or health services utilization patterns.

It is also expected that, as ePHRs move from an initial patchy, quasi-
experimental, development phase to later mainstreaming and well-established use,
without major, widespread safety incidents, public confidence will be further
enhanced [26].

Secondly, there is the question of data accuracy and validation. Unreliable data
recording by individuals or inaccurate information from the Internet or any other
health information sources imported by ePHRs users seriously affects the integrity
for this information resource. It is obvious that less-than-optimal decisions can be
taken under these circumstances.

Well-designed and feasible validation procedures are necessary here, on a contin-
uous basis. Also, appropriate glossaries need to be made available to ePHR users to
ensure terminological coherence when using or sharing health information [27, 28].

Thirdly, customization, through different building-block combination, allows for
choice of alternative pathways in ePHRs development.

Usability studies have stressed the importance of data display and visualization
techniques in recalling and understanding the meaning of health information col-
lected and managed through ePHRs. For instance, the degree of complexity and
interactivity of ePHRs screens are an important factor in the usability of ePHRs by
the aged [22].

Fourthly, organizing and managing health information is possibly one of the most
complex undertakings one can experience when comparing it with information man-
agement in other domains. The issues involved here a very numerous, often intri-
cately interrelated, and requiring a certain level of familiarity with biomedical and
behavioral sciences notions, and some understanding on how health services work.
In other words, by calling for some degree of health and digital literacy, ePHRs
stimulate and induce progress in these domains [22].
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Than, stand-alone ePHRs, operating in an environment where professional elec-
tronic health records are not yet widely used and where professional cultures
have not fully incorporated the advantages of improved health literacy and patient
empowerment, tend to become difficult to manage. Without connecting with reli-
able sources of information and communicating easily with health care providers,
there is limited scope for sustained development for personal health records.

Past economic failure on trying to sell standalone PHR in the US illustrate this
point [28]

Another important consideration for ePHRs development relates to the issue of
the digital divide and inequality of access to information and knowledge. Elaborate
information resources, such as ePHRs, may very well further empower the more
educated and economically better-off ones, increasing information and knowledge
disparities even more.

There are both good health policy and market arguments for the need to narrow
the health and digital literacy divide.

Finally, adopting ePHRs use only makes sense as a lifelong endeavor. This
implies a reasonable assurance that ePHRs enjoy a sustainable market from tech-
nology operators is of great importance.

Digital preservation, both in content and operational capacities, is a more impor-
tant challenge that what can be perceived at a first glance [22].

In summary, ePHRs are complex undertaking, highly sensitive to trust, confi-
dentiality and safety issues, requiring validating procedures that ensure the use of
accurate data and information. They need to be developed in a customized man-
ner, and be interconnected with other information resources. They are necessarily
lifelong endeavors and its use should be accessible to everyone (Fig. 5).

In the US, ePHRs are now rapidly emerging as health information systems
components of growing importance. The occurrence, in the aftermath of the 2004

Confidentially: possible misuse                                 

Complexity: higher than any other knowledge management 
exercise                                                        

Connectivity: Standalone ePHR unviable – need to be 
connected with other information resources and users

Sustainability: ePHIS as life-long endeavors

Standardization and validation: ensure information accuracy

Customization: different building block combinations
(alternative pathways) of a layered developmental strategy  

Digital divide: need to promote equal access to information
and knowledge

Fig. 5 Electronic health records key challenges: a state-of-the-art summary
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Katrina hurricane in New Orleans, of a massive loss of health records in the very
circumstance where medical care became particularly necessary was reveling. Kat-
rina Health [29] offered digital PHR to New Orleans residents who wanted it. Since
then, the Department of Health and Human Services [30] made ePHRs the corner-
stone of the national health information technology strategy (consumer-centric and
information-rich health care) [1]. Medicare and Medicaid Services are moving in
this same direction. The Department of Veterans Affairs adopted My Health eVet.
Just a few years ago it was estimated that there were, in the US, more than 60 private
ePHR offers [22]. Recent media reports (2008) say that there may exist more than
100 different ePHRs modalities in the US.

It seem that in Europe a major focus on ePHRs development and use is being
placed in the citizen’s access to medical electronic records [25, 27].

However, currently, in many European countries, different types of ePHRs are
being announced, usually through the media.

Enter New, Big Players

The obvious interest, displayed recently, by two technologic giants, Microsoft and
Google, in this area, can be seen as significant signs of the development prospects
of citizens centered health information systems.

Microsoft has launched “Health Vault” in October 2007. Its presentational text is
clear and revealing:

Welcome to HealthVault
Be well. Protected.
. . . Imagine if you had a way to collect, store, and share the health information critical to
your family′s well-being.
HealthVault is the new and FREE way to do just that.

Microsoft HealthVault “is designed to put you in control of your health informa-
tion.”

It is includes free-access software arrangement that facilitates the collection, stor-
age and sharing of ones owns personal health information coupled with a choice of
services and devices that assist in personal health management.

It is presented as a “hub of a network of Web sites,” personal health devices
and services including those related to wellness, self-help, disease management,
knowledge transfer from science production, and specialized health search engines.

In February 2008, Google Health announced a collaborative project with Cleve-
land Clinic medical center and 1500 to 10,000 of its patients who volunteered to
electronically transfer their personal health records to Google’s new health informa-
tion services.

A related Google statement reads as follows:

“At Google, we feel patients should be in charge of their health information, and they should
be able to grant their health care providers, family members, or whomever they choose,
access to this information. Google Health was developed to meet this need”
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Although considerably less information is currently available in relation to
Google’s Health personal health information approach, when compared to Health-
Vault, it can be generally described as technologic product (accessible through the
Web) that is part of managed information and communication hub linking it to two
critical platforms: a “platform of Web services” and “platform of clients” through
partnerships with specific health services organizations.

The transition from a personal health record notion to that of personal health
information systems as collaborative innovation systems is now becoming more
apparent.

From Personal Health Record to Personal Health Information
Systems as Collaborative Innovation Systems

Promoting the transition from electronic personal health records to electronic per-
sonal health information systems (ePHIS) is of critical importance in perusing
citizen-centered health information [26]. Such transition carries far-reaching impli-
cations: it broadens the purpose and objectives of earlier ePHRs initiatives, and
therefore their usefulness and benefits; it stimulates and explores multiple cus-
tomized development paths for these information resources; it requires and supports
its integration into its community, technologic, health services, and policy environ-
ments. This transition also emphasizes the significant difference there is between
ready-to-use electronic software aiming at recording personal health information
and a community-based customized development projects for personal health infor-
mation systems.

Electronic Personal Health Records (ePHRs) – This is an electronic informa-
tion resource, owned and managed by individuals with the purpose of assisting
them in making health decisions.
Electronic Personal Health Information System (ePHIS) – This is an “col-
laborative innovation system” and therefore adds to the ePHRs definition, the
notion of a complex, step by step customized undertaking, that requires a con-
tinuous interaction with its developmental environment, that plays a major
role in promoting health literacy and citizen’s empowerment.

Objectives and Expected Benefits of ePHIS

The objectives and possible benefits of ePHIS development are summarized in
Fig. 6.

As seen above, ePHRs aim at collecting, storing, and managing, essentially,
health care information relevant to the individual. Personal health information
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PHIS development
objectives

EMPOWERMENT
Repositioning in the
health system

HEALTH LITERACY
Using information
Intelligently in day-to-day
health related decisions

COMMUNICATION
Interacting with others

INFORMATION
MANAGEMENT
Capturing, annotating,
storing and processing 
data and information 

Maslow’s classical
hierarchy of needs

Self-actualization
And transcendence

Esteem

Belongingness

Safety and
protection

Basic physiological
needs

Info management
capabilities

ADVANCED
CITIZENSHIP

LEAD INNOVATOR

ORGANIZER
MANAGER AND
NET WORKER

STAND-ALONE
USER

NON USER

Fig. 6 Individual developmental path in information management and citizen-centered health
information systems development objectives in the context of Maslow’s hierarchy of needs

systems, while sharing ePHR benefits, perform a broader role: They are commu-
nication platforms, not only with health care providers but with any other health
information resource that can be of benefit for the health protection and promo-
tion of the individuals concerned; they are likely to become, potentially, privileged,
lively, and “self-transforming” tools for health literacy – improving ones capacity to
use information intelligently in day-to-day health-related decisions. By organizing
and managing relevant health information, providing an effective communication
and networking platform, and promoting health and digital literacy, ePHIS display
considerable potential to reposition people in their health systems by empowering
them with “voice and choice” in individual and community health maters.

The health literacy and empowering potential of ePHIS in assisting individuals
to realize and achieve their well-being capacities may be argued both theoretically
and empirically. In fact, this sort of progression parallels well with what might be
the expected progression on one’s hierarchies of need – as recognized by Maslow as
far back as 1943. It also goes well along the lines of personal development concepts,
toward lead innovators and advanced forms of citizenship.

Personal Health Information Systems as Customized
Developmental Undertakings

The notion of PHISs as complex customized developmental undertakings is of fun-
damental importance. It is based on the requirement and expectation that each one
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defines the content and ordering of the building blocks necessary for progressing in
health information management and in health and digital literacy.

Customization of ePHIS development means, basically, path-finding through
incremental steps what sort of building-blocks combination better corresponds to
ones personal characteristics and preferences.

In order for this to happen, a number of factors need to be taken into account.
It is naturally important to start with the simpler ePHIS building blocks or those

perceived by the individual as been more necessary ones (recording pharmaceutical
drug taking history and adverse reactions, or information useful in case of emer-
gency), and progress towards more complex ones, at a pace fitting individual objec-
tives, abilities, availability, and commitment. It is also useful to consider that there
are occasions when persons are particularly open to adhere to health information
management practices, as it is the case at the inception of chronic illnesses or when
the need to support illnesses of close relatives is more acutely felt.

In anticipating ePHIS management by citizens, it is necessary to take into
account what people do in their day-to-day activities. In fact, it has been pointed
out that while professional work flows tend to be studied, this in not yet the case
in relation to persons in their usual environment, where their flows are poorly
understood [28]. As indicated above, usability aspects are important. Here, particu-
larly age-related aspects of usability require special consideration. Building-blocks
configuration can take many different shapes and forms. Figure 7 illustrates one of
all such possibilities.

1. Basic Module (display, reminder systems) 
Basic problem list 
Selected health monitoring: weight, blood pressure,  and others 
Diagnostic tests results ( Eye and dental records) 
Medicines in use; immunization   
Allergies and other emergency information (break - the - glass rules) 

4. Financing and payment information:  Regular mandatory contribution 
Private insurance; Direct payments                               

3.1  Organize personally 
relevant information 
(1) Health services
navigation

2. Information export/import communication capacities 

9. Personal health management 
Advanced problem list  
Personal health and  
health care program

3.2  organize personally 
relevant information  
(2) Social, behavioral,
environ. health determinants

3.3  Organize personally 
relevant information  
(3) Biomedical
determinants

8. Personal health statements 
Living will and advanced orientations;  
Organ donation authorization;  
Permission, consent forms 

6. Choice and voice opportunities 7.  Health risk profile 

Fig. 7 Electronic Personal Health Information Systems: building-blocks contents



186 C.T Sakellarides et al.

The underlying logic of this particular design can be summarized as follows.

Basic Module
This basic module is for everyone’s use, either as a definitive solution or as a
starting point for further development. It includes information for medical emer-
gencies. Different display and reminder systems can be incorporated. It may con-
tain a basic health library. Its contents can be totally or partially shared through
printouts.

Information Export/Import Communication Platform
This is a communication module, which functional capacities may go from a simple
e-mail communication mode to much more elaborated ones (personal Web page
function, networking and community of practice functions, link to the i-citizen Web
page).

Three modules are available for recording personally organized information
on health services (related to ones own community health services), biomedical
(including genetic) determinants, and social, behavioral, and environmental health
determinants.

Financing and Expenditure Information
This module records financial commitments in relation to health promotion and
health care (stimulating the analysis of alternative options) and takes stock of all
health related expenditures.

Family Health Profile and Personal Health Risk Profile
This module summarizes information concerning one’s family health experience
and what might be one’s health risk profile.

Choice and Voice Opportunities
Here are recorded opportunities (already experienced or potentially available) to
improve choice or express views on ones health system.

Personal Health Statements
Such statements include living wills or advanced health care orientations, organ
donation authorization, and permission or consent statements.

Personal Health Management
This module is centered in a “personal health plan.” The rational underlying this
health plan can be more or less sophisticated. It may include notions of cost-
effectiveness of health interventions and of health impact assessment of other
initiatives.

Here, it is important that the design, content, and ordering of the different build-
ing blocks are clearly presented and understood by the potential users so they
choose, in an informed way, a preferred development path.
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Personal Health Information Systems as Collaborative
Innovation Systems

Citizen-centered health information systems are innovations systems of great public
health interest.

They make little sense seen in isolation.
Personal health information systems are tangible, renewable products of an inno-

vation process taking place in a specific developmental environment.
They are local collaborative innovation systems as their development is shared

by different agents involved as coproducers throughout the innovation process.
They stimulate lead innovators as some end users tend to become very actively

involved in the innovation process.
The developmental environment of ePHISs is particularly complex and includes

many health systems facets and other relevant societal aspects [31].
Some of these are highlighted here (Fig. 8): technologic markets and platforms,

health professional information systems and practices, and science systems, local
health strategy networks, and health policy and information governance functions.

Technologic Platforms

Although it is important to re-emphasize that citizen-centered information systems
are essentially not about technology, all ePHIS are dependent on the technologic

HEALTH POLICY

RELATIONAL
LOCALITTY

PROVIDERS
& SCIENCE

MARKETS

CITIZENS
HEALTH INFORMATION

Health innovation

Local health strategies
Professional
health information

Health knowledge brokers

Health information governance Technologic platforms

Health knowledge brokers

Health innovation

Personal Health information Systems

Fig. 8 Context integration: personal health information systems as collaborative innovation
systems
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platforms that operate them. These tend to evolve at an extraordinarily rapid pace.
As referred to above, ePHIS are lifelong endeavors: once one organizes health infor-
mation electronically, it is reasonable to expect that the technologic devices that
operate them evolve in a sustainable way, so one can be confident that operational
and financial discontinuity in the access and use of the appropriate technology will
not occur.

This requires from ePHIS supporters and promoters a prospective attitude toward
technologic markets in this domain. It is important to know what is currently being
offered, how these offers will evolve in the near and more distant future, and, as far
as one can know, what is happening in the technologic pipeline.

Professional Health Information and Science Systems

Electronic health records, eHRs, for professional use are known since the 1960s.
There is little doubt that these will become mandatory technical and ethical require-

ments of good medical practice and quality health care in the very near future. It is,
however, necessary to gain some insight on their adoption challenges. Key issues
for success in professional working environment seem to include such diverse fac-
tors as sources of financing, operational requirements (interoperability, standard-
ization and connectivity with other information systems), redesign of workflow
in the organization, and support in enhanced team work and management of change.

The usefulness of these electronic health (medical) records goes beyond clini-
cal practice. Electronic records databases provide a solid base for “rapid learning
health systems” that can complement randomized trials in building up future health
knowledge bases [32].

The need to interconnect citizen-centered ePHIS and provider-managed eHR
seems obvious. In fact, a considerable number of initiatives have been taken to build
ePHR by accessing existent eHR.

There are concrete applications, in the market, designed to provide both the com-
mon citizen and the health care provider access to common information resources,
each one of them accessing it from their one coded entry points, but having the
possibility of allowing access, entirely or partially, to their records, under speci-
fied conditions. Of course, transparency is of paramount importance here – recorder
holders are kept informed on who accesses what and when [24]. Here health care
providers’ concerns about the possible consequences, and their legal implications,
of using inaccurate information recorded in ePHIS need to be taken seriously into
account.

Also, it can be observed that the perceptions, attitudes, and mind-sets of health
professionals toward ePHIS vary extensively in the field. The traditional asymme-
try of patient–provider roles vis-à-vis health literacy, information management, and
decision-making ability cannot be overcome overnight. These are critical issues
that need to be managed sensibly. The current shift from acute to chronic-diseases-
centered health systems may be helpful in this regard.
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It may be argued that a sensible development course of action in this domain
could be to focus the necessary technical and financial resources in mainstreaming
electronic medical records and then, as second step, gradually granting access to
patients and citizens to these records. This could than be the starting point of the
personal health information system’s expansion.

However, there is currently a clear ongoing cultural shift toward intensive use
of health-related information by citizens, and the fact that citizens and profession-
als manifest different underling logic in organizing their health information is now
better recognized [28].

Science systems play here also an important role. Knowledge is the basic busi-
ness of personal health information systems – their operational currency. Therefore,
ePHIS depend on knowledge translation as “the synthesis, exchange and applica-
tion of knowledge by relevant stakeholders” in order to ensure the reliably of their
information contents.

In a recent WHO report it is stated that “bridging the know–do gap is one of the
most important challenges for public health in this century . . .knowledge translation
strategies can harness the power of scientific evidence and leadership to inform and
transform policy and practice . . . policy-makers, health workers, researchers and
the community can work together and share experiences and lessons in bridging the
gap” [33].

Personal health information systems are becoming a critical part of health sys-
tems knowledge value chains aimed at delivering added value for citizens by
improving access, quality, and efficiency of health care services and producing bet-
ter health outcomes.

They are already becoming become an important part of the knowledge economy.

Relational Localities and Local Health Innovation Systems

As observed above, citizen-centered information systems need to be customized,
meaning that they need to fit the personal characteristics of its holder. It may now
be added that they also need to fit the holder’s local, physical, social, and cultural
environment.

This poses many challenging questions.
Can one make the case of local versus global evidence in built-up personal health

literacy resources and supporting local deliberative processes?
There seems to be a reasonably broad agreement that evidence is context sen-

sitive and that of good “global” evidence must be triangulated with reliable local
knowledge.

Information on prevailing health risks (from air pollution to hazardous locations
and accident-prone areas) need to be locally produced and disseminated to personal
health information systems. It is expected that the adoption of ePHIS in any locality,
at a considerable scale, will place added pressure on the availability and accuracy of
locally generated health information. Consequently, local health strategies can find
here a new and very meaningful challenge, and would be probably well advised to
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look at the development of citizen-centered health information systems as one of
their most significant operational targets.

Relational localities inherent in ePHIS development certainly require intelligent
and demanding engaging strategies and persistent social entrepreneurship. Key ele-
ments in collaborative innovation systems, such as electronic personal health infor-
mation systems, are engagement at the local level [34, 35], knowledge translation,
and knowledge brokerage.

Warner and Gould [36] indicate that intersectorial engagement at the local level
requires elaborated network governance to operate effectively in the neutral interor-
ganizational “white space” territory. They suggest that for operating in this territory,
a set of functional arrangements – “virtual reorganization by design” – are neces-
sary. A critical role in ensuring this sort of virtual reorganization is to be played by
coordinators competent to “ . . . colonize the neutral territory, to cross organizational
boundaries, and to broker action within the mainstream operations of participating
bodies.”

A wide range of channels of engagement – technologies of connection – are cur-
rently available. These provide almost endless possibilities of public communication
which is interactive, inclusive, relatively cheap to enter, and unconstrained by time
and distance [35].

Health Information Governance

Well-informed decisions are desirable at all health systems levels, everywhere: by
policy makers, public health practitioners, managers of health service organizations,
and health care professionals. This naturally is also true for community leaders and
citizens.

Health information governance is becoming a major component of health poli-
cies.

It is necessary to ensure that accurate, timely, relevant information is accessi-
ble to all that need it, when they need it. Relevant health information should flow
to known decision-making hubs, transparently and safely, through interoperable IC
technologies. This is expected to take place in a way that respects information con-
fidentiality, builds trust, and produces added value to health and to the quality of
social interactions.

Good health information governance is currently a major theme for public health
innovation.

In this context, it is important to map citizen-centered information systems into
the developmental strategies of health information infrastructures and functional
requirements.

Can we find them there? To what extent do health policies and health information
governance recognize and value the potential role of ePHIS in health promotion and
improved quality of care? What are, for each specific cultural milieu, the obstacles
and opportunities for promoting citizen-centered health information systems?
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There is no “citizen centeredness” without finding out about citizens’ views.
Surveying, and taking into account, citizens’ views and expectations concerning

health information must become a key element in good health information gover-
nance.

Over the last few years, considerable information, from a variety of different
sources, has became available on how people feel vis-à-vis organizing, storing, and
using personal health information.

Two Markle Foundation studies in 2005 found that 60% of those surveyed sup-
port the creation of a secure, personal health record and showed that the majority
would be comfortable with ePHR use particularly for pharmaceutical drugs pre-
scriptions (fill and check), for accessing test results from the Internet, for checking
mistakes in medical records, and for e-mail communication with their doctors [37].

Harris Interactive online polls have been taking place since 2004, covering var-
ious aspects of health information use. In a more recent poll, implemented by this
same organization, for the Wall Street Online Health Industry Edition, in late 2007,
surveying 2,153 US adults, it was observed that 26% of those surveyed said that they
were using some kind of eHR, mainly the one kept by their physician. Only 33%
of those surveyed were very confident that health care providers had a “complete
and accurate picture of their medical history” – that percentage increase to 50% for
those having access to medical health records.

The Eight European Counties Survey on the Future of Health, which includes
Germany, Italy, Poland, Slovenia, Spain, Sweden, Switzerland, and United King-
dom, also illustrates the importance European citizens attribute to their role in health
information management [38]. When those surveyed were asked to value differ-
ent sorts of innovation – consultation by phone, telemedicine, having access to
their health information in an electronic way, having available information about
providers to choose based on this data, or having consultations more quickly but
without assurance to see the same doctor – they valued the most the possibility of
managing electronically their health information (Smartcard).

Alternative Configurations for Electronic Personal Health
Information Systems

Currently, at least four different approaches for developing and managing electronic
personal health information systems may be identified.

Firstly there is the design, production and management of technologic platforms
for running personal health records, by industry, serviced directly to the public or
through health service partners. This has been mostly the experience of electronic
health records developmental, and it is also the case for the personal health infor-
mation systems, now been launched by major ICT developers, as indicated above

An alternative to the service solution offered by ICT industries, is exemplified
by the Canadian Medical Association that offers a electronic health information
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system that allows patients to organize and manage their own health information,
and facilitates its communication with their physician.

A third possibility is now been provided by health services organization (Eng-
land, Germany, Austria, Portugal) by including in their health information systems,
a virtual space, where citizens might partially access medical health records, and
record and manage some of their health information.

Finally, a fourth kind of solution is related to what has been above designated
as ”community centered collaborative innovation systems”. Although this concep-
tual construct is in an early developmental stage, it may carry far reaching impli-
cations for health literacy, community development and innovation, and citizen
centred health systems [39,40].

It is here suggested that local collaborative innovation systems (LCIS) for per-
sonal health information development can be characterized as follows:

(i) Networks of personal health information users, originating from some sort of
consumer/patient association, constitute the core element of LCIS.

(ii) Health information users are involved in the design and implementation of
openly accessed technologic platforms that allows for a step-by-step, cus-
tomized development of personal health information systems, including the
selection of added public and/or market knowledge servicing.

(iii) Health information related LCIS pursue actively ways to ensure effective com-
munication and cooperation with local health professionals and services, both
in personal care and in public health.

(iv) Citizens-based consultative and support structures are organized, aiming at
improving health and digital literacy, knowledge translation initiatives from
science systems, and at providing assistance in making intelligent market
choices on health information offers.

(v) New kinds of expertise are stimulated through LCIS, such as those of “health
information brokers”, capable of contributing to information content quality,
trust on confidentiality, and easiness with information and communication
technologies.

(vi) Funding strategies are likely to encompass two different modes - a “start-out
mode” (which may include a mix of public development funds, social non-for-
profit organizations, “social responsibility” funds) and a “sustainable” mode
dependent on the value patterns created during the start-out mode.

The LICS approach may play an important role in averting the establishing of
deeply rooted embedded dependences in personal health information systems. These
can happen when personal health information systems are thought out just as sim-
ple extensions of electronic medical records, or when they became part of tightly
integrated ICT platforms, difficult to track, disentangle and influence

In the context of local health innovation systems, personal health information
might also become very significant vehicles for more open and democratic societies,
where public interest solutions can provide a framework for relating and mutually
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Fig. 9 Conceptual mapping for innovation on citizen-centered health information system

reinforcing individual and social development on the one hand and the growth of
the market knowledge economy on the other.

Personal health information systems face a challenging developmental path: one
with personally and sensitive issues, interacting with a formidable mix of systems
complexity, a playing field of many diverse interests, a very broad scope of health
scientific knowledge, professional perceptions and codes of conduct, and a large
variety of more or less subtle technology embeddings.

Figure 9 displays a summary conceptual mapping for innovation on citizen-
centered health information systems. It is based on the different innovation frame-
works surveyed in this chapter, as well as on the experience gathered through the
action research project briefly described bellow. It highlights the convergence of
theoretical notions from different origins, into the developmental environment of
personal health information systems.

The Story of Maria Esperança

In the mid 60’s, Maria Esperança, aged 9, settled, with her older brother, in a small
town called Barreiro, across the Tejo (Tagus) river from Lisboa, where he found a
job in a large industrial chemical complex called CUF.
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In mid XIX century the town of Barreiro was adopted as the railway terminal
of the growing railways network south of Tagus river. Its proximity to the country
capital in addition made, made it attractive to industrial settlements, in particu-
lar cork and chemical industries. If fact the second half of the 1900’s Barreiro’s
social and economic fortunes were strongly dependent on CUF’s development. In
fact when CUF came to this town in 1907 there were around 8.000 inhabitants
in Barreiro. Only 30 years later this number had tripled, and by the early 80’s,
approximately 90.000 people lived there. However, by the end of the next decade,
post industrial times were reshaping life in Barreiro. Unemployment increased and
population started to decline steadily.

There were difficult times ahead.
Esperança married early, with a CUF worker, and soon after, they had their

first son, Diogo. A few years later Maria was born. During this pregnancy she was
diagnosed diabetes. Meanwhile Esperança started working in a secondary school as
administrative staff, at the library. This occupation was well fitted to her organized
lifestyle. Her inclination for filing and labelling all sorts of things was well known
both at work and at home.

She had a drawer were she kept all her medical records and health information.
This was quite a collection of lab tests result sheets, typically unfitting Xrays (in
size and shapes) from earlier years, yellowed personal notes, doctor’s appointment
records, used pharmaceutical drugs folded packages and their information inserts,
immunization and blood type record, past pregnancies and old child’s growth curves
and baby clinic booklets, health service bills, photocopies of newspaper and mag-
azine articles, concerning diet, sexuality, sleeping disorders, physical fitness pro-
grams, environmental and food hazards, and the latest on the flu pandemic alert
popular literature.

She used to call it my “health archives.” Everybody else in the family knew it as
another of Mom’s paper drawers. Nevertheless, it was a fact that, in numerous occa-
sions, Esparança’s rudimentary archives proved very useful in responding to their
GP need to recall past health experiences in dealing with current illness episodes.

Life went on in Barreiro.
Esperança’s family, with small salaries and occasional unemployment episodes,

maintaining basic household commodities and educating their children, barely
could make it economically. As was also the case for many other women in her
social condition, life was tough. As a working spouse and mother, going through
heavy daily routines, she had little or no time for herself.

Days were long, and nights even more monotonously alike, one after the other.
Many years went by with almost no opportunity to think on her own development

needs as an individual.
Often Esperança recalled, somehow sadly, her school days, the encouragement

she often got from the best of her teachers, as their recognized on her an inquisitive
and creative mind.

So many unfulfilled promises!
One day, while talking with a friend, also a diabetic, Esperança found out about a

new project being initiated at the Diabetics Association aiming at helping people to
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organize their health information. When visiting the Association, a few days later,
after working hours, she was surprised to find some of her neighbours sitting in
newly installed computer room. They had the assistance of a young woman, hired to
help improving digital literacy for those interested in participating in this citizens
centred health information project known as “i-citizen”

It became immediately crystal clear to her what these people were up to! They
were using computers to live up all paper filled “health archives” like hers!

She signed up. Their children have grown up. She had more time now.

Barreiro’s i- citizen project

This Diabetics Association in Barreiro has approximately 1050 members.
Approximately 600 are actives ones, and about 65% have diabetes. The main
objective of this Association, beyond supporting diabetics, is health promo-
tion. It provides its members to low cost services on psychology, nutrition,
and podiatry services.
In partnership with this Diabetics Association, Barreiro Primary Health Care
Center, Regional Health Administration and General Direction of Health,
the Portuguese School of Public Health is developing, since early 2007, a
project aiming at developing and evaluating a citizens centred health infor-
mation system (i-citizen project), which main objectives are: health infor-
mation management by citizens (storing and processing data and health
information), enhancing electronic communication capacity (the interaction
with the others, namely health professional), promoting health literacy and
citizen’s empowerment.

Project development steps

1. Health and digital literacy survey for members of Barreiro’s Diabetes
Association: This is basically a base line assessment of literacy levels
(220 surveys by postal questionnaires, with a response rate of approxi-
mately 50%).

2. Program for improving digital literacy: in order to assist those with low
digital literacy levels, a small “digital lab” was installed in the Diabetics
Association. An “information assistant” is available to help improving
digital literacy for those interested in participating in this project. He
keeps a ”health and digital literacy diary” were highlights of this experi-
ence are recorded.

3. An electronic personal health information prototyped: This was
designed to perform as a learning toll for citizens, as they experience
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different health information managing “building blocks”, while progress
in health and digital literacy.

4. Personal health information system’s performance as an innovation sys-
tem: This phase is taking place in the first semester of 2008, and implies,
essentially, surveying and assessing the development environment of
personal health information systems - attitudes and perceptions of health
professionals, future prospects of technologic platforms being developed
in this domain, links with local health strategies, and contextualization
in national, regional and local health information governance

This is an action research project aiming at promoting and studying elec-
tronic personal health information systems as ”community centred collabo-
rative innovation projects”.

During the projects workshops many examples were given as to the usefulness of
these computerized systems:

There was the story of a 79-year-old lady with diabetes and congestive heart
failure that was one evening rushed to an emergency department. Asked about her
medication, she could not really remember any detailed but was able to give to the
attending physician her electronic personal health system password. There he found
that she was allergic to the aspirin he had just prescribed. He was able to correct
it, and avoided a major problem.

Another example of an effective ePHIS user is that of a person that has her test
results electronically transferred to her own information resource, and uses a web-
site to find out what the results mean. She is also able to contact electronically her
primary health care physician for advice or appointments. Furthermore she has
permission to enter her aged mother ePHIS and helps her in complying with her
medication schedule.

There was also the account of a man in a comatose state is delivered to an emer-
gency room, without information on the possible causes for his condition. However
the attending physician was able to access his medical history through an ePHIS
found out that he had diabetes and was therefore able to initiate immediately a
life-saving treatment.

These advantages were almost intuitive for her. At this stage, however, she had
some concerns about the systems’ ability to secure confidentially. She could not
judge fully for herself the technicalities of such concepts as “keeping citizens iden-
tity separate form data” or “encrypting.” She felt it was important to keep trying to
sort these things out. It wasn’t very comfortable to her to settle this issue on faith.

Esperança was asked to fill up a questionnaire aiming at assessing her health and
digital literacy. She was encouraged by the fact she had done so impressively well
in this kind of test about her health knowledge and was not discouraged by her low
marks on digital literacy. To the contrary – this was a stimulus to take full advantage
of the learning opportunities being now provided at the Diabetics Association.
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It was relatively easy for her to get a good hold onto the basic module of
“i-citizen.” After all it was essentially a matter of inputting into this software infor-
mation she had been storing and organizing for many years. The next step for her
was to become familiar with the communication module.

Buying a home computer became o new household budget priority. They found
out that this could be subsidized through a government programme aiming at pro-
moting digital literacy in the country

One afternoon she decided to surprise her GP, by displaying an i- citizen print
out showing her usual test results, her weight and blood pressure curves, as well as
her current medication schedule. Although he was familiar with the i-citizen project,
he didn’t expected it could progress so rapidly. They agreed to start communicating
from Esparança’s i-citizen to the GP’s electronic health record and vice-versa.

From here Esperança progressed rapidly to the other building blocks of i-citizen.
As this progress was taking place, something new stared happening.
i-citizen program managers select a group of users for a more in-depth interview

as part of i-citizen first performance evaluation. For Esperança, one of the selected
users, this was a surprise – outside her inner circle of family and friend nobody as
ever expressed much interest in her views.

This was however a very welcomed exercise since she has indeed some ideas
on how to make this tool even more user friendly and how to improve the i-citizen
library component in order to make it more easy to consult. Her experience at the
school library finally proved useful some where.

i-citizen program managers were very impressed by the quality of the views and
suggestions they could get from some of the users, Esperança included. They decided
to select six of them as permanent project part-time user-consultants.

Esperança was enthusiastic.
She invited the others to an after dinner “rendez vous” to discuss their new role.

They found these exchanges fruitful. These became regular meetings. They begin
searching in the Internet for thoughts on the kind innovation they were experienc-
ing. They got some help for improving their English proficiency. One evening one of
them arrived particularly excited, waving a few pieces of paper in her hand. “This is
it” she proclaimed, and handed out a few selected pages of Eric Von Hippel “Democ-
ratizing Innovation.” There were moments of silence, as the group read a couple of
paragraphs, marked in yellow. Suddenly one of them of them exclaimed: “we even
have a name – we are lead innovators.” This turned to be a long exciting evening.

Esperança deployed her modest celebration “kit”: a few slices of bread from
their neighbourhood’s baker and of cheese from an Azeitão, a generous serve of
olives from Elvas, a small taste of an excellent red wine from Alentejo.

Back home, spouses were surprised by everybody’s late, late arrival.
Next meeting there was even more to talk about. New terms, new concepts had

been emerging through their readings – collaborative innovation, open innovation
were notions they were eager to grasp appropriately, by discussing their readings
and how they applied to their experience in i-citizen. But the best piece of news that
evening was the fact that some of them have been successful in their application to
become information assistants in the Internet access points, made available in many
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of the municipalities of that area. Now they had an expertise that was becoming
socially recognized. This did a lot for their self esteem.

But there were also difficult circumstances, as well as some creative moments. In
one occasion, during a meeting with some beginners in ePHIS use, there were tense
moments. One of them appeared clearly uncomfortable with the prospect of sharing
some of his personal information with more experienced colleagues, even as part of
a learning exercise. Although this was a misunderstand – no such sharing in fact
was happening outside a specific request for assistance in a particular aspect of the
personal information system by an interested party – it raised a key issue in any
collaborative experience: trust.

That afternoon Maria Esperança could observe how trust was something one
can clearly fell or not, but how difficult it was to reasonably converse about it. But
ingenuity can be wonderful – next meeting a member of the group came wearing a t-
shirt were it could be red: “You can’t hate someone whose story you know.” She got
the idea late night, by e-mail, from a friend that happened to be reading Margaret
Wheatley’s “We Are All Innovators.”

Many of them felt that this form of indirect communication could work and clear
the air gracefully, in delicate circumstances. They decided to use it more frequently.

One more year went by.
i-citizen was now expanding rapidly to other patient associations, municipalities,

and even a nearby “health cities project.” Esperança’s group was called to help in
the development of these projects. As this work became too demanding for a such
a small group, they start contacting interested users from these new i-citizen spin
offs in order to expend their working capacity. Few months later they ended up with
an i-citizen collaborative network, which included a community of practice compo-
nent that assisted in sharing their experience based learning. They now realized,
thrilled and somehow worried, that have begin in fact to manage a virtual organiza-
tion supporting citizens to develop their health information systems and interacting
with program managers, public health authorities, health service managers, and
software producers to covey user views on electronic personal health information
systems development.

Than a big step forwards was about to happen.
The Regional Health Administration of Lisbon opened selection procedures for

“health information brokers” to assist the development of i-citizen in the Region. To
those selected an on service training on health information brokering will be offered
by the National School of Public Health in Lisbon. Many of the network member,
those looking for a new profession on citizen’s centred health information, applied.
Esperança is among them. They are very confident they are going to be selected.

What whatever the selection results might be, they are now more knowledgeable
and confident citizen, trusting that other opportunities will emerge.

In fact, in the lat few months, there have been some signs that might point to
a Barreiro renascence: The new airport serving the Lisbon metropolitan area is
going to be developed not far from Barreiro; a third bridge linking the northern to
the southern of the Tagus River may very well be a Lisbon-Barreiro bridge. New
communication infrastructures linking this town with other urban centres in the
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southern bank are been planed; old decayed industrial facilities, abandoned a few
years ago, are been looked with renewed interest by investors. As the railway termi-
nal, 150 years ago, these new infrastructures were expected to bring to Barreiro a
new era of prosperity.

In Maria Esperança’s circle there is both excitement and apprehension about
these new developments. Would the new jobs (or the best part of them) to be created
benefit predominantly the local community or would they be in fact taken over by
newcomers? It is apparent to them that a possible new Barreiro boom, unlike the
one experienced during the first half of last century, will be very much centred in
21st century service organizations.

Was Barreiro prepared for local innovation at a larger scale, implying new rules
and tools for social engagement, new ideas and elaborate, demanding network gov-
ernance?

One evening three was a large gathering at City Hall to discuss the future.
Maria Esperança couldn’t resist and gave some inspiring international examples

she had selected from the last NESTA report, just published, and entitled signifi-
cantly “Transformers” [11].

She was interrupted abruptly by a sharply dressed gentleman, sitting not far from
the Mayor: “you people” he said angrily, “keep coming up with these odd imported
stories from foreign places that have nothing to do with our Barreiro,” and added,
even more loudly – “we will fail to take any advantage from these new opportunities
if we loose our senses altogether”!

As the man sat down, the Mayor noticed this rather bulky lady seating visibly in
a lateral seat, wearing a very colourful T-shirt. He pointed it to the last speaker, in
an eloquent gesture. The T-Shirt red:

“Behold the turtle; He only makes progress when he sticks his neck out” [41].
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