Part IV

Person-Centred, Equitable, and
Sustainable Health Systems: Achieving
the Goal

“If we don’t figure out a way to create equity, real equity, of
opportunity and access, to good schools, housing, health care,
and decent paying jobs, we’re not going to survive as a
productive and healthy society.”
Tim Wise (born 1968)
American anti-racism activist and writer
“When you change the way you look at things the things you
look at change.”
Max Planck (1958–1947) - German theoretical physicist
Nobel Prize in Physics in 1918

Paraphrasing Max Plank, changing the way we look at the health system allows us
to see the issues affecting health systems—their contexts and behaviours—in a
different light.
Part I described the foundational elements to understand the complex adaptive
nature of health systems:
• The key features of complexity sciences
• Understanding the structure and dynamics of complex adaptive systems through
visualisation
• Understanding the nature of health as an “adaptive subjective experiential state”
Part II introduced the principles of systems-based health system redesign based
on:
• Shared understanding of purpose, goals, and values
• Committed leadership that translates the shared understandings into “simple
(operating) rules”
• Provided examples that illustrated the application of these principles to “real
world” health system and healthcare system problems
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Part III linked the theory of complex adaptive systems approaches to its praxis.
These challenges included:
• Understanding the strength and weaknesses of various analytic tools
• The role of modelling in system redesign
• Maintaining the focus on the person/patient to allow the emergence of “best”
adapted health systems in different contexts
The final part of this book will look at health system redesign from a design
thinking perspective. Design is concerned with resolving problems between the
state of affairs as it is and the state it ought to be [1]; design thinking thus applies
the principles of design to the way people see things working.
As a strategy, design thinking deliberately engages all affected stakeholders in an
iterative process to solve, i.e. help them make sense, of the wicked problems that
stand in the way of how things ought to be.
Design thinking is now widely regarded as an essential tool for simplifying and
humanising [2] the way we live, work, and engage with our environment. It offers a
way to involve the diverse stakeholders of the health and healthcare system to work
towards a health and healthcare system that meets the needs of our people/patients.
As argued throughout this book we need a health care system that focuses
on health rather than healthcare [3–5]. McGinnes [3] eloquently refers to the
interdependencies of our personal and social circumstances and their effects on our
health and healthcare needs:
Ultimately, the health fate of each of us is determined by factors [genes, social, environment,
behaviour and medical care] acting not mostly in isolation but by our experience where
domains interconnect. Whether a gene is expressed can be determined by environmental
exposures or behavioral patterns. The nature and consequences of behavioral choices are
affected by our social circumstances. Our genetic predispositions affect the health care we
need, and our social circumstances affect the health care we receive.

We need a redesigned health and healthcare system that focuses on health, the
status quo of disease management systems is no longer acceptable or sustainable.
The principle focus of redesign is the enhancement of users’ experiences, especially
their emotional ones [2]. The literature, economic reality, and political necessity
point to three key parameters for changing the way we look at health and healthcare
systems; they ought to be:
Person-centred
Equitable
Sustainable
Design thinking allows us collectively to envision person-centred, equitable, and
sustainable health and healthcare systems. The emphasis here is on the pleural as the
emerging outcomes will initially be local health and healthcare system prototypes.
Over time they will develop into “best adapted” systems given their local constraints
and reflect the best local way to maintain and restore the health of people and
communities.
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Sceptics must confront the well-documented misconceptions (Table 1) that it is
the biomedical approach that results in better health and longer life [3]. The design
thinking process should allow their engagement and change the way they look at
things so they can appreciate things from a changed perspective.
Table 1 Issues, perceptions, and misperceptions about the health system, compiled from McGinnis
JM, Williams-Russo P, Knickman JR. The Case For More Active Policy Attention To Health
Promotion [3] [emphasis added]
Issue
Fact
Additional comments
• The major contributions to improved
Health
health in England over the previous
improve200 years came more from changes
ments over
in food supplies, sanitary conditions,
time
and family size than from medical
interventions [6]
Effect of
• Since 1950 medicine has accounted • Participants in the study rarely
medicine
for about three of the total of seven
attributed increased life expectancy
on life
years by which life expectancy has
to public health measures or
expectancy
increased [7]
improvements in social health
determinants. In contrast, subjects
believed that medical care, by far,
played the predominant role and
attributed medical care for causing
80% of the life expectancy increase
[8]
Leading
Determinants of
Health

• Drawing on the power of the exten- • Socially isolated persons have a death
sive studies [9] of the past generarate two to five times higher than that
tion, we can now speak about our
of those who maintain close ties to
health prospects as being shaped by
friends, family, and community [11]
our experiences in five domains:
• . . . each 1% rise in income inequality
• Genetic and gestational endow(the income differential between rich
ments—only about 2% of deaths in
and poor) is associated with something
the USA may be attributed to purely
on the order of a 4% increase in deaths
genetic diseases
among persons on the low end, which
• Social circumstances—health is
prods us to sort out the pecuniary elepowerfully influenced by education,
ments of deprivation from the biologemployment, income disparities,
ical, behavioural, and psychological
poverty, housing, crime, and social
consequences of place [12]
cohesion
(continued)
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Table 1 (continued)
Issue

Fact
Additional comments
• Environmental
conditions—The • The Institute of Medicine (IOM), for
example, suggests that medical errors
places where we live and work
alone may account for 44,000–98,000
can present hazards in the form of
deaths annually, or about 2–4% of all
toxic agents, microbial agents, and
deaths [13]
structural hazards
• Behavioural choices—The daily
choices we make with respect to
diet, physical activity, and sex; the
substance abuse and addictions to
which we fall prey; our approach to
safety; and our coping strategies in
confronting stress are all important
determinants of health
• Medical care—Improvements in the
quality or use of medical care have
a relatively limited ability to reduce
deaths. Over the course of the twentieth century, about five of the thirty
years of increased life expectancy
could be attributable to better medical
care [10]

The inter- • The health of populations is the prod- • On a population basis, using the best
uct of the intersecting influences from
available estimates, the impacts of varconnected
these different domains [genes, social,
ious domains on early deaths in the
factors of
environment, behaviour and medical
USA distribute roughly as follows:
health and
care], influences that are dynamic and
genetic predispositions, about 30%;
illthat vary in their impact depending
social circumstances, 15%; environness/disease
upon when in the life course they
mental exposures, 5%; behavioural
occur and upon the effects of precedpatterns, 40%; and shortfalls in meding and subsequent factors [14]
ical care, 10%
The current • Quite distinct from the issues of • The result is a vacuum of political
evidence and complexity is oldaccountability for maintaining popudrivers of
fashioned interest-group dynamics.
lation health—in effect, a diffusion of
health
The interest groups that make health
responsibility for health
policy
their highest priority and thus lobby
hard for resources are those focused
on research and treatment related to
specific chronic diseases
(continued)
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Table 1 (continued)
Issue
Fact
Additional comments
investments
in • Often, careful consideration indicates
Barriers to • Redistributive
that people are induced to adopt
health—Interest-group
dynamics,
health
unhealthy behaviour in subtle and
of course, play large roles in
system
not so subtle ways. Simple examconsiderations of ways to change
redesign
ples include eating unhealthy foods
social conditions and the physical
because of the absence of supermarenvironment.
Changing
social
kets in low-income neighbourhoods,
inequalities and even investing tax
adopting sedentary lifestyles because
dollars in social and community
of unsafe neighbourhoods or environprograms always represent zero-sum
ments that make walking dangerous or
activities where those with more
unappealing, and smoking cigarettes
resources need to share with those
or overusing alcohol because of the
with few resources. It takes more
influence of advertisements
than just evidence that social change
would improve health to convince the
general public that such redistributive
investments should be undertaken.
These choices are very much about
ideology and social values
• Social preferences—In comparing
investments in behavioural change
to investments in medical care, the
added issue of lifestyle and habits
comes into play. The public clearly
wants medical care when illness
occurs; this is a well-articulated
social preference. However, many
people do not want to change
their health-threatening behaviour
even when they are quite aware of
the risks they are taking. In these
cases, arguments to invest in public
programs to encourage behavioural
change need to consider what social
factors predispose people to choose
health-threatening behaviour
Shifting the • In 2010, the Healthy People goals
were broadened to issues of functional
emphasis
status and quality of life and placed
of the
particular emphasis on reducing dishealthcare
parities among groups [15]
system
(continued)
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Table 1 (continued)
Issue
The need
for public
engagement

Fact
Additional comments
• A focused, engaged public needs to • . . . people need to be convinced that
understand the payoffs to healthier
interventions to change lifestyles and
lifestyles and improved social condisocial conditions are available and not
tions that reduce stress and improve
too burdensome
well-being

Drivers for • . . . we [need to] build [incentives] • An array of legal and public policy
into policy initiatives for healthier
interventions is available to improve
a peoplelifestyles, environments, and social
population health: economic incencentred
conditions
tives and disincentives, information
health
interventions, direct regulation, indipolicy
rect regulation through the tort system,
approach
and deregulation [16]
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