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1. Preface
This report forms the first part of deliverable 5.1 which originally was meant to cover two interconnected
but distinct areas of field descriptions: social care and health. The two areas have however been
investigated separately in order to ensure that for each one, a comprehensive understanding of social
innovations could be developed. Although it was found that the potential overlap between the two areas is
great, there also are important differences that needed to be reflected. Therefore, the two fields are
presented as two distinct papers.
Based on the different approaches towards social care and health developed during field descriptions it
was decided that for the analysis ahead, i.e. in the course of the case studies, separate research activities
for the two fields will be more appropriate. By following this procedure, social innovations can be
examined from specific viewpoints that allow relevant and well informed analyses. There thus is a higher
probability of generating the knowledge required to respond to the hypothesis.

2. Introduction
This report offers insight into the structure of the field of health in four different countries. It covers
regulative and policy characteristics and important changes of those within the past decade. Furthermore,
the report describes actors from the state, market and third sector, their aims, interests and resources. It
relates dynamics between policy and actors to social innovations in health. The specific focus of this
analysis was on the so called social model of health which meant a focus on aspects of health and
wellbeing that go beyond traditional medicine.
The report presents the perspective of four different countries: Czech Republic, France, Denmark and
UK. It involved an analysis of commonalities and differences between those four countries in particular in
respect to the extent to which the social model of health is incorporated into legislation and policy, the
barriers and the role different actors in driving or hindering the social model of health. The analysis refers
conceptually to field theory (for example Fligstein 2001) and thus focuses on interactions between actors
and resources available to them as sources of powers. The report starts with a short introduction of the
social model of health in a European health policy context and a brief outline of the health care systems of
the four countries. This is followed by a description of the methods used to inform the analysis of policy,
legislation and actors.
This short introduction section is followed by an analysis of health policy and legislation. The aim of the
analysis was to understand how those changes related to social model of health. This included a
description of how the social model of health had been conceptualised in national policy and legislation
over the past ten years. Social innovation themes that reflected the social model of health were described
and related to policy and legislation where this was feasible. Next, other social innovations which were
not incorporated in policy or legislation were described too. If social innovations had elements of active
citizenship or volunteering this was made explicit in the description. The role of the private and third
sector was analysed where evidence of their influence on the political and legal conceptualisation existed.
The next part is concerned with an analysis of the key actors, in which important actors are identified and
described in regards to the aims they pursue, their interests and the resources they employ or that are
available to them. This referred to interests and resources of actors more generally as well as specifically
to the social model of health. Actors in the social model of health field included government and nongovernment bodies, commissioners and insurance organisations, professional associations, patient
associations, research organisations, third sector organisations in form of charities, advocacy
organisations or think tanks.
Finally, the two types of analysis, on actors and on policy and legislation are brought together to derive
some conclusions about the key dynamics in regards to social innovation, including drivers and barriers.
Finally at the end some conclusions are drawn about country differences and commonalities in regards to
the implementation of the social model of health.
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2.1. Social model of health
The social model of health is based on a realisation by most governments and non-government
organisations over the past decade(s) that good health is not simply an outcome of good health care and
that wider physical, mental and wellbeing aspects and social and environmental factors play an important
role (Wilkinson and Marmot 2003, WHO 2006). Evidence showed that only a small proportion of poor
health stems from shortfalls in medical care and that other domains are far more important in impacting
on individuals’ health and wellbeing such as individual behaviour, genetic predispositions and social
circumstances. This wider understanding of health and its determinants has substantial implications for
roles and responsibilities of government, including a greater focus on areas such as health promotion,
prevention, personalisation and self-management. More fundamentally, it directs government
responsibilities towards addressing the ‘causes of the causes’ of poor health embedded in social and
economic infrastructures and reducing health inequalities (Dahlgren and Whitehead, 1991). A changing
role and responsibility of individuals towards their own health is also implied by the social model as they
are conceptualised as potential co-producers of health rather than passive recipients health care (subject of
course to recognition that opportunities and capacities for such co-production are also socially structured).
Within the last decades, participation approaches have become prominent paradigms in public health and,
like the social model of care, they often aim to reduce social inequalities in health outcomes. They
potentially share a focus on principles of personalisation and empowerment (Wallerstein 2006). A point
of potential difference is that public health approaches may retain an emphasis on the individual as a
patient whereas the social model of health might imply a stronger emphasises the empowerment of
individuals as active citizens. For the purpose of this report, the aim was to analyse innovations that are
reflective of the social model of health and which might (but did not have to) incorporate elements of
patient or citizenship participation.
In the UK the social model of health stemmed from disability movements which took place decades ago,
and which aimed for an understanding of disability that - by deviating from a focus on personal
limitations - helped to reduce the barriers that prevent disabled people from fully participating in society
or experiencing disadvantage compared to non-disabled people (Oliver and Sapey 2006, Goodley 2001).
Barriers included environmental ones (e.g. inaccessible buildings and services), people’s attitudes (e.g.
stereotyping, discrimination and prejudice) and organisational barriers (e.g. inflexible policies, practices
and procedures). The social model is the one supported by the vast majority of disabled people and their
organisations, and encourages society to become more inclusive. In addition and possibly related to this,
there has been a political drive for a cultural change of the relationship between patients and professionals
and how ‘services’ have been defined.

2.2. Health care systems in the four countries
The Danish health care system is funded mainly through national and local taxes and based on a principle
of free and equal access to health care for all citizens. Thus, the vast majority of health services in
Denmark are free of charge for the users and around 85% of health care expenses are financed by public
funds. Denmark spends 11% of its GDP on health care (OECD 2014). Most primary care is provided by
privately practicing general practitioners (GPs) who are paid on fee-for-service basis (WHO 2002).
The French health care system is one of universal health care largely financed by government national
health insurance. In its 2000 assessment of world health care systems, the World Health Organization
found that France provided the "close to best overall health care" in the world (WHO 2010). Healthcare is
provided by general physicians in private practice. In 2011, France spent 11.6% of GDP on health care,
which is above the EU average. In 2000, about 77% of health expenditures are covered by public funds
(WHO 2000).
The health care system of the Czech Republic is based on Bismarck's insurance model. It has a mandatory
health insurance for the whole population financed by contributions from individuals, employers and the
state. Health care is provided mostly by private providers (GPs) and publicly owned hospitals. Care is
reimbursed on the basis of contracts with health insurance companies (Darmopilová 2000). Total health
spending is around 7.5% of GDP, which is slightly below the EU average of 8.7% (CZSO 2015). About
90% of health expenditures are covered by public funds.
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The UK, similar to the Danish health care system, is tax funded and provides universal access to
healthcare for permanent UK citizens free at the point of access. It is a devolved system in which each of
the four countries (England, Northern Ireland, Scotland and Wales) have their own systems of publicly
funded healthcare with different political priorities. Each also has a private healthcare sector which is
considerably smaller than its public equivalent. In 2012, public health expenditure was with 9.3% per cent
(OECD 2014). In 2012, about 84% of healthcare expenditure was covered by public funds (for an
analysis of the UK health care system see Boyle et al 2011).

3. Methods
Generally, all partners first performed internet searches to identify main policies and regulations and then
identify prime actors, first in relation to health and the in relation to the social model of health more
specifically. Partners searched for central policy documents and legislation including authoritative reports
and official guidance.
Documents were screened for terms that related to the social innovation theme; this included terms that
related to the overarching theme of the social model of health or terms that relate to the specific social
innovations themes such as self-management or patient participation. Additional google searches for
specific social innovation terms were carried out if this was appropriate to enrich the evidence. Partners
identified actors by consulting with experts and internet searches of press releases and statements
by these actors. This included reports, briefings and minutes of stakeholder meetings and
conferences. Partners used snowballing search methods, for example starting with a more recent
research reflection on the social model of health or a specific social innovation.
Partners consulted a number of experts to validate the identified knowledge and enrich it with additional
information that was not feasible to extract from the literature in the given time frame.
Partners consulted with two or three experts. The role of experts as part of this particular deliverable was
to validate the analyses of policy and legislation as well as of actors’ interest and resources; a second role
was to ensure that partners identified a comprehensive set of social innovations. Partners either carried
out face-to-face or telephone interviews or – if that was not feasible – consulted them via email. Experts
were chosen on the basis that they had broad knowledge of the public, private and third sector operating
in the health field. In regards to the third sector they covered the perspectives of advocates as well as
service providers. For each country, there was at least one expert with either an interest or expertise in
developing, implementing or evaluating social innovations. The list of experts that were consulted
including the organisation they represented and information about them or their organisation is provided
in the Appendix.
Partners also consulted previous ITSSOIN reports on media and policy perception. The WP-leader for
this topic carried out additional searches to enrich the literature seeking a consistent coverage of contents
covered between the four countries.

4. Description of country fields
4.1. Denmark
4.1.1.

Policy and legislation

The Danish social model of health promotes social equality in health and seeks to minimize the effects of
social conditions on citizens’ health. Moreover, the Danish social model of health is concerned with the
individual needs and preferences of patients. Hence, health promotion and disease prevention
programmes seem to be the main areas for investigating the implementation of the social model of health
in Denmark. Primary prevention programmes target citizens and focus on improving and promoting
health, whereas secondary prevention programmes are aimed at patients who are already ill and focus on
preventing diseases from aggravating as well as helping patients living with their disease.
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In the mid 80’ies Denmark joined the strategic concept of WHO “Health for All 2000” and the first
national prevention programme was published by the government in 1989. In the 80’ies and 90’ies it
became a political priority to improve health for deprived groups in society. From being a matter of
curative care alone the health system started to consider lifestyle patterns and social conditions pivotal for
health and illness. Health matters thus began involving other sectors such as the housing sector, the labour
market, education and the general social sector, were involved in health policy (Kamper-Jørgensen,
2003).
The liberal government (2001-2011) took several steps to improve public health through prevention of
unhealthy lifestyles. In 2007 the government enacted the Smoke-free Environments Act, which prohibited
smoking in in-door public spaces (Ministry for Health and Prevention, 2007). In 2009 the government’s
health policy emphasized health promotion by regulating the access to tobacco and alcohol through age
limits and by taking steps to inform consumers on the quality of foods in a health perspective (Danish
Government, 2009). The strategy for improving health in Denmark was regulation, legislation and
information campaigns. The government thus aimed at empowering the citizens through information and
knowledge on lifestyle diseases hereby making citizens able to take responsibility for improving their
general health and well-being.
In 2007 a legislative change followed the structural reform of the health system. The Health Act
introduced both prevention and health promotion in its §119. It followed that municipal authorities are
responsible for general prevention activities as well as health promotion and lifestyle improvement in
municipalities and that the regional authorities are responsible for patient oriented prevention activities at
hospitals and general practitioners (Ministry of health and Prevention, 2014).
The government (2011- now) put forward a specific focus on the social inequalities in health. In 2011 the
Danish Medicines and Health Authority published a report on the social inequality in health and
underlined that municipalities at the institutional level could take steps to diminish the social inequality of
health.
In 2012 the Danish Health and Medicines Authority put forward the so-called Prevention Packages. Here
it was stated that the point of departure for the prevention of the important diseases such as cancer,
cardiovascular diseases, allergies and musculoskeletal disease must be lifestyle factors. A large
consumption of tobacco and alcohol, very little or no exercise and a deficient diet are the most important
lifestyle factors behind the development of these illnesses. The purpose of the prevention packages was
thus to give the municipalities in Denmark an evidence-informed tool to assist municipal decision-makers
and health planners in setting priorities, planning and organizing local health promotion and disease
prevention initiatives. The prevention packages focus on tobacco, alcohol, physical activity, mental
health, sexual health, sun protection, indoor climate in schools, hygiene, healthy food and meals have
been published, and packages on obesity and preventing drug abuse (Danish Health and Medicines
Authority, 2014).
In 2013 the government pursued a health model that involved the citizen rather than the patient (Danish
Government, 2013). The new focus was centred on equality in health and more citizen involvement, and
the goals were pursued through emphasizing partnerships cross sectors. Another priority was conducting
a check of health equality across the national health providers. In 2013 the Danish Medicines and Health
Authority published a policy regarding how to implement user participation in the regional health care
system in preventive and curative activities, rehabilitating, control supervision and medicines regulation.
Citizens, patients and relatives were framed as active participants in health activities (Danish Health and
Medicines Authority, 2013).
In 2014 the government’s health policy introduced yet a sharpened focus on the distribution of
responsibilities for health promotion and disease prevention as well as 6 concrete initiatives regarding
partnerships cross sectors and their role in the prevention of diseases (Danish Government, 2014).
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4.1.2.

Social innovations

In the official policy various initiatives to meet social needs in the health system are intended. The
socially innovative practices, which implement the goals of the social model of health, are primarily
centred on citizen participation and patient participation. Especially in the field of prevention and health
promotion there are various examples of innovative changes implemented through citizen participation.
It is useful to distinguish between the processes of social innovation in the regional curative treatment
services and the local municipal prevention and health promotion activities.
In the field of curative care and treatment patients’ participation is considered a substantial part of the
treatment process, because patients’ knowledge and preferences can improve treatment processes. It is put
forward in Policy on User Participation (Danish Health and Medicines Authority, 2013) that patients as
well as relatives and citizens, can be active participants on three levels in curative activities. On systemic
level users can be involved in prioritizing and developing health activities in line with the users’ own
wishes. On health activity-level health officers and local leaders engage in dialogue with users and are
responsible for involvement of users. On individual level patients’ and relatives’ wishes and needs in
relation to their own treatment should be part of the professionals’ decision-making.
Another way in which patients participate in innovation of curative care is through the yearly national
patient surveys, initiated by the Regional authorities, evaluating the treatment on various parameters;
among others their experiences of being involved in the decisions regarding treatment processes. A note
should be mentioned that in the latest National Survey on Patients’ Experiences one of the lowest rated
parameters of evaluation was whether patients felt they were part of the decisions concerning their
treatment (Centre for Patient Experience and Evaluation, 2014).
In the field of the municipal prevention and health promotion programmes the processes of social
innovation are centred on implementing social equality in health through citizens’ involvement in
preventive activities in their local community. Hence social innovations that aim at a social model of
health are set outside the health system. In 2007 The Danish Health and Medicines Authority suggested
that The Health Act paragraph on prevention activities is implemented in the municipalities by involving
actors from other sectors such as patient associations, sports clubs, organizations of the elderly and nongovernmental organizations fighting specific diseases. These organizations are closer to the citizens and
provide knowledge on citizens’ needs, which is useful for municipal organization of prevention and
health promotion activities such as sports activities and self-management groups. Other suggested
partners are private pharmacies, housing associations, and organizations run by volunteers (Danish Health
and Medicines Authority, 2007).
In 2012 The Danish Health and Medicines Authority put forward the prevention packages, where the
policy from 2007 was reformulated as concrete guidelines as to how social inequalities in health can be
dealt with. The prevailing social innovation theme in this publication is citizens’ participation. For
example citizens should be involved in the planning of building new sports facilities and deciding menus
in institutions such as schools and nursing homes.
In 2014 the government’s health policy stated that personalized citizen centred prevention is the
responsibility of the municipal authorities. The government suggested that municipal authorities should
cooperate with other sectors in order to develop personalized prevention programmes and create new
possibilities for the citizens. The government thus presented six concrete principles for cooperation and
partnerships cross sectors; partners should aim at improving equality in health, partners contribute by
providing recourses (time, money, knowledge, networks) for common activities, partners should
communicate in a simple way the goals and strategies to the beneficiaries, strategies should be translated
to concrete actions, partnerships are independent. Partners can be volunteer organizations, municipalities,
regions, workplaces, trade associations and many more. The important point is that partners should have
similar interests and collaborate to fulfil the goals for national health and well-being (Danish
Government, 2014).
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Social innovative practices in the fields of regional curative care and local municipal preventive activities
are initiated from top down. Policy and legislation emphasize citizen and patient participation as well as
collaboration across sectors. And civil society actors and private actors are integrated in the health model
when regional and municipal authorities implement collaborative partnerships or integrative projects.
The strong welfare tradition can thus be said to suppress innovations that may spring directly from social
interactions such as preventive or curative related activities. The prevalent tradition and culture in Danish
health care accentuate state responsibilities, also when it comes to engage citizens, third sector and private
actors to take responsibility for implementing a social model of health. Citizens, third sector actors and
private actors are not initiators but resources that authorities can call on when planning activities and
making decisions.

4.1.3.

Actors, interests and resources

State Actors
The health care sector has three political and administrative levels: the state (national), the regions
(regional) and the municipalities (local).
The tasks on state level are mainly to initiate, coordinate and present the goals for national health policies.
The Ministry of Health and Prevention is the principal health authority and is responsible for the
legislation on health care. This includes legislation on health provisions, personnel, hospitals and
pharmacies, medicinal products, vaccinations, pregnancy health care, child health care and patients’
rights. The Ministry of Health and Prevention’s legislation thus covers the tasks of the regions and the
municipalities (The Ministry of Health and Prevention, 2008).
The five regional authorities are responsible for hospitals and general practitioners. The regions organize
health service according to regional wishes and available facilities. Thus, the individual regions can adjust
services within the financial and national legal limits according to needs at the different levels, enabling
them to ensure the appropriate number of staff and procurement of the appropriate equipment (The
Ministry of Health and Prevention, 2008).
The 98 municipalities are local administrative bodies. The municipalities are responsible for home
nursing, public health care, school health service, child dental treatment, prevention and rehabilitation as
well as the majority of social services both relating to and outside of the health sector (The Ministry of
Health and Prevention, 2008).
The Danish Parliament passed a major structural reform of the administrative system in 2005 and the
reform was implemented in 2007. The reform reduced the number of regional authorities from 14
counties to 5 regions and the number of municipalities from 275 to 98. The purpose of the reform was to
ensure greater equality in hospital treatment across the country, by increasing the influence of the
Ministry of Health and Prevention on hospital planning. The municipalities received more responsibility
for rehabilitation, disease prevention and health promotion, as well as the care and treatment for disabled
people, and alcohol and drug users (Strandberg-Larsen et. al. 2007). Councils that are elected through
local elections every four years govern the regional authorities. The regional councils have political
responsibilities for prioritizing and planning activities related to health care. Local authorities (98
municipalities) are also governed by councils, which are also elected every four years. The regional and
local authorities thus have democratically legitimate power over the implementation of national health
policy and legislation. The Danish National Health and Medicines Authority produces guidelines and
frameworks for implementation of legislation and policy and is also the supervisory body (Møller
Pedersen et. al. 2010).
The systems before and after the reform are shown in Graph 1 and 2.
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Graph 1: The Danish Health Care System before the structural reform in 2007
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Graph 2: The Danish Health Care System after the structural reform in 2007
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In relation to the social model of health, the state actors initiate programs that aim at prolonging life
expectancy, the number of healthy living-years and at minimizing the social inequalities in chronic
diseases. Politicians seek to find ways to make Denmark equally healthy compared to other Nordic
countries. Regional authorities pursue a social model of health through patient involvement in order to
deliver health services that meet patients’ needs, and local authorities hold an interest in preventing
citizens from suffering from chronic diseases caused by unhealthy lifestyles. Municipalities promote
social innovations in terms the implementation of health promotion and prevention programmes. An
example of a socially innovative prevention initiative is the rehabilitation programmes that empower
citizens to live a normal life after being through a curative care program. An example of a socially
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innovative health promotion programme is the sports events that are organized by municipal authorities in
cooperation with local sports clubs.
Patient Groups
In Denmark patient groups can produce inputs on the health debate to raise concerns and views of
patients. The main task of the patient groups is to provide information as well as help and support related
to health and illness, and they to pursue dialogue with the relevant authorities at all levels. The largest
patient groups have a strong track record of involvement in health policy for example through formation
of coalitions with doctors or across patient groups. Patient organizations that are entirely at the grassroots
level and work independently of the health care professional sector tend to be much smaller, with nonpaid volunteer staff. It is therefore a greater challenge for them to navigate the different decision-making
structures at the national, regional and municipal levels. The larger patient groups are backed by larger
patient numbers and operating budgets, which enable them to maintain a professional staff. These
organizations are generally invited to participate in parliamentary hearings that are relevant to their causes
and concerns, while this is quite rare for the smaller organizations (Strandberg-Larsen et. al. 2007).
The Danish Patients Association is an association of 17 membership organizations representing 79 patient
associations and all in all 870.000 citizens. The Danish Patients Association works to improve conditions
for patients in the Danish health care system. Danish Patients Association develops policies for user
involvement and safeguarding patient interests in relation to authorities and the public and co-operates
with health authorities, research institutions and other healthcare organizations 1. The Danish Patients
Association initiated the Danish Knowledge Center for User Involvement in Health Care (ViBIS) in 2011.
ViBIS is working to gather, share and develop knowledge about methods for and experiences of user
involvement from both Denmark and abroad, and to make this knowledge available to health
professionals, managers and decision-makers in the Danish health care system2.
In relation to the social model of health, Danish Patients focuses on patient centred prevention
programmes and how to alleviate consequences of an arisen disease. Danish Knowledge Center for User
Involvement in Health Care (ViBIS) works to produce knowledge that can help implementing and
prioritizing user participation. ViBIS underlines that patient participation makes it easier for patients to
manage their own disease in terms of sticking to a diet, taking medicines correctly or acting on symptoms.
Thus, the patient associations in Denmark promote social innovation in terms of helping patients to live
with their disease.
Professional bodies
Danish Nurses’ Organization safeguards the interests of around 74,000 nurses. Membership is voluntary,
and approximately 87% of practicing Danish nurses are members 3.
Danish Medical Association work to unite Danish doctors in order to protect the interests of the medical
profession, and to serve as the body through which the influence of the medical profession may be
exercised on general social issues in the best interest of health and the health care system. While DMA is
on one hand a lobby organization for Danish doctors it is also recognized by the Parliament, the national
health administration, the Ministries, and the private sector as an expert and advisory body for the
authorities in medical questions and is represented in a number of official committees and working
parties4.
In relation to the social model of health, the Danish Medical Association is pursuing doctors’ interest. The
Danish Medical Association also collaborates with eight of the big patient organizations and the Danish
Danish Patients’ website: http://www.danskepatienter.dk/about-danish-patients
Danish Knowledge Center for User Involvement in Health Care website: http://www.vibis.dk/english
3
Danish Nurses’ Organization’s website: http://www.dsr.dk/Artikler/Sider/Welcome.aspx
4
Danish Medical Association’s website:
http://www.laeger.dk/portal/page/portal/LAEGERDK/Laegerdk/Servicemenu/ENGLISH/About%20the%
20Danish%20Medical%20Association
1
2
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Consumer Council to affect health politics in favour of both patients and doctors. The Danish Nurses’
Organization has a health policy that states that well-functioning public health care should benefit all
citizens, that prevention and promotion programmes must be a priority, and that patients should
experience holistic care and treatment.
Interest groups
Local Government Denmark (LGDK) is a private interest group and member authority of Danish
municipalities. It is voluntary to be a member of LGDK, but all 98 municipalities are members. The
mission of LGDK is to safeguard common interests of the municipalities, assist the individual
municipality with consultancy services and in addition ensure that the local authorities are provided with
up-to-date and relevant information5.
Danish Regions is the interest group for the five regions in Denmark, and safeguards the interests of the
regions nationally and internationally6.
In relation to the social model of health, Local Government Denmark aims at supporting the
municipalities in promoting healthy lives. The local Government Denmark support the local citizen
centred prevention programmes as well as initiatives to early detection and rehabilitation of chronic
diseases, whereby the municipalities can prevent hospitalizing the patients.
Danish Regions aims at promoting health and increasing life expectancy in order to compare Danish
standards to similar countries. Danish Regions is interested in collaborating with patients, local health
care and other actors in order to decrease the social inequalities affecting in life expectancy. Hence
Danish Regions wishes to integrate social and medical tasks (Danish Regions, 2013).

4.1.4.

Dynamics, drivers and barriers

Regional and local authorities are democratically chosen, and they have power over the implementation
of policy and legislation put forward by the Ministry for Health and Prevention. The interests of the
ministry and the local and regional authorities seem to be in sync, because on all levels a broad and
citizen centred approach to health and illness is put forward. Though the political intention is clearly to
implement a social model of health the implementation processes are not systematized. The municipal
authorities are in direct contact with citizens and hence the activities that implement the political
intentions are chosen in light of the specific local challenges. The effects of the primary prevention
programmes are of great importance because effective prevention and health promotion programs can
have a great effect on the centralized curative activities.
The local and regional authorities have their own budgets to manage, and hence their interests have to
conform to budgets. Therefore financial concerns are also guiding the local and regional authorities when
they work to implement health policy. Patient groups’ and the implementation of their policies are not
financed by the state. Hence they compete for scarce resources. There is no conflict of interests regarding
the social model of health between patient associations’ and professional associations’ and their interests
in the field are not guided by budget concerns. Hence these groups can raise demands, which can be
frequently not in line with the authorities’ priorities and budgetary plans.
Whilst the social model of health is spelled out in policy documents, innovations are rarely implemented.
The main reason for this is the structure of the Danish health system where regional and local health
systems are democratically elected and have the power to implement policy and legislation more or less
as they like. Another problem is the lack of following up on policy and legislation. There is least
incidence of state regulation on the municipal level, where the entire citizen oriented preventive and
health promotion activities are put. Hence social parameters for health and disease are marginalized in the
Danish health care system. The most important policy documents are the prevention packages. The
5
6

Local Government Denmark website: http://www.kl.dk/English/
Danish Regions website: http://www.regioner.dk/in+english
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central legislation behind these guidelines is the Health Act § 119. Another important law is the Smokefree Environments Act which was enacted because of massive scientific evidence that passive smoking
killed Danish citizens. Arguably, the Danish health care system – as many other health care systems - is
too concerned with curative care and lacks a holistic approach to health and illness. There are insufficient
preventive activities for patients with chronic diseases, like arthritis, where patients can be supported in
living a good life with the illness. The lack of state financed preventive care has social consequences
including unequal access to preventive activities in the private sector (physiotherapists for example are
private) which cost a lot of money. Because the Danish health care system does not take social and
structural factors into account, there is a lack of collaboration with other sectors as the labour market and
social sector. Facilitating social innovations in terms of meeting the needs of the patient as a whole is a
prevalent case for patient organizations.
Municipalities are thought to be the most important actors in terms of social innovations that can
implement a social model of health but often local authorities do not implementing social health policies
sufficiently. Reasons are the way how local and regional budgets get allocated and the interplay between
the levels in the national health care organization as explanatory mechanisms hereof.
As for innovations springing from the social field patient associations initiate social innovations in the
health care system by engaging in projects with municipal authorities, which have the financial and
organizational tools to implement ideas for social innovations.
The barriers for satisfactory implementation include lack of communication between the health care
sectors and other sectors such as the labour market and the housing sector as well as a lack of
communication between the different bodies within the health care system and the structural organization
of the health care system.

4.2. France
4.2.1.

Policy and legislation

The last past fifteen years have known a deep evolution in the conceptualization of social model of health
into legislation and policy in France, introducing or reinforcing the role of the patient in his own health.
The Act of the 4th of March 2002 (the so called ‘Kouchner law’) has changed the relationship between
health professionals and patients by reinforcing patients’ consent. Professionals need to make sure (if that
is feasible) that there is free informed consent before any medical act is undertaken. This law formally
affirms that patients are capable of decision about their health, and that their decisions have to be
respected. It is part of health professionals’ responsibility to inform patients about their health, treatment
options and their consequences and risks. The changes in the Act have transformed the relationship
between patients and health professionals because health professionals are no longer supposed to know
what is best for the patient.
Indeed, law stipulates that every health professional has to clearly inform their patients before any
medical act and explicitly acquire his/her agreement. If the patient is not able to express his/her
agreement, alternatives are considered. In every health facility a commission has to be implemented to
watch patients’ right respect, and to enhance the quality of the relationship between health professional
and patients. Approved Patients Associations are authorized and trained to represent patients’ interests in
hospital boards and health institution board. They can also be plaintiff in the various proceedings in order
to defend patients’ interests.
The HPST (Hospital, Patients, Health and Territories) Act of the 21th July 2009 incorporates an official
recognition of therapeutic patient education, which “aims at the patient autonomy, facilitating his
acceptance of prescribed treatment and enhancing his life quality”. The World Health Organization
(WHO) considers that therapeutic patient education is a way to take into account recommendations of the
1996 Ljubljana Charter on Reforming Health, in particular the active patients involvement in managing

11

their chronic disease: “Therapeutic Patient Education (TPE) enables people with chronic diseases to
manage their illness and yields benefits in both health and financial terms” (WHO 1998). Therapeutic
Patient Education is a process of developing patient’s capacity (or the capacity of carers and family
members) to manage his or her condition. It is based on actions integrated in the ‘care project’ (i.e. a
protocol, defined by both the patent and their health practitioners, which, aims to increase patients’
autonomy by acquiring knowledge, good practices and skills about their illness and treatments. The
patient is supposed to adapt his comportment during the ‘care project’, leading at a more efficient
treatment and a better life quality (Saout 2008).
The HPST Act also creates the regional health organisations. Those regional authorities are public
institutions with administrative and financial autonomy. They are responsible for overseeing the health
care system and the implementation of public health policy in the region. Their responsibilities cover all
areas of public health including prevention, health promotion, health monitoring and security, the
organization of care provision in urban medical offices, health facilities, medical and social structures.
When creating a regional entity, the logic is to provide a more consistent and effective approach to health
policies throughout the region and greater flexibility in healthcare services to meet patient's needs. The
regional health authorities subsumed the various existing regional health bodies into single entities. One
of their many tasks is to foster integration within the formal healthcare system by rationalising the
provision of primary, outpatient, and hospital care and by coordinating pathways between them. The
HPST gives the regional authorities a role in helping co-ordinate patient pathways (Kielstra 2011). The
Boards of the regional authorities have patient representatives.
The Health Act of the 14th of April 2015 is articulated around three points:
1.
2.
3.

to prevent before having to cure
to ease health access in everyday life7
to innovate in order ‘to strengthen the excellence of the French health system’

This law is supposed to transform the organization of the health system through a health pathway
organized around the patient. It includes also clear commitments in favor of prevention and the will that
the patient can be informed, protected and in a position to decide.
In regards to prevention, the French health ministry declared the will to transform a system centered on
the care in a system centered on the health, i.e. the illness prevention (declaration of Marisol Touraine, the
French health ministry). Four major risks were identified: tobacco, alcohol, obesity and diabetes. And
some prevention programs have been implemented (for example: sanction against encouraging young
people to excessive or irresponsible drinking, the enhancement of nutrition information, the creation of
safe injection rooms for drug addicts, the tightening on the rules of exposure in tanning-beds…).

4.2.2.

Social innovations

Three major social innovations were identified through the literature review. The first change concerned
the point of view of health practitioners towards their patients. The idea is that the way health
professionals consider their patients has symbolic, ideological and economic dimensions (Sarradon-Eck
2007). Until 1990 people, who - from the point of view of health professionals - took risks with their
health were largely judged as ‘ignorant’ or ‘vicious’ or ‘recalcitrant’ (Lesner 1997)8. Since 1990 health
practitioners adopted a more ‘pragmatic’ attitude towards ill people. The aim is to understand people’s
behavior (for example drug addiction or poor compliance with treatment prescriptions) and to identify
helpful responses (Sarradon-Eck 2007). Patient associations have played an important role in driving this
7

One of the challenges the French Healthcare system has is to address is territorial and social inequality
on access to care, treatment and support.
8
Lesner (1997) explains how the study of ‘non-compliance’ concept in the medical history tell the
posture of doctors’ paternalism. Sarradon-Eck, 2007 study how the provider-patient relationship influence
the compliance.
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change. They have alerted authorities about the need to consider patients as responsible citizens who need
to be provided with information. They have pointed the interest of this approach in terms of effectiveness,
for example in the case of AIDS patient associations (Barbot 2002), or the case of the French Association
against Myopathy (AFM) which has promoted the idea of a right to be supported or assisted (‘droit à
l’accompagnement). It is the idea that besides “cure” there is also a need for “caring relationships” in
healthcare systems (André 2014).
The second change concerns the perspective of patients and their changing role. People are more and
more informed. They want to be considered as partner of their own health and they want to participate in
decisions (Barbot and Dodier 2000). Medical information is mainly provided by internet, website of
medical information, but also on-line communities of patients, patient associations’ websites. Patients (or
their relatives) are becoming experts especially in the context of chronic diseases. Some health
professionals and health scientists integrate this expertise in their protocols (Ratouis 2015).
The third change is the reconsideration of a fragmentation of the health care system in France. The health
care system was historically built based on a distinction between ‘médecine de ville’ (pathology and
trauma that can be treated in the physician’s office or at home) and ‘médecine hospistalière’ (other
pathologies and trauma, often severe, treated in hospital); as well as based on an implicit hierarchy
between medical specialties and between medical and social professions. That has created a fragmented
system of health care, where health pathways are difficult to develop and implement (Bloch and Henaut
2014).
Patient associations play a particularly important role in this change. They try to create a better
coordination in the health system around particular diseases (e.g. AFM with the creation of assistance
professionals, André 2014).
As we saw above, the law tries to incorporate those principles. The Kouchner law led to a deep change in
health professional practices, in hospitals in particular. It clearly accelerates the way health professionals
provide information and respect patient decision. But there are some difficulties towards a complete
integration of the social model of health in the national healthcare system (Bloch and Henaut 2014).
The Therapeutic Patient Education (TPE) is slowed down by the system of fee for services (Igas 2012).
Health professionals, public and private hospitals, clinics are mainly paid by French Health Insurance
according to the medical services they have done. But the TPE is not considered as medical services in
the law. The health pathway is often too fragmented, relying on various practitioners who have
difficulties in implementing coordination and integration (Bloch and Henaut 2014).
Numerous social innovations can be identified but they generally have difficulties to scale. If some have
been implemented at a large scale, as such for instance MAIA, (Maisons pour l’Autonomie et
l’Intégration des malades Alzheimer, meaning Services for autonomy and integration of Alzheimer’s
patients), fragmentation is a pitfall to their success (Trouvé and Somme 2012). Few cases of social
innovations can be identified. They are implemented at various levels, at a local, organizational, national
or institutional level.
A national initiative is the series of programs developed by the French National Public Health Insurance
in particular the assistance program called “Sophia” for people with diabetes. The goal of the program is
to help afflicted people understanding their own condition better, as well as the treatments associated to it,
so that they may adapt their habits to improve their quality of life and reduce the risk for potential
complications. Based on the recommendations from healthcare professionals, ‘Sophia’ provides support,
information and tailor-made advice, adapted to the particular situation and needs of each person. This
program has enhanced the patients’ treatment. But its implementation faced challenges, in particular in
regards to the fee-for-services system, as explained above. That led to create a new profession, the public
health nurse, who is specialized in therapeutic patient education. And also to develop an experimental
payment for health professionals in this program (GAS 2012).
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The so called ‘les salles de shoot’ are safe injection rooms for drug addicts. Deputies adopted the
principle of experimental ‘shooting galleries’ with the Health Law from April 2015. The centres would be
supervised by doctors, health professionals, and specialist help teams. For many years, some associations
support this solution because it is supposed to reduce risks for drug addicts. For example ‘Gaïa’ (an
association that support drug addicts) promote shooting galleries. Interestingly, there are other
associations, such as ‘Parents against drugs’, which try to prevent it.
In 2013 deputies allowed the experimental implementation of birth centers (‘les maisons de naissances’)
staffed by nurse-midwives and midwives. In France, the majority of births occur in hospital-based
delivery units. Birth has become a medicalized act and lot of associations (patient associations, and
midwifes associations) request for low-risk cases birth environments that are more centred on the wellbeing of the mother and fetus. For example the so called ‘CALM’ association manages a birthing centre
inside a maternity hospital in Paris which promotes this solution.
MAIA is a program which provides integrated care system originally for Alzheimer's patients. It has been
recently extended to elderly people in complex situations. MAIA is co-coordinated by public services and
associations. MAIA is an illustration of a state-based initiative designed to implement integrated care
through case management. It is based on the PRISMA programs implemented in Quebec (Hébert 2006).
So called ‘PASS’ are units within hospitals which allow access to primary care for patients with social
difficulties, especially for migrants without health insurance and financial problems. These units were set
up under the law “against exclusion” in July 1998. They allow patients who experience precarious access
to health care to engage in procedures that needed to obtain social security coverage. Complex situations
encountered in PASS units show the limits of the usual biomedical approach (Georges-Tarragano et al
2014). They have brought questions which led to adapt practices to patient specific context and to adopt a
global and humanistic approach. PASS are considered as an innovative alternative to overcrowded
emergency services in hospitals and a way to tackle rising heath inequalities (Georges-Tarragano et al.
2013b,c).

4.2.3.

Actors, interests and resources

The actors identified in the field of the social model of health are generally the same as the actors of the
French health system. It is a complex system with various actors from the private, public and third sector.
State
The French Health System is characterised by strong state intervention. Jurisdiction in terms of health
policy and regulation of the health care system is divided among the state (parliament, government and
the Ministry of Health ministry), national health insurance and, to a lesser extent, local communities,
particularly at the regional level. The Ministry of Health is in charge of the management of health policies
and the organization of the health care system. It has retained substantial control over the health system,
although ongoing reforms at both the regional and the national levels may challenge its traditional role
(Chevreul 2011).
The Ministry of Health has to face two big challenges: to guarantee fair access to an efficient health care
system and to contain health costs. Studies published by the government illustrate that the reduction or
prevention of illness occurrence leads to cost containment and efficiency of the health care system.
Therefore, the Ministry of Health has a direct interest in educating and promoting health and tries to
implement policies in this field. But, until recently, a challenge was the poor co-ordination of healthcare
provision. There was a variety of regional bodies with conflicting, health related powers and
responsibilities at the local level. That is why the so called ARS was created in the 2009 HPST Act, in
order to refine patient pathways at a local level.
“Several regional institutions were created to represent the main stakeholders, such as Statutory Health
Insurance schemes, the state, health professionals and public health actors at the regional level. However,
with the aim of achieving better governance of the system at the regional level, better responsiveness to
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needs and higher efficiency, the 2009 Hospital, Patients, Health and Territories Act (loi hôpital patients,
santé et territories; HPST) merged most of these institutions into a single “one-stop shop”, the regional
health agency (agence régionale de santé; ARS). Cutting across the traditional boundaries of health care,
public health and health and social care sectors, the ARS has responsibility for ensuring that health care
provision meets the needs of the population by improving articulation between ambulatory and hospital
sectors, and health and social care sector services, while respecting national health expenditure
objectives.” (Chevreul 2011)
Insurance and mutual organisations
The universal coverage is provided by the national health insurance. Traditionally, the national health
insurance was nothing more than a payer. But since 2004, national health insurance has played an
important role in disease management. That means that the role of health insurance has been reinforced in
health care management (Bocquet 2010). For example, the National Union of Health Insurance Fund
(UNCAM) negotiates and signs collective agreements with doctors and other organizations of
professionals in private practice (Franc and Polton 2006). Some measures were or are being implemented
in order to develop pay-for-performance for self-employed providers and increase quality of professional
practice in term of prevention (Chevreul et al 2011).
The universal health coverage is augmented by private insurers from the supplementary insurance market.
In 2012, 54% of households were insured by third sector health mutuals, 28% by private health insurance
and 18% by pension institutions (Drees 2013). The government has taken measures to increase the role of
voluntary health insurance (Chevreul 2011). The health mutuals have come together in an ‘umbrella’
organization that gives them more power at a national level to collect information, and to lobby the
government (Dedieu 2012). Supplementary insurance is involved in prevention in order to contain health
costs.
Healthcare providers
The delivery of care is shared among private, fee-for-service physicians, private profit-making hospitals,
private non-profit-making hospitals and public hospitals. “From the late 1990s, General Practitioners have
gained a major role in the coordination of care with the implementation of a semi-gatekeeping system that
provides incentives to people to visit their General Practitioners prior to consulting a specialist” (Chevreul
et al 2011). General practitioners play an important role in prevention system run by health policies.
One problem in France is the excessive use of hospitals as universal care providers, which proves to be
highly expensive given that there are other types of care which may be more appropriate. In fact, France
has the highest rate of hospital discharges in the OECD (Rodwin 2003).
Health professionals are paid by SHI (or directly by patients who are later reimbursed) and are required to
follow lifelong learning activities through continuous professional development (Chevreul 2011).
Professional development is a way to raise awareness about prevention, patient responsibility, etc.
Health professionals and healthcare facilities have different degrees of involvement in the social model of
health. Some of them have clearly identified a benefit but face the partitioning of the health care system,
and the fee-for-services system that mainly does not take into account prevention (André 2014).
Pharmaceutical companies
France is the third largest market for pharmaceutical drugs in the world (Chevreul, 2011). The so called
‘health industry’ (creation, fabrication or distribution of health products) seems not to be too involved in
the social health model. In a way, they encourage self-medication and patient’s autonomy. But in another
way, they sustain a public system that encourages health expenditures via medical treatments and medical
acts. The price of drugs and other health products covered by national health insurance is set
administratively, so it is observed that they intensively lobby the government about health products
covered and their price (Dedieu 2012, Bonnet 2013). Our research did not allow us to clearly determine
the position of the health industry in regards to the social model of health. We can, nevertheless, notice

15

that the industry develop tools (frequently based on new technology) that allow a greater autonomy for
patients (reminders, alerts, auto-diagnosis, etc).
Patient associations
On the other hand, patient associations and, to a lesser extent health professional associations, play an
important role in the implementation of the social model of health in France. In order to defend patients’
interests, these associations play an important role in collecting information, in being present in the media
and in lobbying the government (Dedieu 2012). They contribute through advocacy and through raising
awareness and, supporting research but also to the structuration of care. They are often founded on
initiatives of original support of patients.

4.2.4.

Dynamics, barriers and drivers

For the last decade or two, the concept of healthcare and the role of patients’ wellbeing evolved
considerably in France. First, patient associations contributed to drawing to the attention of health
professionals to the need of patients being understood and helped to adapt behaviours such as drug
addiction and poor compliance with treatment. This was on evidence that those approaches are more
effective than judging patients and telling them not to do things (Sarrandon-Eck, 2007).
Secondly, patients are more and more informed and want to participate in the decisions taken about their
health. Associations have played an important role in collecting and disseminating information, in
particular in the case of chronic diseases (Ratouis 2005), and defending patient rights to take care of their
own health (Barbot and Dodier 2000).
Third, the French health system is too fragmented to confront these new realities and to build a “complete
health pathway.” However patients, patient associations, and health professionals associations are trying
to create coordination around particular diseases at a local level (André 2014).
These changes (regard for patient wellbeing, participation of the patient in decisions, coordination
between professionals), often initiated by the third sector, have been successively integrated in the law for
the past two decades in France. The Kouchner Law (2004) reinforced patient consent and their right to
information; the HPST Act (2009) supported the introduction of and provided financing for patient
education. It has also created regional institutions with the mission of coordinating of health systems to
meet patients’ needs. As declared by the Health Minister, the Health Act (2015) is supposed to transform
a system centred on treatment and cure to a system centred on wellbeing. For this purpose measures
designed to prevent health problems (such as fines for inciting minors to drink) have been put in place.
At present, most actors in the health field, in particular public actors and associations, are highly
motivated to integrate the social model of health into the health system. But there are some barriers,
primarily organizational. Firstly, there is a lack of coordination between health professionals; secondly
the fee-for-service system that remunerates health professionals does not really take into account patients’
need for information and prevention.
So, numerous innovations can be identified in the field, including those that are led by public sector actors
(for example the programs to assist people with diabetes and housing options to support the autonomy
and integration of people with Alzheimer’s disease) and those led by third sector actors and in particular
patient associations (such as safe injection rooms for drug addicts, or wellbeing focused birth centres).
Those innovations are generally local, led by a small group of people and focus on a specific disease. It is
not easy to bring them to scale. The success of those initiatives that have been brought to scale has
generally been hindered by a fragmented system.
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4.3. Czech Republic
4.3.1.

Policy and legislation

Although in the Czech Republic the social model of health has not yet been very much conceptualized in
national legislation or policy, there are certain elements in legislation that evidence attempts to implement
some of the components of the social model.
This refers most evidently to Act no 258/2000 of the Charter of Fundamental Rights and Freedoms
(Czech National Council Resolution) which concerns public health protection. For example, it makes a
commitment towards public health as follows: “The protection and promotion of public health is a
summary of activities and actions to create and protect healthy living and working conditions and
preventing the spread of infectious and epidemic diseases, health threats in connection with their work,
work related diseases and other significant health disorders and supervision over their preservation“(2nd
paragraph). Contents of this Act requires public health authorities to build, manage and control programs
supporting the population health, to establish principles for monitoring health and its determinants, and to
manage education to promote and protect population health. The mission of public health protection is to
exercise oversight over the external components of the human environment, including drinking water,
food, work conditions, health status and other equipment, the control of infectious diseases, including
immunization programs, etc.
The basic legal framework for the provision of health services is defined by Act no. 372/2011 which
addressed previously unregulated areas of service provision and education. In line with a marketization
and liberalisation of healthcare, the Act introduced a new terminology of health ‘services’ (rather than
‘care’) as well as a greater emphasis on patient rights. The Act provides patients formally with the role of
equal participants in the process of service provision with an emphasis on their rights and individual
needs.
The new legislation acknowledges the requirements of new European conventions and declarations such
as the ‘Declaration of Support for Cancer Patients’ which demands that: "...all the patients have the right
to quality of life, physical and mental integrities, to dignity, to respect of their privacy, to have their
moral, cultural, philosophical, ideological, religious values and ideas respected, not to be discriminated"
Article 2).
“Health 2020: A National Strategy of health promotion and disease prevention”, provides a new European
health policy framework, which puts an emphasis on improving the health and wellbeing of the
population, reducing health inequalities and strengthening the role of public health. Necessary
prerequisite for a successful implementation of the strategy would be an amendment to Act no. 258/2000
of the Charter of Fundamental Rights and Freedoms, on public health in order to reflect the full breadth of
public health and health care.
Czech Republic adheres to the basic principles of this document, such as reducing inequalities, promoting
healthy behaviour and coping with health problems (reflected for example in the projects realized by the
third sector) or public health education (as emerged from an expert interview, Hnilicová 2015). The
system of public health education, however, is underdeveloped and is not accorded adequate significance
by the public administration).
The following legislative features can be noted that reflect attempts of extended and more equal access to
service provision and an increase in patient information, rights and responsibilities:



In 1993, the Charter of Fundamental Rights and Freedoms (no. 2/1993) introduced extended
secondary prevention services including access to spa/rehabilitation treatments for people
independently of their income (Act no. 48/1997, on Public Health Insurance).
Some changes have been introduced in regards to pharmaceuticals for example to make the
system of health care provision more transparent and efficient in the interest of the health of the
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population (Act no. 378/2007). Similarly, recent changes have been made to the legislation in
regards to the market for medical devices ensuring better consumer protection and information
provided to patients about treatment options (Act. No. 268/2014). Such changes demonstrate
shows an increasing emphasis on consumer rights and patient safety in a liberalised market with
largely private provision which includes information about treatment options on the other hand
and information about performance of providers or regulators on the other hand.
Legislation also ensures free choice in the area of health care such as the choice of general
practitioner and to specialist health care (Act no. 372/2011). New means of protecting
particularly vulnerable or stigmatised patient groups have been introduced. Act no. 373/2011
makes sure that patient rights and safety covers also special types of medical care such as
sterilization, castration and sex change for transsexuals.

Social innovations

As mentioned earlier, the “Health 2020: A National Strategy of health promotion and disease prevention”,
serves as a new European health policy framework. Czech Republic adheres to the basic principles of this
document, such as reducing inequalities, promoting healthy behaviour and coping with health problems
(reflected for example in the projects realized by the third sector) or public health education (as emerged
from an expert interview (Hnilicová 2015). The system of public health education, however, is
underdeveloped and is not given adequate priority by the public administration. Health 2020 also
delineates the partner network in the health promotion: “Disease prevention and health protection and
promotion remain priorities of the Czech Republic. Building on evidence and international experiences,
disease prevention and health promotion yields important societal and economic benefits. The
participation of the whole society – citizens, families, public and private sector, nongovernmental
organizations, and media is a prerequisite for the good health of the population. All segments of society
share responsibility for health coordinated by the Ministry of Health. The government, parliament, public
as well as private sector, organizations and institutions should all recognize the value of health and get
involved in health protection and health promotion – motivate people to fully embrace health values and
advocate for health by taking steps to advance health.
Social innovations in the last ten years were mostly implemented by the third sector and refer to health
promotion and disease prevention, mental health and disability. A remarkable stream of innovative
activities is aimed at the reintegration of disadvantaged and disabled people into as “normal” life as
possible. It is an interesting feature of some of the activities implemented mainly by non-profit
organizations that are primarily trying to change the majority perception of disadvantaged people. Those
activities are focused on various ways how to remove the barriers between healthy majority and
disadvantaged or disabled minorities, which very often stem from ignorance and prejudice.
Another area where we can talk about innovation is that of a healthy lifestyle. In this filled, the lagging
behind the development of advanced European countries is evident. Nevertheless, thanks to the support
from European Union funding, the situation is slowly improving. Many organizations, both public and
private non-profit, are focusing their activities on education of the public (not only children, but the
general public) in the field of healthy lifestyle. This broad range of activities clearly is of innovative
nature in the Czech context.
Finally, numerous self-help groups largely contribute to a better health care system. They focus on people
with a certain types of diseases, disabilities or difficult life situations. They also try to cooperate with the
healthcare facilities as hospitals and specialized clinics. They not only provide follow-up care, but their
activities help to better meet the needs of sick and disabled people, and thereby contribute to a better
quality of life throughout all society.
Below are some examples of organizations covering the above-mentioned activities.
Walking People is a Sirius Foundation´s campaign launched to change the public perception and provide
guidance on how to approach people with disabilities. The campaign called chodicilide.cz
(walkingpeople.cz) is based on the idea that in order to change the behaviour, it is necessary to change the
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prospect of perceiving reality. In order to attract the public attention to the topic, the authors of the
campaign decided to break the people away from the everyday apathy and help them to look at the world
“through the eyes of people with disabilities”. Therefore, they created a fictional world in which it is
flying is normal and who can “only” walk, is seen as disabled. The campaign shows (in a really original
way) that there are many things disabled people (the walking ones) can do, even if the majority (flying
people) would have not expected it. It just needs a little bit different approach, modified conditions and
often some help and understanding of the “normal people”.
Pajamas people is another example focusing on disabled people. This project focuses on the children with
disabilities and the long-term inpatients in hospitals that are unable to participate in commercially
available leisure-time activities and clubs. The project uses the IT to enable new contacts and friendships
for children with disabilities, even though they cannot visit the clubs. Newly children can meet in a virtual
classroom. In the form of a pilot project, the team wants to offer virtual creative writing courses, scouting
and film club, etc. In the next phase they want to create jobs for teachers recruiting from disadvantaged
individuals.
Seppia is a non-profit association, which was established for the purpose of setting up the centers to assist
disadvantaged persons; association coordinates individual centres and enables networking, so that the
disadvantaged groups could be beneficial to each other. A disadvantaged person is considered any person
with some kind of a handicap. This association focuses mainly on disabled, mothers on maternity leave,
pensioners, etc.
School Fruit Scheme. This EU initiative seems to be extremely helpful in the Czech Republic, as every
third child in the Czech Republic is overweight. This project brings the healthy lifestyle principles to the
most vulnerable group that just creates its lifelong eating habits.
Mezi ploty (Between the Fences). Theater and music festival inside several psychiatric hospitals. Its
objective si to connect the patients with mental illness with the general public. The festival represents an
effort to show the general population an everyday life of psychiatric patients. During the festival, these
patients meet the visitors, listen to the music, or even create joint performances. The festival is supported
by many physicians and is very popular among the public. It seems that it helps to change the perception
and behaviour of the general population to the people "behind the wall".
Do not be afraid of a cancer. A nationwide information campaign aimed at the general public. The
campaign was launched in March 2014, and is based on the use of personal message about the importance
of preventive health examinations. In the television campaign, radio spots and advertisements in
newspapers and magazines this message is presented by popular actors to their relatives (and the general
public, of course). The project aims mainly to the overall increase in the screening programs attendance in
the Czech Republic. There is awaited a reduction in the incidence of breast, cervical and colorectal
cancers in late stages, reducing mortality and increasing the average survival chances. An information
campaign should contribute to increasing the interest of the Czech citizens in cancer prevention and
encourage active citizens' approach to the care for their own health.
IBD Patients. Association of patients with inflammatory bowel disease. Among other projects, they have
launched the WC card project, which should allow the cardholder an access to public and private toilets in
case of acute health problems. The project also includes the preparation of an enlightment campaign to
familiarize the public and potential holders with access cards and its possibilities.
MammaHelp. Associations of cancer patients, their families, physicians, nurses and sympathizers. Their
mission is to improve the quality of life of cancer women patients. They have several interesting projects,
as Diaries (a personal stories of patients being a gift for new patients) or KROKUZ – Step to Health
(providing informative lectures for women in shelters, in terms of increasing health literacy).
Self-help groups (Lotus, Totum, etc). These associations provide various kinds of assistance for persons
with alcohol addiction. They create support groups focused on helping the relatives, peer-support, etc.
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Health on a plate. This project focuses on comprehensive training of school canteen managers, chefs and
cooks in kindergartens and elementary schools, but also on educating teachers about healthy diets.
Healthy living without borders. Project focusing on education and health education for students on
healthy lifestyle. The project is jointly implemented by two basic schools in Germany and in the Czech
Republic. The main objective of the project is to motivate children to a healthy lifestyle and healthy
growth. In joint events the participants should the experience with the lifestyle of partner participants, the
possible risks associated with eating disorders, improper diet and lack of physical exercise, and how to
avoid these risks.
Healthy and safe in South Moravian Region 2014/2015. This local project is implemented within the
framework of EU operational program Education for Competitiveness. Project enhances the range of
educational methods in the field of health to motivate elementary and secondary school students to
healthy lifestyle and in the South Moravia region. The target group are students and teachers of
elementary and secondary schools and school facilities.
Training cafes and restaurants. These organizations were innovative at the time of the formation of this
sector. Today, they represent more or less standard tool of engaging physically or mentally disabled
people into the work and thus into the everyday life. Training cafes and restaurants employing disabled
are very popular today. A specific example is the "Dark Café", which works as a bus, which houses a
cafe. The cafe is in absolute darkness and visitors are served by blind waiters. The project wants to help
the majority population to better understand the world of the blind.

4.3.3.

Actors, interests and resources

In the Czech Republic, the Public Health Network consisting of public health protection and promotion
institutions and bodies has traditionally been a key actor in promoting and protecting health. It is
responsible for initiating the implementation of new findings and methods in health protection and
promotion; coordinating health protection and promotion activities at national and regional level; and,
cooperating with health care providers, other health institutions and public sector bodies. In close
cooperation with health institutes, it provides collection, evaluation and analysis of data on the population
health.” (Ministry of Health 2014, p13)
In the Czech health care system, there are a large number of actors forming a complex structure with
many interrelations. It is possible to identify three main (aggregated) groups of actors: citizens (patients insured), payers (insurance companies) and healthcare providers. In addition to this, there is a fourth
group of actors who do not belong to any of these three groups, but who actively participate in the various
interactions between the main players or affect the conditions under which these three main groups of
actors perform together. These include, among others, the non-profit organization.
According to a comprehensive empirical research study (Darmopilová 2010) the most influential players
in the Czech health care system are the Ministry of Health followed, at a considerable distance, by
Parliament, the VZP - the largest health insurance company, pharmaceutical companies, political parties
and the Czech Medical Chamber. Other actors, of which the study identifies several dozens, play a less
important role. The fourth group consists of other actors who influence the conditions for the functioning
of the entire system or who enter into interactions with the main three groups of actors. This group
includes both public and private actors, such as manufacturers and suppliers of pharmaceuticals,
manufacturers and suppliers of medical equipment, educational institutions, the media, political parties,
trade unions and the TSO. Some of them are considered to be completely insignificant and not able to
directly and substantively affect public policy.
Ministry of health
Quite an exceptional "off the scale" actor is the Ministry of Health. In the period from 1918 to 1945, this
ministry existed as the Ministry of Public Health and Physical Education. In the difficult period of 19381945, the social affairs agenda has been incorporated by the ministry, too. Since 1945, all the
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“superfluous” non-medical agenda has been removed. This state lasts until today. The Inspectorate of
Narcotic Drugs and Psychotropic Substances comprises an organizational part of the Ministry of Health.
Ministry of Health is the central authority of state administration for health care, public health protection,
health research activities, directly controlled health facilities, handling addictive drugs, pharmaceutical
preparations and medicinal products, precursors and additives, the search for, protection and use of
natural medicinal sources, natural spas and mineral water resources, medicinal products and technical
equipment for prevention, diagnostics and treating people, health insurance and health information
system, the use of biocide preparations and introduction of biocide preparations and agents to the market.
The Ministry of Health is the most important and strongest and most influential player in the field of
healthcare more generally as well as in relation to the social model of health. The Ministry of Health
draws its strength from a position of supreme state authority in the field which draws its power from
extensive regulatory competencies (Darmopilová and Špalek, 2009). The Ministry employs a large
number of officials, financial capital, but also extensive administrative and regulative powers.
Social determinants of health as reflected upon in the social model of health have never been a priority in
the Czech health care system. It also has never been a priority of any health ministry, although some of
them are undoubtedly aware of the importance of this phenomenon, even though it never materialized and
was not implemented consistently. Only in response to the pressure from the EU, the Ministry must
initiate such legislative proposals, which respect to a certain extent some of the principles of the social
model.
However, patient empowerment in relation to the institutions providing healthcare services can be
regarded as a field where innovative approaches have gradually emerged. For example, as a part of
monitoring the quality of health care, individual hospitals are distributing the questionnaires to evaluate
patient satisfaction with the care provided. These activities are already relatively common. They serve as
a basis for evaluating the quality of the doctors, nurses and other health workers, hospital wards and
departments. On the other hand, implementation of the feedback results may be rather formal, so it
doesn’t necessarily result in patient empowerment.
Parliament and political parties
The Czech governments are traditionally compiled as coalition ones, composed of three to four political
parties. Individual coalition partners therefore always devote a great effort to finding some common
interests and principles of government. Social model of health policies have never been one of those
common interests and principles. The health sector in the Czech Republic has failed to find a long-term
consensus across political parties, the priorities in this area are basically changing with each new
government and with each new health minister. However, fulfilling the principles of social model of
health had never been among the priorities of these entities. Likewise, these principles had never been
strongly met by any of the parliamentary political parties.
Pharmaceutical companies
The hallmark of this actor is focusing on the European dimension of the health care policy.
Pharmaceutical companies generally support reducing the regulatory government activities towards the
pharmaceutical market. The interests of this actor is difficult to evaluate, because pharmaceutical
companies in the Czech Republic are not primarily interested in directly influencing health policy.
Companies are primarily concerned with selling the largest possible number of drugs at a lower cost, with
greater or lesser awareness of social responsibility. It is therefore evident that their priority is the issue of
pricing. On this issue, they support the smallest regulatory influence of the state. These companies utilize
substantial financial and human resources. It is not possible to identify a clear attitude of this actor to the
social model of health. It is possible that the pharmaceutical companies would focus on this topic if only
other influential actor would have resonated with it (i.e. ruling political party, insurance companies, etc.).
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General Health Insurance Company (VZP)
A group represented by the healthcare services payers are health insurance companies. They, in the Czech
system, fundamentally affect the functioning of the entire system. On the one hand, there exist their
obligations towards the insured citizens (although the relation “insurance company – client” is very
weak), on the other hand, they reimburse the provided services to the healthcare providers. Established in
1992 the so called VZP is with more than 6.2 million clients the largest health insurer in the Czech
Republic. Its position is very different from the other, so-called employee insurance companies in the
health system. This insurance company was publicly founded and its property cannot be a subject of
bankruptcy. It has unique access to repayable financial assistance from the state budget in case of
insolvency and VZP has specific rules for calculating the costs. Moreover, VZP has certain specific
competencies that affect the entire system of health insurance (VZP e.g. maintains a central register of
insured citizens, etc.). Although some of the VZPs´ priorities rule out the social model of health, it does
accommodate prevention programs and activities, which are of non-medical nature. It is, however,
unlikely to lead social innovation in the health field and to be a driver of the social model of health.
Czech Medical Chamber (CMC)
The CMC is arguably the most important professional body of health care providers. Health care
providers form an important group of actors; the quality of their work affects the results of the entire
system. Providers are mandatorily associated in professional associations and, in addition, they may
organize themselves in professional associations according to their specialized professions. In terms of
their interests, this group of actors is among the three considered obviously regarded as the most
heterogeneous one. Providers are seen as very influential group because its members have the knowledge
and information that others simply do not and cannot have. The power of this group derives from
available financial resources, large and dispersed membership, consistency and homogeneity in relation to
the key interests of this group groups.
The CMC is an independent non-political professional organization for doctors, with the mission of
supervising the quality of the provided health care services. CMC requires its members to carry out their
profession in accordance with the ethical principles. CMC promotes the professional, social and economic
interests of its members. It is also entitled to participate in tenders in filling senior positions in health
policy and to attend meetings in the formation of tariffs medical procedures and pricing. It has been often
criticized for some deviation from its original purpose and activities and for being a too strong defender
and advocate of the financial interests of its members (Potůček 2007). It has repeatedly demonstrated that
as a coalition of doctors it can be a very powerful pressure group. Its sources of power include not only
monetary ones, but also a public perception which is convinced the irreplaceability and indispensability of
doctors. The strength of this group comes from the fact that the Chamber brings together physicians,
which are respected in society and hold relatively high prestige. The Chamber has a huge social capital.
This group has hindered the development and implementation of the social model of health which is not a
priority of this collective actor. Arguably, the promotion of such a model is against the interests of
doctors.
Society for Social Medicine and Health Care Administration
This expert scientific organisation deals with the health needs of the population. The Society focuses on
the area of health informatics and statistics, health policy and health promotion, health care management
and medical facilities, health economics and health care, including the issue of health insurance, as well
as the sociology of health.
The Society aims to promote and integrate research, publication and exchange of knowledge and
experience, the national and international communication between experts and executives in above-listed
areas, increase professionalism and competency management. It strives for effective targeting and
professionally supported implementation of health policies. Through its activities, the Society seeks to
develop collaborations with other professional societies and institutions.
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Members of the Society is composed of people interested in social medicine, health policy, health
management, health economics and statistics from the ranks of doctors, system engineers, economists,
sociologists, psychologists, lawyers, statisticians and other expertise. Its members are university
employees, other researchers, managers of health facilities, health policy experts, medical personnel and
other system information. Honorary members of the Society are the most deserving scholars of the field.
This Society is the only experts-based body in the Czech Republic focused predominantly on the social
determinants and social model of health.
Patient and third sector organizations
Patient organisations might be seen as representing citizens (or at least insured patients) who act as
demanders of health services. Citizens have to pay health insurance, on the other hand, they consume
health care services. Due to the existence of third parties, insurance companies, they are not directly
confronted with the cost of health care. Citizens may organize themselves within the framework of patient
organizations and thus interact with a group of payers and providers. Patient organizations - an important
driver of innovation - are mainly organizations focusing on specific diseases. These are self-help groups,
organizations of the patients´relatives, and organizations delivering the peer support activities.

4.3.4.

Dynamics, drivers and barriers

Cooperation in the field is very limited. Potentially, there could be beneficial cooperation between the
Society for Social Medicine and Health Care Administration and TSOs. That could bring conjunction of
scientific erudition, scientific research methods and practical knowledge and empirical experience.
Unfortunately, only a limited cooperation of TSOs and the academic world is typical.
In the social model of health any conflicts basically are not present, because this view on health is rather
marginal, weak and difficult to promote. Long-term and serious conflicts related primarily to the topic of
patients' participation in the financing of health care (this problem strongly affected the parliamentary
elections in 2006) and transformation problems, such as the privatization of health care facilities, transfers
of competences between institutions, etc. The biggest struggles by far, however, were between the
physicians and their trade unions on one side and the Ministry on the opposite side. The subject of the
conflicts were the low salaries of physicians and surgeons and their massive departures to Germany and
other Western European countries
As mentioned, the Czech health care has undergone many changes. Among those that were ambiguously
perceived by individual interest groups, we can count in particular the introduction of so-called regulatory
fees for doctor's visits, hospital stays and prescriptions. The charges represented the basis of one of
several reform efforts and were introduced in 2008. After the great resistance of the public and some
political parties were charges again this year abolished.
Let us now focus on the changes that are, at least partly, related to a social model of health. These
changes relate to health promotion in the country. Promotion and protection of public health is enshrined
in the law on public health protection no. 258/2000.
Health promotion is a society-wide issue. A number of factors have an impact on human health, either
positively or negatively. According to WHO, those factors are social, biological and economic. Way to
healthy society does not lead only through increasing funding the health services, but requires the
participation of the entire society, all sectors and levels of government to improve the health of the entire
population and includes the fight against poverty. Improving population’s health depends on the
cooperation of several ministries; for example, the regulating the food industry to provide healthy foods
affects peoples’ health and can potentially reduce obesity.
The cooperation of individual ministries in promoting health has improved in recent years. For example,
the Ministry of Youth and Sports has developed and implemented a strategy of health promotion in
schools; the Ministry of Transport is engaged in a “cycling strategy”; the Department of Agriculture
cooperates with the Food Chamber. According to the research by the World Health Organization and the
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Institute of Health Policy and Economics, focused on health promotion in the Czech Republic (published
in 2005 ), the principles of health promotion are better organised at the regional level. Due to the current
policy of the State (in 10 years, the volume of funds for this area significantly decreased), the number of
people working in the field of health promotion declined and these experts are now deployed unevenly.
Better coordination of projects and the promotion of quality policy programs at national and regional
level is highly desirable.

4.4. United Kingdom
4.4.1.

Policy and legislation

Over the past ten years the government in the UK has incorporated explicit aims into health policies that
the system should focus more broadly on health and wellbeing rather than treating illness. The motivation
for these policy moves were manifold and included evidence that the system would not be able to cope
with a rising number of people with long-term conditions in an ageing society and the influence of health
outcomes by factors other than the care system including individuals’ lifestyles. The 2010 report Fair
Society, Healthy Lives by Sir Michael Marmot demonstrated the huge economic impact if policies
continued to ignore the impact of the social determinants of health and inequalities on public spending
and did not refocus on investment in prevention starting from infancy to old age. In 2002, a major
national review (Wanless 2002) discussed prevention and particularly in the context of health inequalities
and health prevention has been a national policy priority over many years. An understanding of the social
model has been incorporated into the Equality Act 2005 and the recent Care Act 2014 and is also
reflected in many policy papers. A detailed analysis of those follows hereunder.
Current policies and legislation strongly emphasise the role of patient is making their own decisions about
their care, and setting the mechanisms for achieving this through better information about treatment
options and their effectiveness evidence, personalised care options, rights to criticise services and
professionals, rights to request information, get involved in decisions about their care and services.
The latest national health system (NHS) 2010 White Paper embraced the principle of ‘shared-decision
making’ under which patients make joint decisions about their care with their clinicians. The provision of
information is seen as an important element of this. It introduced or reinstated the use for example of
patient-reported outcomes measures and patient experience surveys. It also introduced new requirements
for hospitals to tell patients if something goes wrong while they are under their care. ‘Putting Patients
First’ business plans set out how General Practitioners (GPs) as part of Clinical Commissioning Groups
should commission information and support for patient participation, self-management, personalised care
planning and employ shared decision making within service planning and commissioning. The motivation
for shared-decision making as outlined in the NHS England 2010 White Paper is to improve healthcare
outcomes and performance of the overall healthcare system. The paper also reflects on the fact that those
outcomes are personal and it acknowledges that healthcare systems have been weak in user involvement
and patient-centred care. Reference is also made to co-production principles with patient being recognised
as ‘joint providers of their own care and recovery’ (DH 2010, p13).
Some policies are explicit in the way that they support patient rights and empowerment by restricting the
power of clinicians. The NHS Mandate (DH 2012) effectively set certain control mechanisms for
clinicians and limiting their power in commissioning services and ensuring that services meet the
demands of service users. It sets the objectives for the NHS and highlights areas for improvements. Under
‘Enhancing quality of life for people with long term conditions’ (paragraph 2.5) it is stated that the NHS
needs to becomes better in involving patients and their carers, and empowering them to manage and make
decisions about their own care and treatment. ‘Where local clinicians are proposing significant change to
services, we want to see better informed local decision-making about services, in which the public are
fully consulted and involved. It is the responsibility of NHS England to ensure that changes meet four
tests: (i) strong public and patient engagement; ii) consistency with current and prospective need for
patient choice; iii) a clear clinical evidence base; and iv) support for proposals from clinical
commissioners.’ The four objectives might not easily be aligned, however, and the question whether
patient and public involvement will be then prioritised of the others. It also raises questions of the
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mechanisms in which patients and the public are involved and their representativeness. Differences in
actors’ interests and the possible dominance of clinical commissioners’, practitioners’ or researchers’ or
of administrative actors’ interests might hinder patients’ empowerment which is likely to be a driver of
the social model of health.
A summary of legal duties with respect to patient participation are included in the updated version of the
NHS Constitution (2013). Principle 4 of the Constitution (p3) states that ‘The NHS aspires to put patients
at the heart of everything it does. It should support individuals to promote and manage their own health.
NHS services must reflect, and should be coordinated around and tailored to, the needs and preferences of
patients, their families and their carers. Patients, with their families and carers, where appropriate, will be
involved in and consulted on all decisions about their care and treatment.’ A series of rights are specified
that refer to access to information, of choice between providers and about shared decision making. The
majority of these rights aim to ensure that people can take more control over managing their own care
when they get ill. However, they do not relate to individuals’ responsibility in regards to wider health and
wellbeing and the prevention of ill health so their influence in promoting the social model of health is
arguably limited. Rights about shared decision making are a possible exception that could potentially
allow people to influence service delivery that takes into account wider health and wellbeing aspects. It is
questionable whether this right will lead to actual influence on resource allocations and based on the past
this was not very often the case. It is also noticeable that the influence only refers to health services
commissioned by NHS bodies and not to the involvement in wider health and wellbeing services.
Similarly, the NHS England Business Plan (Putting Patients First) emphasises the importance of gaining
information about service user and carers’ views and experiences via patient and staff surveys. This is
thought to “improve the experience of groups who may be socially disadvantaged” (p32). As set out in
the 2012 NHS Mandate, one component of this will be the so called friends and family test which asks
patients if they would recommend the service to family and friends. GPs via Clinical Commissioning
Groups have been given a new duty to demonstrate that they have taken action in response to patient and
carer feedback (Everyone Counts: Planning for Patients 2013/14). The 2014 Care Act requires that there
is universal information and advice available locally to help people understand how to access care. The
NHS Mandate and other policy documents require from health service providers to collect information on
and respond to patient and carer feedback such as the friends and families test (e.g. DH 2012). A range of
policies have been introduced to ensure that patients have access to their primary care records. As before,
whilst better information and patient feedback mechanisms allow for greater patient power and are
arguably necessary towards achieving a greater individual responsibility for their own health, they are
narrowly directed at improving services rather than improving individuals’ health and wellbeing.
The responsibility for utilising community resources to improve population health outcomes is given to
public health and local authorities. The 2011 Public Health White Paper set out a vision for a reform of
the public health system and a shift of “power to local communities, enabling them to improve health
throughout people’s lives, reduce inequalities and focus on the needs of the local population” as well as
“empowering local government and communities, which will have new resources, rights and powers to
shape their environments and tackle local problems” (p7). In line with those policies, the 2014 Care Act
puts new duties on local authorities to prevent, reduce or delay the need for formal services. It is
suggested that local authorities would be able to do this by building on existing community assets and
networks which could help people stay independent for longer. The 2012 NHS Mandate and 2014 Care
Act provide new entitlements to personalised care and support plans.
The Care Act 2014 gives local authorities a responsibility to assess a carer's need for support. This
replaced the law which said the carer must be providing "a substantial amount of care on a regular basis"
to qualify for an assessment. Carers now have legal rights to receive support whilst previously it was in
the discretion of local authorities to provide such support (although local authorities had to offer shortterm home-based respite services in crisis or emergency situations). The focus on carers support and
understanding the needs of carers from a person-centered perspective are important drivers of the social
model of health. However, carers are often particular vulnerable and at high risk of experiencing
substantial financial and health and wellbeing burden. Despite the introduction of the Care Act and
previous strategies to support carers, these risks and the potential burden are likely to have increased
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rather than decreased with reductions in expenditure and health system reform. For example, the
centralisation of health services has made the transport to health facilities more difficult and increased
carers’ out-of-pocket expenditure as well as their time of providing unpaid care. And where community
services have fallen short, carers have taken on additional responsibilities
In 2014, the Coalition government made an explicit commitment for the NHS to have a responsibility in
prevention and acknowledging the close link between social factors and health outcomes. In their
medium-term vision the government states that it aims for a health service that acts as an ‘activist agent of
health-related social change’ (Five Years Forward View 2014, p10). Most of the prevention focus is
however seen as a public health matter. For example in the same policy document the government
promises to implement comprehensive and ‘hard hitting’ national action to promote public health which
includes demands for clear information and product labelling, targeted personal support and changes to
distribution, marketing, pricing and product formulation (Five Years Forward View 2014, p10). A
statutory responsibility has been introduced for local authorities to improve the health of their community
by local action such as the reduction of junk food outlets near schools. Other examples of how
government wants to improve population health are fit-for-work schemes, workplace health programmes,
vocational rehabilitation services. Most of those interventions tend to have some kind of evidence base
and are recommended in national guidance on promoting healthy workplaces; stop smoking, healthy
eating etc.
Over the past decade there have been a range of government strategies to expand and strengthen primary
and ‘out of hospital’ care and shift resources out of institutions into the community and promote
integrated care (e.g. White Paper 2006). It is possible that this closer relationship between health and
social care professionals increases the accessibility for people with long-term conditions to a wider range
of support services that are not only clinically focused. In addition, it is possible that the collaboration can
facilitate a cultural change in which health professionals widen their understanding and skill sets towards
a more personalised approach that is more typical for the social care field. On the other hand, it is also
possible that if approaches are not successful in gaining the buy in and support of professionals that the
divide between disciplines and rivalry increases.
In the national mental health strategy No health without mental health it is stated that the Government is
working with the Royal College of General Practitioners, the Royal College of Psychiatrists, the
Association of Directors of Adult Social Services and the NHS Confederation to develop guidance and
support for GP consortia in commissioning effective mental health services. In addition, there will be
opportunities for the voluntary and community sector and for-profit organisations to provide specialist
commissioning advice on mental health to GP consortia.

4.4.2.

Social innovations

UK government has built an infrastructure which supports social innovations in relation to the social
model of health through policy and legislation. They include those personal budgets, financial vehicles,
integration, shared decision making, self -management, community development, social prescribing and
mental health.
Personal budgets
Personal budgets and their forerunner, direct payments, are policy initiatives that responded to
movements in the disability field which were led by individual activists and the third sector. They were
first manifested in the 1990 Direct Payment Act. Individuals with long-term conditions who meet certain
eligibility criteria have since April 2014 a right to ask for a personal health budget. Patient rights for
personal budgets are manifested in the 2012 NHS Mandate and the 2014 Care Act. Personal budget give
individuals more control over the services and support they need and want although the choice of services
still depends on what is locally available and arrangements by local authorities and health commissioners.
Financial vehicles
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A range of new innovative financial vehicles have been introduced over the past decade to support the
implementation of legislation and policies including a greater role of prevention and personalisation.
However, most of the focus has been on developing tools that hold providers accountable for achieving
outcomes in a cost-effective manner and set financial incentives for them to deliver those. More recent
financial tools also included flexibilities to allow pooling budgets and recruiting funds from a wider range
of sources including private money. Examples of those were Micro-enterprises, Social impact bonds,
Better Care Fund. In Healthy Lives, Healthy People it was proposed that a greater proportion of the
Quality and Outcomes Framework (QOF), which is main performance management tool for GPs, will be
devoted to the provision of evidence-based primary prevention indicators and secondary prevention
advice and support. The current government encourages so called integrated personal commissioning
which pools health and social care funds for individuals with complex needs (e.g. ‘year of care’ budget).
Those budgets then can be used to buy voluntary sector advocacy, informal carers and wider community
support options in addition to services that are provided as part of disease specific integrated care
pathways.
Managing long-term conditions
With an aim to improve the management of long-term condition, the Health and Social Care Act 2012
placed duties on commissioners, regulators, and various other arm’s length bodies to promote integration.
Similarly, the 2014 Care Act sets out obligations for cooperation across the system. Projects and
partnerships encouraged by current policy and legislation are thought to have led (and continue to do so)
to a systematic and cultural shift towards greater personalisation in health and care services, and greater
involvement of service users in their care of long-term conditions (House of Commons 2014, p4). For
example, in some areas networks of GPs provide comprehensive diagnosis and treatment that are usually
provided in hospital for example utilising tele (health) care technologies. Other approaches include
partnerships between trained volunteers and health and social care professionals; for example, GPs work
with advisors who signpost to voluntary services (social prescribing).
A range of new models of care for people with long-term conditions have been proposed by the
government included so called Primary and Acute Care Systems (PACS), Multispecialty Community
Providers (Accountable Care Organisation), urgent and emergency care networks, viable small hospitals,
specialised care, modern maternity services, enhanced health in care homes (new shared models of inreach support). In addition, probably based on a realisation that evidence in this area is still far from
established, the government still evaluates programmes of this kind, for example as part of the so called
integrated care pioneers pilot initiated in 2013. Whilst the initiatives that are subject to evaluation are
government-led they usually build on already existing local social innovation. The aim is to support those
projects locally and disseminate innovation without imposing a one-size-fits-all approach. The
government announced 14 integrated care pioneers which are expected to progress over the next five
years.
Policies on specific long-term conditions have often been influenced by charities (in collaboration with
clinical leads) that have a focus on this particular condition. A recent example is Alzheimer charity which
has largely driven the political agenda on dementia policy; as a result a large budget is now spent in this
area and innovative strategies have been developed from this such as the so called ‘Dementia Friends’;
similarly national charity for schizophrenia has played important role in making schizophrenia a political
priority and there are many more examples. For older people, the social model of health has been
traditionally applied the least. The recent dementia movement is an exception to this.
Self-management approaches for people with long-term conditions have been on the political health
agenda for more than a decade. A forerunner for other often disease specific self-management
programmes and initiatives has been the so called Expert patient programme, an evidence based
programme for self-managing long-term conditions which was first developed in the US and has been
rolled out nationally since then. Although the programme includes elements of patient empowerment in
the relationship with health professionals, the core of the programme is the enabling patients to selfmanage their condition as a secondary or possibly tertiary prevention intervention. Self-management
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approaches have been introduced for different reasons but one important policy aim has been the expected
reduction in unplanned hospital admissions (House of Commons, 2015)
Community capacity
Strategic direction as anchored in recent health policy documents and legislation is supportive of change
towards enabling and mobilising communities and people for example through peer support (Five Years
Forward Review, Care Act; Public Health England). Some programmes have been put in place such as
social prescribing which links people from primary care to non-medical sources of support. It has been
first introduced in the 2006 White Paper and incorporated into several policies since then. Similarly,
health policies have focused on providing volunteering opportunities. The so called health champions or
health trainer programme has been running, in connection with different policies, for about a decade
(White Paper Choosing Health, 2004). A vision for volunteering has been published by the Department of
Health in 2011 which outlines a wide range of strategies and programmes that aim to encourage, promote
and support volunteering to improve outcomes in health, public health and social care. The experience of
the third sector is emphasised in these policies and examples of volunteering opportunities provided by
the third sector, hospital trusts and council led collaborations are given to illustrate the direction of travel.
Mental health
The public health White Paper Healthy Lives, Healthy People gave for the first time equal weight to both
physical and mental health recognising the underlying determinants of health. It provides a framework for
stimulating innovation building on and taking account of the diversity of local communities (e.g. through
Time to Change campaign which challenges mental health stigma and discrimination). As described in
more detail in 3.4.3, the roll out of universal access to psychological therapies was reflected in policy and
legislation.
The Health and Social Care Act 2012 gives commissioners a duty to promote the involvement of
individual patients in decisions relating to their care. In Putting Patients First (Section 3.118 to 3.127,
p32) the government promises to ‘give citizens the knowledge, skills and confidence to manage their own
health by developing a coherent, linked package of shared-decision making aids so that people can
actively participate with their clinicians in making choices about their care and treatment.’

4.4.3.

Actors, interests and resources

4.4.3.1.

State

Secretary of State and Department of Health
Responsibility for publicly funded health care rests with the Secretary of State for Health, supported by
the Department of Health. The Secretary of State has overall responsibility for the work of the
Department of Health (DH). DH provides strategic leadership for public health, the NHS and social care
in England. The NHS has been subject to major reforms over the past decade. Whilst planning and
purchasing healthcare services for local populations had previously been performed by England's 152
primary care trusts those have been replaced with 211 clinical commissioning groups (CCGs), led by
clinicians. CCGs now control the majority of the NHS budget, with highly specialist services and primary
care being commissioned by NHS England. The DH retains above half of the budget it gets allocated
from the Treasury for its running costs, the funding of bodies such as Public Health England and for
centrally managed services. It allocates the rest to NHS England (£96 billion in 2012/13) of which
approximately £30 billion pays for its running costs and the services it commissions directly and the
remainder is passed on to clinical commissioning groups to enable them to commission services for their
populations.
NHS England
NHS England is responsible for creating and overseeing CCGs. It is primarily clinically led and has
interests to secure their autonomy as leading commissioning body. For example, it claimed that the NHS
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Mandate which sets a control mechanism for clinicians against their clinical freedom. NHS England is
accountable to the Secretary of State but free from political interference. It is responsible for securing
good health outcomes and is supposed to achieve this by promoting involvement in research and the use
of research evidence, taken on leadership for quality improvement programmes, commissioning
guidelines and authorising CCGs.
In regards to the social model of health, NHS England, together with many other actors including patient
associations is frustrated about ineffective involvement of patients in commissioning and structural
reform of the NHS. For example, NHS England created a system called NHS Citizen that seeks views and
information from citizens and organisations that are used to directly influence national decision making
by NHS England. The NHS England Chief Executive can push for innovative policies and in 2014 it
introduced a radical, people-powered commissioning of health and social care which included the
extended use of personal health budgets and integrated personal budgets across health and social care.
The so called Integrated Personal Commissioning (IPC) programme aims to bring together health and
social care funding around individuals, enabling them to direct how it is used for the first time. This
represents a step change in ambition for actively involving people, carers and families as partners in their
care. This is underpinned by the support and leadership of the NHS, local government and the voluntary
sector.
Chief Medical Officer (CMO)
The Chief Medical Officer is the UK government’s principal medical and scientific adviser, the
professional lead for doctors in England, and the professional lead of all directors of public health in local
government. The CMO has a central role in providing independent advice to the Secretary of State for
Health and the Government on the population’s health. It is the role of the CMO to act as leading
advocate for public health (including mental health) within and beyond government and leads a
professional network for those responsible for commissioning or providing public health (HM
Government 2010, p9).
Public Health England (PHE)
Public Health England is an executive agency of the Department of Health that began operating in 2013.
Its formation came as a result of reorganisation of the NHS as manifested in the Health and Social Care
Act 2012. It took on the role of the Health Protection Agency, the National Treatment Agency for
Substance Misuse and a number of other health bodies. The aims of PHE are to protect and improve the
nation’s health and to address inequalities. It employs primarily scientists, researchers and public health
professionals. Only a minority of them are focused specifically on mental health and PHE has been
criticised for its underweighting of mental health within its overall resourcing and agenda.
At a local level, every local authority has nowadays to employ a director for public health who will act as
an advisor on all health matters to the local authority and is responsible for developing needs assessments
and local strategies to promote health and reduce health inequalities (HM Government 2010, p 83).
Previously this post was typically employed by the local NHS commissioner. The Director has to work
closely with GP commissioning bodies to help identify, prevent and manage a range of conditions, such
as mental ill health, cardiovascular disease, diabetes and cancer, across the population, to support people
to take care of their own health, promoting independence, self-care and self-management. Input into
commissioning services for people with established diseases and long-term conditions; informal and
formal mechanisms for public health experts to advise other NHS colleagues. Directors have to work with
NHS colleagues locally to ensure that health services meet population needs including diverse and
potentially excluded groups (for example, people with mental health problems and with learning
disabilities; the homeless; people in prisons and ex-offenders; children with special educational needs or
disability and looked after children; and travellers). The director has to advise health commissioners on
how to ensure equal access and equity of outcome across the population; and working with and
supporting health and social care colleagues to increase opportunities for using contacts with the public
and service users to influence behaviours positively and thereby improve health (HM Government p83).
In addition, the government has plans to provide local authorities and English majors with additional
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powers to allow local democratic decisions on public health policy that go further and faster than
prevailing national law
In regards to the social model of health, PHE has a distinct role in secondary prevention with a focus on
supporting the role primary care to achieving this. PHE has been given responsibilities at the national
level to address the social determinants of health and health inequalities.
PHE has been made part of the NHS Commissioning Board with the aim to strengthen incentives for GPs
to commission services with public health input. However, the public health and in particular mental
health agenda has been criticised for example by the Royal College of Psychiatrists (2011) for having
"few, or no, commitments or resources within either the Department of Health or Public Health England
to take the public mental health agenda forward." Nationally, PHE is more perceived as a body with
education and information function rather than one that has real impact. For example, it has been
criticised for not addressing continuous and rising health inequalities among London boroughs because
responsibilities have been left unclear.
PHE has some funds available to deliver national public health campaigns e.g. Public Health
Responsibility Deal; Change4Life campaign which gets £250million. Similarly, some funds are available
for collaborative networks including with the private and voluntary sector.
Traditionally, public health professionals have advocated for the roll out national evidence-based
prevention programmes which created a certain bias towards programmes that are more clinically
oriented and towards programmes that address larger numbers and have been evaluated. This prevented
their support of grassroots projects at a national level.
At a local level, the levers for widening the focus from a clinical to a wider social model seem to be more
flexible and possibly more effective. Government claims that it has given Directors the responsibility,
funding and freedom to innovate locally: PHE should ‘support local innovation, help provide disease
control and protection and spread information on the latest innovations from around the world’ (HM
Government 2010). There are ring-fenced budgets for upper-tier and unitary local authorities and a new
health premium to reward them for progress made against elements of the proposed public health
outcomes framework. Directors of Public Health based in local authorities can utilise vehicles such as the
Joint Strategic Needs Assessment inform NHS provision in regards to a wider health and wellbeing
agenda. They also have local representation at local health and wellbeing boards and engage with third
sector at local level.
Adult social care
Another section of the State - still under the responsibility of the Department of Health - is the adult social
care field which has strongly influenced and guided the social model of health field. Policies, programmes
and approaches such as personalisation, empowerment and a focus on the person’s life-course all
originate from the social movements in the third sector, social care profession and the social care section
of government. For example, the partnership Think Local Act Personal (TLAP) and In Control which is
formed of third sector organisations, representatives from the Department of Health and a group of local
authorities all active in the disability field had a major influence on the introduction of personal budgets
(which started in the social care field but has been extended to the health field).

4.4.3.2.

Monitoring and regulatory bodies

The NHS has a number of bodies responsible for monitoring and regulating health care. Particularly
important was the change in role of a body called Monitor from a duty to promote competition to a
revised duty to protect and promote the interests of people who use healthcare services, and in so doing to
prevent anti-competitive behaviour.
The Care Quality Commission (CQC) is the regulator of the quality and safety of care offered by health
care providers. The CQC came into full operation in 2009 and its establishment was a result of increasing
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financial and political pressure to reduce the number of regulators (Office of Public Sector Reform 2003;
Reconfiguring the Department of Health’s Arm’s Length Bodies 2004).
Located with the CQC is also Healthwatch. Healthwatch has been set up as an independent consumer
champion for health and social care. In addition to a national body, each local authority is required to
contract an organisation to provide a local Healthwatch, which are established as a social enterprise. It is
the responsibility of local Healthwatch bodies to provide feedback to providers about service user
experiences in health and social care, representing the views of patients and public to the local health and
wellbeing boards and ensuring they are taken into consideration in needs assessment. They ought to
report concerns about quality to the national Healthwatch. Healthwatch has the right to refer matters of
concern to the local overview and scrutiny committee. It advises on information most useful for patients
and proposes the investigations of poor services.
In regards to the social model of health, monitoring and regulatory bodies have been given the
responsibility to increase protection of patient rights and increase patient feedback, transparency and
quality. However, bodies might also hinder the entry of new actors and prevent innovation. The CQC, for
example, requires care certificates and qualifications from providers which are designed for the employed
and those who already have professional experience who can easily demonstrate that they have the
competence to do the job. They are difficult to achieve for people without the formal experience and
education and this might prevent people from being able to engage in micro-enterprises and other social
innovations.
In addition, there are barriers that prevent the effectiveness of those bodies on facilitating social
innovation. For example, Healthwatch is often described as being under resourced, and as not having a
clear role. Local bodies are dependent on health and wellbeing boards in which they are partly or fully
incorporated as well as local authorities which contract them. These relationships might limit their ability
to act as independent body that is representing the interests of patients and community. For example they
do not have the power to get senior administrators to attend meetings and answer their queries. There
have been a wide range of bureaucratic barriers which together prevented the operational effectiveness of
Healthwatch. Unsurprisingly their focus has thus more been on compliance rather than on campaigning
and on being critical. They were not able to build the knowledge and capacity of negotiating differences
in values and interests and influence resource allocation decisions. Their power can thus be best described
as limited.

4.4.3.3.

Professional membership bodies

National Association of Primary Care (NAPC)
The National Association of Primary Care which is about to join the NHS Confederation is (or used to be)
a national membership organisation representing and supporting the interests of healthcare professionals,
both clinicians and managers, working in primary care. It aims to foster productive relationships within
primary care to deliver change and spread innovation. It claims to engender enthusiasm,
entrepreneurialism and esteem within its membership, recognising that failure to execute good ideas and
support best practice is the most damaging type of waste. Members include GPs, their managers and staff,
community nurses, third sector organisations, pharmaceutical and publishing companies. The NAPC
engages its membership through surveys, requests for views and participation in events, both organised
by NAPC and others bodies, including NHS England, Department of Health (on their working groups),
the General Practice Committee of the BMA and other national organisations. Engagement is the essence
of NAPC membership, as well as the promotion of information and promulgation of best practice.
Partners of the NAPC include private companies from the pharma and care provision sector, management
consultancy, third sector and Royal Colleges. The NAPC has had a strong focus on driving innovation as
part of personalisation oriented policy.
The NHS Confederation
The NHS Confederation, formerly the national Association of Health Authorities and Trust, is a
membership body for organisations that commission and provide NHS services. It claims to represent the
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NHS as a whole and aims to help the NHS to guarantee high standards of care for patients and best value
for taxpayers by representing members and working together with health and social care partners. NHS
Confederation income is generated via number of different activities. 48% is generated through
membership subscriptions; 24% is generated through conferences and events, including sponsorship and
exhibitions; and 26% is generated through the reward of grants and contracts. Income is re-invested in the
delivery of the NHS Confederation’s charitable objectives and in the development and delivery of its
member products and services. The NHS Confederation trustees’ annual report and accounts are
published on the Charity Commission's website. It has membership networks to support members in areas
of specific concern including: Mental Health Network, NHS Partners Network, NHS Clinical
Commissioners, National Association of Primary Care, Association of Ambulance Chief Executives,
Northern Ireland Confederation for Health and Social Care, Welsh NHS Confederation, NHS European
Office, NHS Employers organisation. The NHS Confederation works closely with the Government,
Parliament and national stakeholders. They claim to provide an independent and robust critique of policy
and to they aim to act as a conduit between policy makers and senior NHS staff. They are also involved in
developing or testing proposals and assessing their impact on front line services.
Pharmaceutical Services Negotiating Committee (PSNC)
The Pharmaceutical Services Negotiating Committee (PSNC) represents community pharmacies in
England. Their main interests are to have closer relationship with primary and secondary care and to
benefit from the shift of resources into the community. Traditionally, their main tasks in regards to health
care provision was concerned with optimising medication but more recently they also expanded those to
promote self-care and prevention. Because they do not hold public budgets they are usually reliant on
partnerships with GP practices, which have much greater commissioning powers. For example, they offer
providing more services and taking on care management roles for ‘simple’ patients with the aims to
release pressures from GPs and community nurses. They offer drug prescriptions and review and take
blood pressures. In regards to the social model of health, the PSNC is not a leading stakeholder because it
does not have the influence and power to inform important health service decisions and it has limited
knowledge of and interest in personalisation. It is likely that pharmacists as represented by the PSNC
interpreted integrated care as shift from secondary to primary care resources but not necessarily focussing
on patients as citizens and wider social model of health (House of Commons 2014, Ev 46).
Royal College of Nursing (RCN)
The Royal College of Nursing (RCN) is the professional membership body that represents nurses. They
are particularly concerned about staffing levels and the impact of reforms on the future of the nursing
profession. Whilst demand on community nurses is increasing, numbers of community and district nurses
have been decreasing. Their priorities are on recruitment of new nurses into the profession which has
suffered over the years particularly due to increasing work demands and arguably less rewarding work
conditions. The nursing discipline has a longstanding expertise in self-care and chronic disease
management as well as certain types of prevention.
In regards to the social model of health and integration, their main interest is to ensure that the shift
towards community care solutions is sufficiently resourced to fund new roles of nurses that can deliver
the requested change. In regards to personalisation and personal budget the RCN stated that it “fully
supports personal health budgets, but we have to be mindful that there are some people who on the
surface appear to be perfectly capable of managing their personal healthcare budgets but may have subtle
and complex, maybe cognitive problems where they do not make such appropriate decisions. This is
where it is important that key health professionals broker and help navigate—that good decisions are
made in terms of what care package they need, whether it is complementary or orthodox medicine.”
(House of Commons report 2014, Ev 48). The tensions between real empowerment and personalisation
and giving up control as well as a belief that health professionals know best are apparent in this statement.
Royal College of Psychiatrists (RCPsych)
The Royal College of Psychiatrists is the main professional organisation of psychiatrists in the UK, and is
responsible for representing psychiatrists, for psychiatric research and for providing public information
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about mental health problems. The college provides advice to those responsible for training and certifying
psychiatrists in the UK. It is committed to public mental health. It criticises the Government for – despite
their promises - not having put sufficient resources in place to put public mental health agenda forward.
They demand specialist capacity within Government and greater structures and accountabilities. It claims
that at the moment the public mental health sits only with local authorities preventing shared
responsibilities between different health partners9.
In regards to the social model of health, the RCPsych has interest in ensuring that investment in specialist
mental health services are secured and resources are not allocated to other sectors. They advocacy for
continuous and greater investment in mental health can be interpreted to some extent as a driver of the
social model of health because the mental health profession usually acknowledges the role of social
determinants. However, it will be in their interest to advocate primarily for clinically focused mental
health provision which may not prioritise individuals’ capacity towards independence.
The RCPsych in collaboration with the RCGP established and are leading the Joint Commissioning Panel
for Mental Health, a collaboration between seventeen leading organisations. Their aim is to influence and
assist specialised commissioners, namely clinical commissioning groups and health and wellbeing boards,
to use certain models that support mental health and wellbeing. Partners include organisations from the
government, private and third sector including professional and service user networks. The College has
thus an important power through their specialist knowledge in mental health commissioning which is
likely to be welcomed by a majority of GPs who still lack this expertise.
The RCPsych makes a distinction between public mental health that is focused on social factors (and
which might be best commissioned by local authorities) and specialist mental health care which in their
view should be commissioned by clinical NHS commissioners (Health Committee 2011). Their interests
are arguably more with the latter and they might have some interest in ensuring that this remains in the
clinical domains aligned with treatment for physical health.
The RCPsych initiated and led the New Savoy Partnership which was a unique coalition of over 60
organizations – many of which from the third sector - which persuaded government to fully recognize the
value of psychological therapies provided free on the NHS to improved national wellbeing. After
campaigning alongside the ‘We Need To Talk’ coalition they welcomed in their 2007 Declaration the first
ever commitment by government to enable universal access for anyone with depression and anxiety to
NHS-funded psychological therapies. In 2008 the Health Secretary, announced funding for a national
program called Improving Access to Psychological Therapies (IAPT). At the same time the Department
of Health reinforced messages through a Statement of Intent in 2008, which was endorsed by the National
Institute for Health and Care Excellence. The Declaration was reissued in 2012 to reflect the wider scope
across populations, regions and financially adequately incentivised. IAPT is an example of a mass
innovation; likely the biggest expansion of mental health services in the world; Third sector organisations
joined the movement; before IAPT the NHS spent just 3% of its mental health budget on talking therapy.
With IAPT, the money has tripled.
The British Medical Association (BMA)
The British Medical Association (BMA) is the professional association and registered trade union for
doctors in the UK. The association does not regulate or certify doctors as the responsibility for this lies
with the General Medical Council. The association’s headquarters are located in London and has national
offices in Cardiff, Belfast, and Edinburgh as well as a European office in Brussels. The BMA has a range
of representative and scientific committees and is recognised by NHS employers as the contract
negotiators for doctors. In regards to the social model of health, the BMA is a strong supporter of its
implementation and sees the publicly employed medical profession as a driving force.
9

RCPysch, written evidence (PH50), HC 1048-III Committee,
http://www.publications.parliament.uk/pa/cm201012/cmselect/cmhealth/1048/1048vw45.htm, last
accessed 5th June 2015.
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Royal College of General Practitioners (RCGP)
The Royal College of General Practitioners (RCGP) as the professional body of General Practitioners has
in interest in supporting a shift of resources from secondary to primary care in particular for people with
long-term conditions. The RCGP is against tariff based funding (payment by results) which incentivises
that patients are pulled into secondary care. They advocate for integrated care concepts for example via
GP led multi-disciplinary team who works together with other professionals in the community. They aim
to support GPs who have been put at the centre of commissioning and shaping the NHS. With the
responsibility their profession now has over primary care service provision they will have a powerful
voice in health policy and will make sure their voice is heard. They have interest working together with
other professional groups that are involved in the provision of community services and support. For
example, the current chief executive of the RCGP and initiated and leads an Alliance that is concerned
with action for long-term conditions.

4.4.3.4.

Community health service provider and commissioners

General Practitioners
GPs have traditional been independent contractors which provide health care for people in the community
and refer to secondary if needed. They provide a wide range family medicine and increasingly alternative
therapy option. They are also responsible for and care coordination of patients with multi-morbidities.
Over the last two decades they have been given options to become active also in the commissioning of
local services. With the introduction of practice based commissioning under the Labour party and the
recent establishment of Clinical Commissioning Groups by the Coalition party, GPs have been out in the
driving seat for the implementation of community health and social care commissioning.
Although their interests are individually diverse GPs in regards to the social model of health, they tend to
be advocates for holistic and person-centred care although they might have different understandings and
capacities for implementation in practice. GPs have typically high patient caseloads and that a
personalised relationship with patients is very much hindered because of the usually very short contact
time. It is unclear how concepts of patient participation, shared decision making and personalisation can
be implemented given the lack of time available to consult with them and this has been one of the main
barriers . Other barriers include that GP might have different views from patients about the most
appropriate treatment or might feel threatened when patients question their decisions. GP have less
experience in funding social innovations and might find it difficult to fund those approaches. However,
some examples of innovations funded by GPs include social prescribing, home care solutions for socially
isolated older people. Third sector organisations initiate work locally with GPs by raising awareness of
local issues and needs and by suggesting possible solutions and shaping the development of markets (e.g.
community catalysts). Third sector organisations have the ability to reduce some of the time and
knowledge barriers that GPs face in regards that prevent them from commissioning or providing social
innovations. For example, third sector organisations can develop simple tools that can be used locally to
demonstrate social impact in way that health professionals understand it.
Clinical Commissioning Groups
Clinical Commissioning Groups (CCGs) are clinically led bodies that include all GPs and groups of GPs
in a defined locality. They are tasked with commissioning health services on behalf of their patients and
communities and have the responsibility for over two thirds of the NHS commissioning budget. However,
involving clinicians in commissioning has been a continuous struggle. GPs have conflicting interest
between taking on commissioning roles or other leadership roles as providers and clinical experts.
Leading GPs as part of CCGs would be potentially performance managing their fellow GPs and many
GPS might not consider this to be appropriate, especially as they might return into their regular GP posts
after their term time. A further challenge for CCGs is around the inherent conflicts of interest that arise
from giving budgetary powers directly to groups of clinicians who are involved in provision as well as
commissioning. On the other the accountability of GPs has not been clearly defined. CCGs are overseen
by NHS England and each CCG has a constitution and is run by its governing body. The new system has
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provided incentives for private health companies to take board membership functions and for chief
officers of CCGs to pay themselves more than the salary range recommended by NHS England.
In regards to the social model of health, CCGs are legally required to put the needs and preferences of
patients, their families and carers at the centre of service provision. The amended NHS Act 2006 sets out
the duty of CCGs to promote the NHS Constitution: “Each clinical commissioning group must, in the
exercise of its functions act with a view to securing that health services are provided in a way which
promotes the NHS Constitution, and promote awareness of the NHS Constitution among patients, staff
and members of the public” (s.14P). However, the legislation is difficult to enforce upon CCGs for a
range of reasons. It will be in the discretion of the groups to interpret the meaning and monitoring its
compliance will be difficult. Government is hoping that it can by implementing tools of patient and carers
feedback and providing information to patients and carers about their rights set incentives for CCGs to
respond adequately to local needs. Information is seen as central resource that can influence the power
relationship between clinicians and patients or carers.
Because of the many conflicts of interests described earlier it is difficult to assess the interests of CCGs in
regards to the social model of health. CCGs may be more likely to buy in person-centred services because
of legal and political remits but they might also be prevented to do this by bureaucratic barriers or
personal financial interests. For example, financial incentives and collusion with fellow GPs might lead
them buy services based on locally available professional specialism. The entry of new private health
companies could mean that provision will focus on areas of service delivery that promise profits leaving
out the provision for smaller and marginalised groups. It also not clear whether CCG have the necessary
mechanisms, knowledge and capacity for developing and implementing effective commissioning
strategies in complex areas such as long-term conditions, end of life care, dementia.

4.4.3.5.

Third sector organisations

There are many third sector organisations that influence social innovation in health. For example, there
are a wide range of disease specific charities. Here, we focused on examples of large collaborations of
third sector organisations as well as patient and carer organisations that work across disease areas.
National Alliance of Voluntary Sector Mental health Providers (MHPF)
The National Alliance of Voluntary Sector Mental health Providers (MHPF) represents 60 member
organisations across England from locally focused to regional and national organisations. Their aim is to
improve the quality of care for people with mental health needs and the outcomes of the services
provided. MHPF mission is to support a society where everyone with mental health concerns has the right
to access the support they need from a wide range of service providers which implement demonstrable
values such as respecting service user perspectives, empowerment and choices, believing in and
supporting recovery and social inclusion, a commitment to collaboration, sharing and partnership, a
commitment to service excellence, innovation, evidence based practice and continuous improvement,
developing and promoting the unique value based contribution of the voluntary mental health sector.
National Voices
National Voices is a coalition of health and social care charities including those which represent users of
health and social services. They have a strategic partnership with NHS England. Some of their current
priorities are on achieving better quality of care and support for people with long-term conditions. For
example, they produced a narrative on integrated, person-centred care, which has been adopted by
national organisations and pioneers projects. They have been commissioned by NHS England and a
partnership called the National Collaboration for Integration to define integration from the point of view
of individuals and develop principles (in the form of so called ‘I’ statements). The National Collaboration
for Integration is a multi-stakeholder group that consists of representatives from local authorities, DH,
NHS England, third sector organisations including disease focused charities such as Diabetes UK and the
Kings Fund as a think tank that influences health policy reforms.
The Patient Association (PA)
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The Patient association (PA) is a patient-centred charity that works across disease areas and covers both,
health and social care. It provides a national helpline and works with partners to implement complaint
systems. It advocate for personalised and integrated care, emphasising the importance of existing local
assets in form of partnerships between the different sectors. They are likely to support the voice of the
community and voluntary sector and support moving away from term ‘patient’ which implies a passive
recipient of care towards a term that demonstrates autonomy and activeness. They advocate for
community capacity building and coproduction.
Carers UK
Carers UK is a national membership charity for carers and a movement for change. It was set up in the
1960s and its goal is to make life better for carers through, among other things, campaigning for lasting
change and innovation in supporting carers. Carers UK work collaboratively with many partners across
the voluntary, statutory and private sector. They advocate for the introduction of the impact test to
introduce greater transparency into the decisions made that impact on carers and can for example tip them
into unemployment. They advocate for long-term support to support the family to care long-term and care
provided closer to home to put less pressure on carers.

4.4.4.

Dynamics, drivers and barriers

Many of the described health policy movements supportive of or preventing the social model of health
can be interpreted in the context of power dynamics between a range of different interest groups including
policy makers, senior administrators, clinicians and – perhaps often to a lesser extent – service users.
Over the past decade clinicians have been given increasing responsibilities to commission health services,
contributing to diminishing boundaries between purchaser and providers roles. Clinicians and particularly
GPs are considered to be well placed to buy in services for their communities because they are
knowledgeable about local needs. At the same time, government strived to set financial incentives so that
clinicians take responsibility for health outcomes, provide integrated care solutions and generate
efficiency savings. Government bodies have implemented a wide range of financial tools in health to
incentivise outcome focused performance. Examples of these tools include Payment-by-Results (PbR),
the world class commissioning framework, social impact bonds, Year of care, Quality and outcomes
framework etc. As part of these policies government was also careful to set mechanisms that required
clinicians to involve patients in decisions about service delivery. The aim was to provide service users
with opportunities exercise greater control ensuring that service developments were demand side driven.
Some of those mechanisms remained recommendations with no financial consequences if clinicians did
not implement them. Others were mandatory but often were too narrow in their conceptualisation of
patient involvement and did not have the teeth to really achieve a cultural change.
The main actors in the NHS are senior administrative staff and clinical leads. The traditionally highly
hierarchical structure of the NHS is a strong and an often inconvincible barrier for autonomous
organisations to enter the market. The influence of civil society (including the third sector) remains thus
limited.
Administrators in large hospitals can be reluctant to support change and innovation and they are less
adventurous. Most of the social relationship building happens internally and with main contractors or
commissioners. The organisational cultures are inward focused systems incentivised by yearly budgets
and the system being driven by collusion rather than profit. Bureaucratic structures prevented innovation
and were focused on status quo, job sustainability and maintaining power dynamics. Dynamics are also
driven by a fear of being blamed by the media if something goes wrong and thus the media is another
powerful actor.
The NHS has been described as having a club culture with excessive power and influence of a core group
of senior managers and in which lines of influence are more important than lines of accountability (Public
Inquiry into Children’s Heart Surgery at the Bristol Royal Infirmary Kennedy, 2001). Much government
action in health policy including the establishment of regulatory bodies, support of patient associations,
the release of clinical outcomes to the public and extended use of performance frameworks can thus be
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interpreted as attempts to address systemic power problems. Government documents such as ‘Shifting the
Balance of Power’ and the NHS Plan were very explicit about this policy aim (Department of Health,
2001).
So called clinical commissioning groups which are coalitions of general practitioners have been given
responsibility for commissioning local health services in collaboration with local authorities (via health
and wellbeing boards). The government is thus particularly concerned about their commitment to political
reforms as they are at the heart of making much of the requested reform happen. Voices of GPs are thus
influential and the implementation of legislation is compromised by the interests of individual GPs. The
impact of government initiated and regulated patient and public involvement has often been limited and
bodies charged with championing the patient and public interest had weak powers. Although the
government is careful to not mention an increasing role of the private sector as a provider of health
services, the changes in regulation suggest that this will is an important consequence of a loosened
foundation trust cap and greater opportunities for commissioners to tender for private capital.
In the NHS there are some areas in which social innovations through citizen involvement and third sector
are more likely than in others in particular those involving more vulnerable patient groups. Areas of care
include HIV/AIDS, substance misuse, mental health, learning disability, provision for certain groups of
older people and ethnic groups. Those areas are likely to be influenced by citizenship and third sector
arguably because care in those areas has been lacking behind and groups have experienced discrimination
and were challenged with access restrictions to good quality and care provision.

5. Similarities and differences in country fields
With the exception of the Czech Republic, countries have in common that the there is a general
motivation and drive for the social model of health among policy makers, at least at the national level.
Innovation policies in regards to the social model of health have been developed in all countries in form
of public health and health promotion policies. In the Czech Republic policies were EU initiated and not
well incorporated into national policy.
All countries show a high level of innovation at the grassroots level in regards to the social model of
health but system barriers prevent that the scaling up of local innovation. Patient associations and other
third sector organisations have an important role in initiating these kinds of local social innovations but
projects often remain small because bureaucratic barriers prevent the scaling up. For example, the lack of
dedicated budgets and of clear roles and responsibilities between national, regional and local government
seem to be a hindering factor. Similarly the lack of partnerships between different sectors and
professional disciplines hinders the implementation of the social model of health: The intersection and
relationship between the ministry responsible for health and other departments and sectors are emphasised
as factors that tends to hinder the policy implementation; and the lack of cross-sector partnership seems to
be a key issue in all countries. As it was made explicit for Denmark but might have truth across several
countries government tended to see third sector and private actors as resources it could call upon to
implement their policies rather than seeing those organisations as initiators
Collaborations seem to be a key driver of the social innovation process and collaborations in the UK
played a particularly important role in driving the social model of health and achieving sustainable mass
changes. In the UK there was most evidence of policies that had been initiated collaboratively (including
partners from the third sector) and influenced national policy. Patient associations and health professional
bodies seem to be able to collaborate in order to drive the social model of health although this needs
further investigation as the health professional bodies can also act as hindering factors.
Patient associations and disease specific charities had a role to play in all countries; patient associations
were in all countries responsible for ensuring that patients have a greater say and better information in
their own care. The aims for increased patient information and responsibility are diverse and include
protecting patient rights, changing the power relationship with professionals, greater responsibility of
patient to self-manage and improving quality of care.
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Identified social innovation themes referred to health promotion and disease prevention often targeted at
vulnerable or at risk groups with the aim to reduce inequalities. Citizen participation referred to the
systemic level, health promotion and planning communities and tended to be the responsibility of
municipalities and was not seen a health policy priority or responsibility. Patient participation referred to
long-term care, cure and treatment, shared decision making and patient experiences surveys. It seemed
patient participation was a health political priority in all countries but that it was often not considered
successful in achieving real empowerment and equal relationships between patients and professionals. In
particular in Denmark and UK, there was a distinction between policy programmes that targeted patients
versus those that targeted citizens. Whilst primary prevention was targeted at citizens and responsibilities
tend to be with municipalities or local authorities, secondary prevention concerns people who are already
using the health care system. In the latter case the terms patient is typically used and responsibility for
implementing policy programmes tends to lie with health providers. However, at least in the UK
boundaries are increasingly blurred. Integration and personalisation was a major health reform focus in
France, Denmark and UK. A fragmented and disintegrated system was seen as a major barrier towards
social innovation and thus innovations in this area might be seen as potential drivers of the social model
of health.
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Appendix
Table: Experts consulted during the field description

Expert
Czech republic
Helena
Hnilicová

Organisation

Position

Areas of expertise

First Faculty of
Medicine, Charles
University Prague

Lecturer and
researcher

Petr Háva

Institute of
Sociological
Studies, Charles
University
Prague,

Lecturer and
researcher

Erna
Mičudová

Faculty Hospital,
Brno

Deputy for
paramedical
staff

Public health education of medical
students, dental medicine and other health
professionals; research activities on social
health determinants related specifically to
migration and quality of life health; current
involvements include policy research at EU
level for diversity policies of the European
population; Equi-Health dealing with health
provision for vulnerable groups.
Fields of interest: public and social policy health policy (health promotion and public
health, development and implementation
of health policy), public economics, health
economics, justice and ethics in health care.
In the past, he collaborated with the
Ministry of Health on the concept of the
Czech healthcare system.
Concerned with promoting education of
health professionals, health education, and
the like.

ESSEC Business
School, Institute
of Health
Economics and
Management

Professor,
Director

National
Federation of
French Mutual
health insurance
companies
National Public
Health Insurance

General
Secretary

Danish Health
and Medicines
Authority, Center
for Prevention

Former Director

France
Gérard de
Pouvourville

Roland
Berthilier

Jean-Paul
Prieur

Denmark
Else Smith

Director of Risk
Management
Operations

Concerned with education programs for
junior and senior managers working in
health organizations; research in areas such
as health insurance economics, or the
regulation of health market; consultancy
services for private organizations on
national and international issues.
Mutuals play a critical role in the health
sector in France (more than 60% of the
market share of ‘complementary’ health
insurance). In particular, they are pioneers
in prevention and education.
Responsible for the development and
implementation of an assistance program
called ‘Sophia’ for people with diabetes that
provides support, information and tailormade advice, adapted to the particular
situation and needs of each person.
The Danish Health and Medicines Authority
is the supreme health and pharmaceutical
authority in Denmark. The main activities
include issuing and withdrawing of
authorizations, licensing and monitoring
medicines, offering advice and providing
information to citizens and authorities.

45

Lene Witte

Danish Arthritis
Society,
Gigtforeningen

Director

Kjeld Moeller
Pedersen

University of
Southern
Denmark,
Department of
Business and
Economics

Professor

Joseph Rowntree
Foundation

Trustee

Sian Lockwood

Community
Catalysts,
Community
Interest Company

Chief Executive

David Blazey

South London
and Maudsley
NHS Foundation
Trust, Inclusion
and Recovery
Projects

Project
manager

UK
Don Brand

The Danish Arthritis Society is an NGO
fighting for better conditions for people
living with sore joints and muscles through
prevention, treatment and research. Witte
is also member of the Danish Patients’
(umbrella organization for 79 patient
organizations in Denmark) executive
committee, and former board member of
the Danish Society for Patient Safety.
His research is centered on health policy,
health reforms and measurement and
evaluation of health. Moeller Pedersen is
also Chairman of the Advisory Committee
on Healthcare under the Ministry of Health
and Chairman of the board of the National
Research Centre for the Working
Environment and author of several books
on the field of health economics.
Works with health and social care bodies,
user-led organisations, government
departments and the devolved
Administrations. He has worked on law
reform, policy, implementation and
workforce topics, including reviews of
health and social care integration, and
workforce development strategies to
support new policies for children and adults
Community Catalysts is a Social Enterprise;
works with the charity Shared Lives Plus on
helping to empower people to effect social
change work with range of people in
communities and organisations to provide
imaginative solutions to complex social
issues; areas covered include health care
but approaches are person-centered rather
than ‘area’ focused
Large NHS Foundation Trust, providing
mental health and addictions services at
over 120 sites in four South London
boroughs, as well as national specialist
services. There is an integral relationship
with the Institute of Psychiatry (IoP) at
King’s College London.
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