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Abstract 

The aim of this article is to identify the main breakpoints liable to impact on the development 

of healthcare provision in France. The argument presented is based on the views of several 

health experts brought together as part of a working group chaired by the authors. The 

problems raised concern the nature of the patient-doctor relationship, the organisational 

characteristics of healthcare provision, the place occupied by protocol in medical practice, and 

the position of healthcare players in the value chain.  
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Introduction 

Every year the World Health Organisation (WHO) publishes a report on the state of health of 

the world’s populations. Beyond the publication of statistics enabling a comparison of the 

level of well-being of the world’s populations, the WHO used this report to deal with a 

specific problem. In 2000, the WHO wanted to shed light on the performance of the different 

health systems and presented a ranking of the 191 countries recognised by the international 

community [1]. France was ranked first over the 190 other countries. The composite index 

used by the WHO to justify this ranking incorporated five criteria. The first was related to the 

general level of health of the population, measured in terms of life expectancy corrected for 

infirmity, i.e. the number of years spent in good health. The second was related to the 

inequalities of health, evaluated according to the distribution of the state of health across 

different categories of the population. The third dealt with the level of responsiveness of the 

health system, based on respect for dignity, autonomy and confidentiality, speed of treatment, 

quality of the environment, access to the social support networks during care and the choice 

of care provider. The fourth was related to inequalities in the responsiveness of the health 

system for certain categories of residents: the poor, women, elderly people and victims of 

racial discrimination. Finally, the fifth was focused on the distribution of the financial burden 

for the provision of healthcare.  

Every year, the Organisation for Economic Cooperation and Development (OECD) also 

publishes a study which aims to compare several aspects of the performance of health systems 

within the member countries. Since 2007, this annual study has devoted a chapter to the 

quality of the healthcare provided [2, 3, 4, 5, 6]. The indicators selected to evaluate this key 

variable include avoidable hospital admissions, acute exacerbations of chronic conditions, the 

survival rates of certain cancers and postoperative complications. For the majority of these 
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criteria, France scored results above the average for the OECD countries. More specifically, 

France is not far above the other nations in terms of avoidable hospital admissions and acute 

exacerbations of chronic conditions but France shows remarkable survival rates for different 

cancers and postoperative complications. Over 17 countries for which data are available, 

France is the best nation concerning the breast cancer survival rate, the fourth best concerning 

the colorectal cancer survival rate and the third OECD nation where postoperative 

complications are the lowest. 

Upon reading the international reports, it would thus seem legitimate to consider the French 

health system as successfully meeting the needs of French citizens. But despite this, for 

several years the economic model on which the French health sector is based has revealed an 

increasing level of instability to a sufficient degree as to call it into question. The lasting and 

pronounced increase in expenditure on healthcare and medical goods, the continual increase 

in life expectancy, the permanent and increasing deficit in health insurance and even the 

underlying lack of certain health professionals are sufficient to dispute the robustness of the 

mechanisms and operations in place today. In the short or medium term, there is a risk of 

major disruptions affecting this sector of activity. Consequently, rigorous predictive works 

need to be undertaken to anticipate any possible transformations of the health system. The 

objective of this article is to precisely identify the main breakpoints liable to impact on the 

future development of healthcare provision. Further in this paper, we will call these 

breakpoints “changes”.  

The forthcoming changes will involve the properties of healthcare provision, but also the 

characteristics of the demand for health care and the forms of regulation within the sector. 

These developments in different parts of the market will not only be simultaneous, they will 

also influence each other. It would seem also pointless to forecast healthcare provision 
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without considering the way in which concomitant developments in the demand for healthcare 

and regulations could impact on this provision. This article is entirely dedicated to the 

development of healthcare provision, however it proposes an argument supported by a 

broader reflection on any changes affecting demand for healthcare and the governance of the 

sector, and specifically when they will be liable to impact on healthcare provision. 

Several works have already been produced with the aim of understanding developments in 

healthcare provision. Some of these studies envisage a profound transformation of the medical 

activity due to curative medicine spilling over into the fields of prevention, or even prediction 

[7, 8, 9, 10]. Several scenarios where prevention becomes dominant are considered by the 

Institute for Alternative Futures [11]. If prevention is accompanied by a surge in health 

information technologies, we could even have an aspiring future where the Patients-Centered 

Medical Home would evolve into Community-Centered Health Home and where the patients 

would be able to take over many functions of primary care for themselves. The development 

of innovative technologies is thus seen as an opportunity. Health technologies are used to 

enhance self-care, transparency in medical knowledge, widespread implementation of 

personalized medicine and more generally to support a Culture of Health [12]. The progress in 

medicine, in nano-medicine, in pharmaco-genomics and artificial intelligence are also likely 

to impact the future and change the activity of General Practitioners [13]. Depending on the 

scenarios, certain functions of the General Practitioners could be eliminated by artificial 

intelligence. Their role could evolve and they could become knowledge navigators who guide 

their patients. This mission which focused on orientation could lead them to perform a 

function which has more to do with e-consultancy by advising the patient on the reliability 

and relevance of his information sources. If health technologies are capable of doing medical 
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procedures - propedeutic, diagnostic, therapeutic- the General Practitioners could also focus 

their activity on the population who does not have access to the latest technologies. 

However, these aspiring futures will occur if the countries (individuals, organizations and 

communities) have a long-term vision and understand better the threats and opportunities 

health will be facing [14]. They have to grasp the deeper causes and implement systemic 

solutions [15]. A small-scale reform of the health care system may not be enough. We have to 

create healthy communities which will be focused on environmental, social and human 

development [16]. 

Other analyses question the future of the health systems and thus healthcare provision in 

emerging countries [17, 18]. Of these articles, some perceive health technologies as a 

powerful instrument of the changes to come [19], while others stress the new form of 

governance and regulation necessary for the development of a satisfactory and durable health 

system in these economies [20, 21]. 

All of these works question the future of healthcare provision, and in this respect have directly 

or indirectly fuelled our thoughts. But for all that, these articles present at least two major 

differences to our article. First, the majority of these works relate to countries with health 

systems incomparable to that of France. Second, the scope of the analysis is often limited to 

one dimension of healthcare provision, which reinforces the argument of the authors on the 

subject in question, but prevents them from the dealing with the subject of forecasting 

healthcare provision from a systemic point of view, by considering all of the players and 

organisations in place.  

Our article is based on the considerations of a working group of health experts from all 

backgrounds to ensure a wide range of opinions. It is by contrasting the opinions of each 
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participant that the changes underlined in this article have been built up. The selected 

timescale was the medium and long term. Our definition of the concept of “healthcare” was 

sufficiently broad as not to remove any of its dimensions a priori. In the appendices, the 

reader will find precise information on the methodology used to conduct our analysis.  

The article is structured into four parts. Each of part presents a change regarded as essential 

by the entire working group because of its capacity to highlight the possible future focus of 

healthcare provision. The conclusion presents an opportunity to link together the main lines of 

enquiry developed in the body of the text in order to underline the logic that could underlie 

and direct the development of healthcare provision in France. Each part of the article pays 

particular attention to the way in which the envisaged changes impact on the role, place and 

activity of the various players involved in the health ecosystem.  

 

Change 1: Heading towards healthcare provision that is more 

organisation-dependent or doctor-dependent?  

The provision of healthcare is fundamentally based around the relationship formed between a 

patient and his doctor2, or a doctor and his patient [22]. The possessive form frequently 

employed in the two directions is testimony to the special nature of this relationship which is 

judged to be central to medical practice.  

Several works, old and recent, show that the confidence established between the patient and 

his doctor contributes to the success of the prescribed treatment [23, 24]. This presumed 

confidence in the diagnosis and prescription has developed the basic principles of the French 

                                                           

2 The doctor as a prescriber, or any other delegated health professional.  
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health ecosystem which forms an untouchable dogma, in particular through the medical code 

of ethics which ensures the sincerity of receiving this trust on the part of the carer.  

At the heart of the considerations on healthcare provision is the development of the 

relationship between the doctor and his patient. And yet, developments in medical practice 

today lead us to question the relevance of an organisation based on this “singular 

colloquium”. 

On the one hand, scientific progress has led to the fragmentation of medicine into numerous 

sub-specialisms, which leads in turn to multiple interactions for the patient and the 

disappearance of a unified view of the patient by the medical profession. On the other hand, 

the iatrogenic risk tends to increase because of the uncontrolled interactions between the 

treatments prescribed by different doctors or because of a fragmented provision of care. 

Finally, the patient today is frequently educated and is becoming less passive in the face of 

medical authority and knowledge: he is less of a “patient” when facing any problems in the 

health ecosystem and he submits less frequently to treatments which he tries to understand or 

even validate by seeking a range of medical opinions and the endorsement of practitioners by 

his family and friends [25]. 

The “intruders” who have crept in between the patient and his doctor (machines, 

examinations, specialists) distend the singular link that could unite a patient and doctor. As 

part of this special link, medicine benefited from the trust of the patient as a basis for making 

its therapeutic decisions. It was difficult for the patient to object and he had to consent. And 

yet medicine today, in particular due to the emergence of new laws on health democracy, 

must seek the consent of the patient more actively, in general, and very precisely in specific 

situations. Medicine no longer has the complete therapeutic power it once had and which in 

return required this almost blind trust on the part of the patient. Did this trust really lead to 
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therapeutic efficiency or to a symbolic efficiency linked to the power of the carer and his 

“credibility”, or did it simply but fundamentally contribute to the quality of care? 

Whatever the case, the gradual change in this relationship brings many consequences. From 

trust, it is easy to slide into mistrust and from required and irrepudiable consent to explicit and 

voluntary consent. If the doctor is no longer a guarantee of the success of the care, then we 

must identify a guarantee elsewhere to enable the patient to adhere to the therapeutic protocol. 

This consent must consequently be highly informed, i.e. it requires information for the patient 

and the mobilisation of his cognitive skills. However, these skills can be impaired due to the 

illness itself or because of the anxiety that it instils, triggering a need for mediation to restore 

the situation of trust. 

It is clear that confidence in care remains an essential foundation of any consent, just as in any 

system to which a person entrusts his body: we only board a vehicle if we are confident of its 

safety, we only eat food if we are confident that it is harmless. The question is one of knowing 

what guarantees the confidence that can be placed in a system? In the majority of 

consumption systems, the regulatory system to which the product or service consumed is 

subject is supposed to guarantee its safety and thus the confidence that can be attributed to it. 

If the regulation is ineffective, blacklists come into play to flag up any goods or services in 

which we should have no confidence. In the current world, official regulations are coupled to 

an over-regulation by the users themselves through forums and other tools offered by the 

Internet, or even press investigations and rankings. 

The rule applicable to the healthcare system used to be: trust your doctor. The system was 

unable to regulate other mechanisms of confidence. It would seem clear to every patient today 

that care is no longer under the full and complete control of the prescriber: the patient has to 

have confidence in the equipment used and in the operators; he has to have confidence in the 
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prepared medicinal doses and in a system that is increasingly slipping away from the 

prescribing doctor. The applicable rule is thus becoming ineffective and the dogma of the 

relationship of trust between the health professional and his patient has been largely 

demolished.  

It is not a matter of claiming that the quality of the dialogue between a doctor and his patient 

is of no practical importance: this quality forms an indisputable dimension of the quality of 

the care; it is clearly desired and sought by the vast majority of patients. This quality of 

dialogue increases the peace of mind of the patient and in this respect contributes to a calm 

acceptance of the care [26]. The question thus relates to the organisation of care around a 

pivotal point represented by the singular colloquium, combined with medical confidentiality. 

This calling into question of the central role of the singular colloquium is developing rapidly 

in the medical world itself, based on psychiatric practices, the need to think of the medical 

relationship as a means of support rather than an authority, and the necessary re-evaluation of 

healthcare organisation. 

The slow but undoubtedly profound development of the medical relationship has corollary 

impacts. First of all, the doctor used to practise in complete authority, and because of this had 

a high status in society, which created responsibilities, in particular in terms of availability (on 

duty, on call, etc): the transition of the medical function to a more ordinary social status 

should create a less mobilisable medical profession, more concerned about its well-being and 

more sensitive to its remuneration, a trend that is already evident. In the past, the prescriptions 

and treatments were hardly disputable within the context of the “historic” medical 

relationship: health democracy, which is being put in place and tends towards giving both the 

carer and the patient responsibility in the therapeutic decision-making, is making this 

relationship more ordinary. As such, the relationship is gradually emerging as an implicit or 
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even explicit contractualisation, subject to redress. Consequently, given the potentially 

increased litigious nature of this relationship, the patient like the carer will be led to protect 

himself against the risks incurred, fuelling the introduction of the contractualisation process so 

as to have to opposable means available in the mutual risk-taking linked to the care process.  

The doctor-patient relationship is vertical and is expected to become more horizontal, 

especially thanks to the peer-to-peer revolution [7]. The model where the doctor is above the 

patient cannot continue because of the availability of medical information online and 

information sharing between patients on social networks and community sites. This trend 

contributes to the improvement of the effectiveness of treatments because the patients have a 

unique knowledge about the effects of treatments: pain level, type of feelings,... When this 

knowledge comes from extensive patient cohorts, doctors should pay more attention to this set 

of valuable medical information. Beyond the emotional and informational support to patients, 

these platforms and data should be used by doctors to innovate in terms of therapeutic 

treatments. 

We are thus in the presence of a fundamental change in healthcare provision: will the medical 

relationship on which the organisation of healthcare provision is based preserve this singular 

colloquium between the patient and his doctor, built on unquestionable trust (or questionable 

only in exceptional cases in the event of a gross medical error), thereby avoiding an expensive 

contractualisation process, a potential source of abusive dispute, and giving the doctor an 

exceptional social status while ensuring extraordinary availability? In other words can we 

retain an organisation of human-dependent healthcare (meaning doctor-dependent), or do we 

have to envisage a development in healthcare provision, for the reasons mentioned, towards 

an organisation-dependent structure, where the guarantee of care will be linked, in all 

likelihood contractually (these contracts may be managed by the public authorities to avoid 
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them being abused), to the quality offered by a healthcare organisation rather than by a doctor 

designated and chosen by name?  

The emergence of artificial intelligence, the power of health technologies and the new 

aspirations of patients create profound modifications of the healthcare provision. Therefore, 

the scenario where the healthcare provision remains doctor-dependent is unlikely to happen. 

In a more distant future, the provision of healthcare could follow two trends. The first trend 

relates to the substitution of the doctors for health technologies with regard to the process of 

performing medical procedures: preventive tests, diagnostic acts, therapeutic decisions and 

monitoring of patients. The second trend deals with the transformation of the doctor’s 

functions and the development of their mission focused on the orientation of patients. This 

future is consistent with the analysis of Sohail Inayatullah [13]. This futurist shows that the 

doctors could be deprived of certain procedures soon provided by the artificial intelligence 

while they still remain the first point of contact between the patient and the organization of 

healthcare. 

 

Change 2: heading towards a bipartite or tripartite medical 

relationship, mediated by the emergence of a third party?  

The medical relationship has been a verbal relationship from the outset: patients and doctors 

exchange information as part of a verbal dialogue, where all that remains is often a written 

prescription. Nevertheless, the sudden emergence of writing in the monitoring of a patient is 

developing rapidly as the medical relationship changes itself. In just a few decades, the patient 
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medical file3 will take shape, triggered by the requirement for proof, possibly resulting from 

legal action, but also and especially by the need to send information between health 

professionals due to the fragmentation of medical responsibility between numerous 

participants in the name of the continuity of care [27, 28].  

A computerised medical file would seem to be inevitable, but its implementation raises 

endless questions, on the one part regarding its content (what must it contain) and its unicity 

(will there be only one file?), and on the other hand its access (who can consult it?), and 

finally on how it is supplied. It seems clear that the structuring and use of this computerised 

file will be linked to responses to the development of the medical relationship, tipping the 

balance either on the side of the medical profession or on the side of the patient. 

A second issue associated with the computerised medical file concerns the nature of medical 

confidentiality: the medical code of ethics requires the carer to strictly respect medical 

confidentiality, but in a world where the carer can no longer be a single person, but a network 

of participants, medical confidentiality necessarily dissolves within this community of carers. 

Various questions thus arise: up to where does this community of carers bound by this 

confidentiality extend (do nurses and staff of the medical-social world have to have access to 

these files, with the risks of dissemination brought about by them being opened up in this 

way)? Does the patient have a right of inspection over the dissemination of sensitive 

information concerning him among certain professionals (in particular information of a 

psychiatric nature or relating to events in his life)? Within the framework of the system that 

will manage the health risk, in particular in the context of increasingly refined prediction of 

this health risk, can the sharing of patient data remain neutral in terms of dealing with this 

                                                           

3 When we talk of the medical file in the following, we apply a very wide meaning of this concept: health file, 

personnel or individual file, patient file, shared file, etc. 
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risk? All these questions influence the definition of the content, the provision and access to 

the individual and computerised medical file. 

There is an important dialectic between the question of content and the question of access to 

the information: the debate on the content (the presence or omission of such-and-such 

information) is completely tied to the debate on access (discriminate access according to 

content): the doctor will only make certain personal notes or comments if they cannot be seen 

by the patient, or even certain participants (social for example), or every external participant 

(notes for the personal and exclusive use of the doctor). The patient will only agree to certain 

characteristics of his situation being mentioned if they cannot be seen by all carers. Indeed, 

the right of the patient to access his entire computerised file, and reciprocally the practice of 

all carers having access to all information, preclude this discriminatory access. 

This situation leads either to the management of discriminated access in order to have a single 

computerised file, or to envisaging a multiplicity of computerised files so as to control this 

discrimination of access according to the facts. Whatever the solution selected, a contentious 

risk remains that requires the total and reciprocal opening of information issued on a patient, 

whether in a single computerised file or in separate computerised files. It is undoubtedly here 

where the presence of a mediator would apply, the premises for which were introduced in 

France in the law of 2002 through the notion of the confidential counsellor. The introduction 

of a third-party mediator in the medical relationship is being imposed little by little, without 

the status, role and choice of this third-party being fully clarified today.  

We thus have a second important change here, which is the intervention of a third-party 

mediator in the framework of the medical relationship, irrespective of the a priori 

organisation: will we see the face-to-face interaction with the carer (person or organisation) 
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perpetuated or will we see this relationship mediated by a third party, facilitating the 

therapeutic decisions or the communication of medical information? 

The role of this third party is not limited to questions relating to medical information. He will 

also be important in the co-management of therapeutic decisions where there is conflict 

between the caring team and the patient or his environment. When the care of a patient is 

refused (or a demand for care judged unjustified), in particular where this refusal or this 

demand is an expression of suffering [29], or reduced cognitive functions, the recourse to a 

mediation process may turn out to be extremely beneficial. We can, for example, believe that 

the question of the refusal of care will arise increasingly frequently in the reverse direction, in 

situations where there is a lack of a therapeutic solution (unavailability of a transplant, for 

example) or economic constraint (care too expensive with respect to the expected benefits): in 

this case too, a mediation or even appeal function could turn out be necessary very quickly.  

In a more distant future, the development of health technologies, and by extension the 

improvement of the patients’ knowledge and expectations, will strengthen the role of the 

mediator. Informed and more involved in their own health care, the patients will want to be 

consulted in choosing the therapeutic treatments. They will want to control all the decisions 

made by the General Practitioners [7]. However, the medical profession will probably find it 

difficult to share decisions-making and to be subject to the control of the patients. Then, the 

situation could become paradoxical because the doctor-patient trust relationship could turn 

into defiance even though it is a condition to the effectiveness of treatments. The mediator 

would have to restore trust between both parties. He would explain the mutual position of 

each actor and would ease the relationship between the patients and their doctors. Moreover, 

the mediator could participate to the control of the medical procedures. 
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Change 3: heading towards increased or limited protocolisation of 

medical practice? 

The efficiency of healthcare has long been based on the quality and competence of the doctor, 

the quality of the medical relationship that has been established, his competence in diagnosis 

and prescription. Indeed, the scale of medical science and the increased importance of 

polypathologies are making it increasingly difficult for an individual carer to master the 

knowledge and skills required for treating his patients.  

In order to overcome this difficulty, healthcare protocols have been developed. These 

protocols are drawn up by learned societies and are based on the medical knowledge of the 

time. They are subject to change, sometimes radical change, according to the development of 

skills. The notion of a protocol fits in with that of good practice, and sanctions the existence 

of treatments that have statistically proven their worth (Evidence Based Medicine - EBM), 

somewhat erasing the characteristics of the patient and the medical relationship [30]. A few 

specific details linked to a particular context (diet for example) or “objective” characteristics 

of the patient (age, sex, etc) may remain. 

The protocols determine the disease and who is ill (for example, who is hypertensive) and 

generally deal with a well identified pathology (hypertension, a cancer of a certain type, a 

neurodegenerative condition, etc.). The protocols have difficulty in dealing with 

polypathologies because of the combination of possible interferences. The protocols enable 

the new and conjugate complexity of medical science and pathologies to be dealt with: they 

undoubtedly improve the quality of care but can also degrade it. In all likelihood they will 

enable the gradual automation of healthcare provision. 
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The protocols are not exempt from scrutiny. On the one hand, the question is whether a doctor 

alone can master a protocol of several dozen pages and all the more so without being a 

specialist in the subject, and in particular whether he can determine if his patient falls within 

the population covered by the protocol. On the other hand, polypathologies frequently render 

the protocols void and the multifactor and cross-disciplinary nature of the pathologies 

considerably reduces the value of protocols. Moreover, the production of the protocols can be 

called into question: the cost of producing a protocol increases very quickly as they require 

ever greater cohorts that are not necessarily representative of the target populations. Finally, 

the protocol may be manipulated to include or exclude certain populations from the risk dealt 

with, so as to better control health costs, for example: by saving the doctor from having to 

think, the protocol proposes a programme of care whose scientific legitimacy and validity can 

be called into question.  

There is a third possible change here in the supply of healthcare regarding the importance and 

application of protocols. On the one hand, it can be envisaged that the protocols fit in with the 

increasingly powerful decision-support systems, systematising medical science into good 

practices which are implemented quasi-automatically, even if medical practice is then 

deployed in terms of contextualising and parametrising these protocols in some way [31]. 

Who will produce, validate and check these protocols then becomes a central issue as well as 

what rules will be put in place for this purpose, what autonomy health organisations will have 

in this respect to differentiate their provision of care and display genuine performance and 

what the reasons will be for the acceptability of these protocols by health professionals given 

their formalisation, the interfaces put in place and their ergonomics? 

On the other hand, it can be envisaged that the scope of the protocols are de facto reduced to 

simple conditions, and that complex protocols are difficult to adapt with their integration into 
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the expert decision-support systems presenting a problem. The sharing of medical expertise 

then becomes the norm, and the art of the doctor continues to be practised in a much more 

collective provision of care [32].  

The protocolisation of care, irrespective of the way that it will be selected by the health 

ecosystem, will have to answer a certain number of questions, in particular that of the 

objective pursued with the production of protocols: are they there to reduce the risk of a 

treatment or to ensure the greatest efficiency? Do they seek to establish efficiency or quality? 

Are they truly neutral in the division of responsibilities between the doctor and the patient? 

Who do they protect? Are they there to “reassure” or “assure” the patient and/or his doctor? 

Do they incorporate the concerns linked to the costs of health or the industrial policy of the 

health industries? 

As part of a protocolised approach, quality will frequently be confused with strict observance 

of the protocol, such as with a quality standard, an approach favoured by the increasingly 

litigious nature of treatments. The protocol would then seem in this respect to be a quality-

based approach guaranteeing the efficiency of the care provided. But is this the concept of 

quality that should be applied? The quality perceived by the patient or his associates can be 

envisaged on the basis of more demanding and complementary criteria, for example the 

absence of pain, the respect of physical integrity, the least brutal and invasive treatments 

possible, the humanity of the care provided, keeping the patient at home or help for family 

and friends, the reduction of waiting times, etc. 

Can the efficiency of treatments and the quality of services be reconciled through a particular 

healthcare organisation? A quality approach will most likely have to go beyond the strict 

framework of medical efficiency and take account of the point of view of the patients, their 

environment and society in general (magistrate, insurer, etc). Constructing this common 
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perception of risks, mistakes and quality can only serve to foster the trust on which healthcare 

provision is based. Do the protocols need to be opened up more to this dimension? Do they 

have to put in place incentives for quality beyond the dimensions already identified 

(iatrogenic, etc)? These will be the questions raised with regard to the regulation of the health 

ecosystem.  

In a more distant future, if the protocols are able to absorb the complexity of pathologies and 

thus significantly improve the quality of care, health technologies will play a central role in 

the health sphere. The major advantage of the protocols is that they can be easily embedded in 

the technologies. Protocols refer to an explicit knowledge that can be digitalized. They can 

therefore be included as a routine or a sequence of code which is called and used by 

technologies that work with artificial intelligence. 

Therefore, technologies will not only be present during the execution of a medical procedure 

but throughout the value chain and the patient journey: technologies will collect, store and 

analyze medical data. They will send preventive alerts to the doctors when their patients are 

exposed to a risk, they will be at the heart of the therapeutic decision making process and they 

will autonomously perform medical procedures and patient monitoring. 

 

Change 4: Heating towards provision of integrated or 

interoperable healthcare? 

When faced with a therapeutic situation, the organisation of healthcare provision must apply a 

treatment that enables efficiency, quality and productivity to be reconciled. The integration of 

healthcare provision would then appear to be a convincing solution as it would ensure 

increased continuity of the path of the patient and reduce the interpersonal transaction costs 



19 

 

attributable to medical coordination. Several integration scenarios can nevertheless be 

envisaged. They will depend in particular on the context. In a context that centres on the 

medical relationship, the attending doctor must be able to provide these integration services, 

probably supported by an underlying service infrastructure. In a context where the 

organisation of healthcare is dealt with by an “industrial” organisation, it will be responsible 

for the integration of healthcare, the management of the programme of care from end to end, 

and guaranteeing the quality of this in the wide sense, i.e. also efficiency. The question then is 

what type of industrial players will invest in this new role.  

Every process of functional integration can be carried out either by industrial integration, or 

by increased interoperability of the production processes. Interoperability is the coordination 

movement required between the actors of the healthcare provision. If the provision of a health 

service for a single patient requires the involvement of many actors, then these actors will 

have to exchange information, share work standards and adjust their actions depending on the 

actions of the others actors. The more the local actions of each actor are coordinated, the more 

interoperable is the healthcare provision. In this respect, functional integration can be carried 

out through industrial fragmentation very well, as this interoperability will correctly ensure 

the overall provision of the expected services. Interoperability presumes the development of 

technical, operational and financial standards etc, the production of which would currently 

seem difficult. Faced with the difficulties of drawing up rules for this interoperability, major 

opportunities open up for industrial players to transform this interoperability into 

“proprietary” standards and to occupy the position of integrator that the ecosystem will 

rapidly require. We think that three types of industrial organisation may emerge: 
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 The insurers and/or, through them, the operators of social centres, could rapidly 

address the integration needs of elderly and dependent people, and gradually open up 

their services to other groups. 

 Personal service companies, stemming from traditional assisters, could also create a 

place within this market, either directly or as “brand” for other groups. 

 Finally, associations of healthcare professionals (medical centres or rural or district 

nursing homes, pharmacists, etc) could very certainly intervene in this integration 

process with the logistical support of other service providers, thereby fostering 

integration focused on retaining a central medical relationship.  

 

Changes 1 and 4 of this article raise a central question in terms of public hospitalisation: does 

this fit in with the strengthening of the human-dependent medical relationship or on the 

contrary with an organisation guaranteeing the efficiency of healthcare? Can the hospital 

preserve a mode of operation favouring a singular medical relationship, or will it move 

towards a “contractual” arrangement of healthcare organisation which is undoubtedly already 

the case for “large” hospitals, thus playing a central role in the integration of the programme 

of care? 

The hospital will have a crucial role to play in the integration process mentioned here, 

probably determining the scenario that will emerge: in fact the integration process cannot be 

complete without the presence of the emergency services, in particular because they play a 

major steering role in the interoperability process and control a certain part of the entrance 

into the programme of care that no major integrator can ignore. The margins for manoeuvre 

that will be left for the public hospital to position itself into this new landscape will be 
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decisive, unless a centralised public policy redirects the future towards one or another 

integration scenario.  

In a more distant future, the ability of technologies to provide an end-to-end support to the 

healthcare provision (from prevention to care) could prevent the multiplication of actors, 

which would refocus the healthcare provision around a small number of players. 

The use of technologies is all the more difficult as they involve several actors. So, one actor in 

the healthcare system might be tempted to develop his business by acquiring new 

technologies without waiting for the agreement of other actors. And if he succeeds in getting 

the consent of the patient who could consider these integrative technologies and this 

monopoly as guarantee of quality in the delivery of care, then this player will become 

dominant in the health care industry. 

 

Conclusion 

Through the organisation of healthcare, questions arise as to the level of confidence in the 

medical system, or even the medical-social system. These questions relate to both the 

efficiency of care and its quality. Two scenarios emerge from this: either this confidence will 

still be provided in the form of an inter-individual relationship, this well-known singular 

colloquium between the patient and his doctor, or this confidence will result from a type of 

contractual commitment give by a healthcare organisation. In the face of the increasing 

complexity of medical practice, four dimensions will be affected by this duality:  

a. The collective practice of medicine now seems inevitable when dealing with the 

specialisation of professional practices: it will either be carried out within the framework 

of medical networks, or health networks, in which each carer maintains control of the 
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medical relationship and manages the confidence of the patient in the context of traditional 

liberal medicine, or within the framework of health organisations with the vocation of 

dealing with multiple care programmes and guaranteeing the quality and efficiency of 

them.  

b. The computerised medical file will probably be broken down into a number of files 

according to the access rights within a system based on trust (which by definition is not 

shared). However, in an organisation-dependent system, the computerised file will very 

probably be a single file, where mediation will increasingly be the rule for managing 

access problems.  

c. The protocolisation of care based on a medical practice said to be factual (or based on 

facts) will be a guarantee of confidence placed in a doctor, while a care organisation will 

very probably build up its healthcare provision based on the intelligence and the quality 

integrated into the protocol. The position and role of the protocol will probably be 

subordinate to the development of notions relating to scientific and legal proof in a context 

where litigation will increase. In one case, respecting the protocol will provide the 

guarantee while in the other, exceeding the protocol will provide the guarantee. 

d. The continuity of the healthcare programmes will be managed as part of the more intensive 

functional integration of healthcare activities, carried out either by a strong interoperability 

of the processes, or by industrial integration in which the strategy adopted by public 

hospitals will be decisive.  

The arguments given in this article are based on observations of the situation in France. 

However, it seems that the highlighted changes are relevant to other countries, including most 

developed ones. The development of knowledge and aspirations of the patients, the increase 



23 

 

of the number of medical data, the inflation of healthcare costs, the aging of the population 

and the potential of health technologies are trends that exist in the vast majority of developed 

countries. They lead to the same tensions in the health systems of developed countries. The 

future of health systems could be different depending on the national policy choices and the 

vision which is developed by each country on the health of its population. Nevertheless the 

fields of observations and studies of all the healthcare futurists have much in common 

regardless of the developed country. For example, the five major trends identified by Sohail 

Inayatullah as the main causes of the transformation of the healthcare sector (globalization, 

the Internet Revolution, Genetics, multiculturalism and aging) are directly observable in most 

developed countries [33, 34]. The advantage for futurists is that the results of their researches, 

based on domestic observations, are actually largely transferable and relevant to many other 

developed countries. 
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Appendices  
 

These appendices provide clarifications on the methodology used to conduct the analysis 

presented in this article. They contain information on the composition of the working group 

chaired by the authors, the information on the forecasting process applied and explanations on 

the scope of the subjects dealt with during the meetings of experts. 

 

1. Working group 

The authors chaired a working group which met on eight occasions. In order to represent all 

opinions expressed and thus to reflect the future of the sector in complete objectivity, the 

authors wanted to invite professionals from various organisations. The composition of the 

group is detailed in table 1. 

 

Activity of the organisation that the 

participants belong to 
Number 

Health ICT Industry 5 

Private Insurance 4 

State Agency  4 

Health Establishment  3 

Institute of health research 3 

Health Insurance  2 

Learned society 1 

Independent public authority of a scientific 

nature 
1 

 Total number of participants: 23 

Table 1: Composition of the working group 
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2. Forecasting process 

The process followed was strongly inspired by the methodological recommendations made by 

researchers specialised in forecasting methods [35, 36]. There are several possible futures for 

the system because there is uncertainty about a certain number of developments. These 

uncertainties are, in many cases, linked to the decision-making freedom of the players 

involved. The thinking of the working group was thus organised around the identification of 

factors impacting on the development of the system and the sources of the greatest 

uncertainty, and sifting through them using the filter for the sets of players, in order to convert 

these factors into the key questions, the answers to which will determine the future 

developments of the ecosystem. The core of the working group thus consisted of identifying 

and separating out the major problems that run through the health ecosystem. 

The agendas of each of the eight meetings are given in table 2. 

 

Meetings Agendas 

Meetings 1 and 2 
Identify the variables carrying uncertainty for 

the future of the sector 

Meetings 3 and 4 
Identify the objectives of each of the players 

in the health ecosystem 

Meetings 5 and 6 
Confront the objectives of the players to 

bring out conflicts of interest 

Meetings 7 and 8 Identify the changes and draw up scenarios 

Table 2: Sequence and agendas of the meetings of the working group 
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3. Subjects dealt with by the working group and scope of this article 

The working group dealt with three specific topics:  

1) The future of the supply of healthcare; 

2) The future of the demand for healthcare; 

3) The evolution of the health sector regulation. 

In this article, we choose to only present the arguments and the proposals made regarding the 

future of the supply of healthcare (topic 1). Nevertheless, because of the discussions 

conducted by the working group on the future of the demand for healthcare (topic 2) and the 

evolution of the health sector regulation (topic 3), the article incorporates more general 

reflections on the future of the health ecosystem as a whole.  


