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Abstract: 

The aim of this article is to identify the main tipping points likely to have an impact on health care 

demand in developed countries. The article is based on several exchanges between health care experts 

within the framework of a working group coordinated by the authors. This article argues that there is 

a possibility of change in the determinants of health care demand in developed countries. Over the 

medium and long-term, health care demand might no longer be expressed mostly by patients asserting 

their right to treatment. Instead it will be motivated more by the duty of each citizen to do everything 

possible to stay healthy. This transition from a “right” to a “duty” is a logical extension of various 

movements already observed in the health care sector.  
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Introduction 

The future of a sector of activity depends on both supply-driven and demand-driven changes. 

Therefore, in order to anticipate the future of the health care sector it is important not only to 

consider the development of the supply of health care but also to assess trend reversals which 

could affect health care demand. Numerous publications [1, 2, 3, 4, 5, 6] and in particular a 

recent article published in Futures [7] have attempted to list the changes which the supply of 

health care will probably face in developed countries. This article examines the other side of 

the market with a view to anticipating the properties of health care demand in 20 or 30 years. 

As we will see through the references used to support several arguments developed in this 

article, the subjects raised concern most developed countries.  

Anticipating the future of health care demand is not an insignificant exercise given the 

atypical nature of this demand function. In all countries health care demand differs from the 

traditional demand function in other markets. First of all, the health care demand function is 

almost always the expression of an unforeseeable, unwanted need by consumers, who have 

become patients and, as such, are particularly captive [8]. Moreover, it is often determined 

and expressed on behalf of the patient by health care professionals who retain control of 

prescription [9, 10]. That is why medical care is sometimes compared to credence goods [8]. 

This specific characteristic has been discussed by certain authors who classify medical care as 

“experience goods” since the quality of the care delivered can only be assessed a posteriori by 

the patient and thus give rise to recommendations [11, 12]. Another peculiarity of this demand 

function is that health care consumers do not obtain a direct benefit from the consumption of 

the goods that they buy. The utility perceived by consumers relates to the preservation of their 

human capital [13]. Health care therefore has a market value whereas health has a value in use 

[14]. Finally, health care consumers do not always pay directly the full cost of the medical 
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goods or services from which they benefit. The consequence of all these specific features of 

health care demand is that those who want to predict its future must take a large number of 

variables into account.  

Before anticipating future health care demand in developed countries, it is worthwhile to 

examine how it has evolved in recent decades. From a statistical point of view, it is possible, 

on the basis of several macroeconomic variables, to approximate the development of the level 

of this health care demand since the middle of the 20th century. Consider three indicators, all 

imperfect, but complementary, in this regard. The first concerns the level of current health 

expenditure. According to the OECD’s statistics, this expenditure is constantly increasing in 

all developed countries. It has doubled in 50 years and today corresponds, on average, to 9.5% 

of GDP of the OECD member countries [15]. Today, this expenditure represents, for example, 

17.4% of GDP in the United States. The second indicator focuses on the number of medical 

acts and consultations performed by general practitioners or specialists. This number has 

increased slightly according to the latest available figures for OECD member countries [16]. 

The number of medical consultations increased by 0.3% between 2000 and 2009 to 6.5 

consultations per person per year. French data are available over a longer period. The number 

of medical acts1 in France has tripled in 40 years and increased from 112 million in 1970 to 

339 million in 2009. Finally, the third indicator concerns the number of sick people. Data 

exist by country and by pathology. As regards cancer and diabetes, the incidence rate2 and the 

prevalence rate3 have increased over 40 years in most developed countries. By way of 

example, in the United States, the annual number of new cases of cancer detected has 

                                                           
1 Data of the Institute for Research and Information in Health Economics 

2 The incidence rate is the number of new cases of a pathology observed during one year for a given population. 

 
3 The prevalence rate corresponds to the number of persons currently affected by the pathology compared with 

the total population. 
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increased by 14% since 1975 [17]. Over the last 10 years, the diabetes prevalence rate has 

doubled in Australia [18], France [19] and the United States [20].  

Obviously the level of current health expenditure, the number of medical acts and the number 

of sick people do not fully capture the level of health care demand. Effects due to prices of 

available services [21], reimbursement arrangements [22], medical density [23], new patient 

requirements, technical progress [24] and medical advances may in fact skew the analysis. 

However, the magnitude of the increases observed for these three indicators constitutes a 

minima an index which indicates that health care demand has trended upwards for several 

decades. This presumption is moreover reinforced by the probable and intuitive existence of a 

positive relationship between, on the one hand, age and health care demand and, on the other 

hand, between the standard of living and health care demand [25]. As most developed 

countries have ageing populations and an increasing per capita GDP, it is reasonable to 

consider that health care demand in these countries has increased since the middle of the 20th 

century. 

Although health care demand seems to have increased in developed countries up to the 

current time, in principle there is no guarantee how it will evolve in the future. The 

explanatory variables of current health care demand could change in form and/or scope. New 

parameters could also emerge and significantly alter its volume and characteristics. In this 

context, rigorous, forward-looking research needs to be carried out to anticipate these possible 

transformations. The objective of this article is precisely to identify the main tipping points 

likely to have an impact on the future development of health care demand. Further in this 

paper, we will call these tipping points “changes”. 
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Several works produced from the community of health care futurists have already attempted 

to gauge changes in health care demand [26]. They have numerous points of convergence 

despite adopting fairly different but complementary analytical perspectives. A first group of 

authors analyses future health care demand by carefully identifying all exogenous variables 

likely to influence this demand in the future. The variables highlighted include easier patient 

access to medical information [27], scientific progress increasing the feasibility and reliability 

of forecasts of the probabilities of occurrence of pathologies [28, 29], the probable emergence 

of a pandemic and new environmental risks [30, 31] and ageing of the population [32, 33]. 

Other authors have adopted a position which has led them to supplement their analysis by 

issuing recommendations on the steps to be taken to contain health care demand and, 

therefore, to retain control over this sector of activity. The main recommendation concerns the 

need to move beyond a strictly medical approach and develop a broad-based health care 

approach [34, 35, 36, 6]. This recommendation is intended for all health care stakeholders but 

takes different forms for patients, doctors and the regulator. Finally, irrespective of the 

analytical positions adopted, most authors agree that it is highly likely that there will be an 

increased focus on preventive medicine in the short term. Prevention is unanimously 

considered as an effective and relevant solution to maintain the health of populations while 

reducing expenses incurred by patients and the health care system [37].  

All these research works question the future of health care demand and in this regard has 

contributed directly to our analysis. Moreover, several references to these research works will 

be proposed in the body of this article. However, the significance of this article is that it 

advances an assumption not yet expressed by futurists from the health care sector. This 

assumption, which is both original and consistent with the projected developments described 

in most of the publications referred to herein, concerns the possible transformation of the 
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“right to health” into the “duty to stay healthy”. In other words, over the medium and long-

term, in developed countries, health care demand might no longer be largely the expression by 

patients of their right to treatment. Instead it could be based more on a future duty attributed 

to all citizens to do everything possible to stay healthy. This transition from a “right” to a 

“duty” is a logical extension of several movements already observed in the health care sector, 

including among others the development of compulsory preventative acts and the emergence 

of variable reimbursement rights depending on risks taken by patients. This transformation 

has above all become possible with the emergence of personalized medicine [27]. This 

transformation appears all the more plausible given that it would involve possible solutions to 

counter the sharp rise in a certain number of diseases due to new emerging health risks. 

The article consists of five parts and a conclusion. The first part provides clarifications on the 

methodology used to obtain our results. Each of the parts 2 to 5 presents a change seen as 

essential by the whole of the working group because of its utility in identifying possible future 

directions that health care demand might take. The conclusion is an opportunity to link the 

main questions developed in the body of the text. Therefore, the conclusion revisits the 

various changes and enables us to confirm the assumption that cuts across the whole of this 

article: future health care demand in developed countries could be based less and less on 

“each individual’s right to treatment” and increasingly on “each individual’s duty to stay 

healthy”.  
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Methodology 

Three steps were needed to get the results included in this article. In a first step, the authors 

have chaired a working group consisting of health experts. Thus they have obtained a body of 

qualified information on the future of health care demand in developed countries. In a second 

step, the authors have worked alone with this body of information to identify the main tipping 

points presented in the article. Finally, in a third step, the authors have presented these tipping 

points to the same experts. The objective of this last step was to determine if the authors' 

analysis was consistent with the initial discussions of the working group and, by extension, 

could lead to a consensus among the experts. 

Details can be given on each step of the method. 

The first step relates to the formation and the works of the group of health experts. The 

objective of this working group was to obtain the most relevant information on the possible 

futures of the health sector. The authors have chosen to form a group consisting of 

representatives of the various stakeholders in the health sector in order to ensure a plurality of 

views. A total of 23 experts have participated in the working group. Table 1 provides 

information on the activity of the participants' organizations. 

The positions held by the experts were various depending on the organizations. Some of them 

were directors of innovation in a state agency, some others were doctors in a health facility or 

top managers in a company which produces healthcare technologies. All the experts had a 

position which leads them to participate in the strategic decisions making process. Their 

positions gave them the opportunity to develop a vision about the future of their profession 

and the entire health sector. 
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Activity of the organization 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 

 

The positions held by the experts were various depending on the organizations. Some of them 

were directors of innovation in a state agency, some others were doctors in a health facility or 

top managers in a company which produces healthcare technologies. All the experts had a 

position which leads them to participate in the strategic decisions making process. Their 

positions gave them the opportunity to develop a vision about the future of their profession 

and the entire health sector. 

The working group met 9 times. All the persons listed in the Table 1 have attended all the 

meetings. The working group meetings lasted 3 hours. During the meetings, the authors 

suggested topics related to the agenda and the experts freely expressed their opinions. The 

meetings were not tape-recorded. The authors took notes, wrote a meeting report and sent it to 
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all the experts after each meeting. The agenda was clear and communicated before each 

meeting. The agenda for each meeting is given in the 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  

Meetings 7 and 8 Identify the major changes  

Final meeting Validation of the results 

 

Table 2: Sequence and agendas of the meetings of the working group 

 

This agenda has been designed by the authors to follow the methodological recommendations 

made by researchers specialized in forecasting methods [38, 39]. 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 organized 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. 
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The second step of the methodology was to analyze the body of information obtained in the 

first step. The objective was to identify tipping points concerning the future of health care 

demand in developed countries. This work was carried out exclusively by the authors. They 

have reviewed all the reports they had written after each meeting. Topics, arguments and most 

recurrent questions were identified to understand the approach, the logic, and the points of 

agreement and disagreement of every expert. Thus tipping points have emerged. These 

tipping points are exactly those presented in the following parts. In the article, these tipping 

points are called “changes”. They appear in the title of each part and are expressed as a 

question: could the level of health care demand be limited via research or by new regulations? 

Could the level of health care demand be limited by way of “healthy living” incentives at the 

risk of curbing individual freedoms? … 

The third step was to present the tipping points to the working group. It was the final meeting 

mentioned in the table 2. The objective was to gather the opinion of the experts about the 

analysis produced by the authors. After a few minor adjustments - taken into consideration in 

this version of the article - the experts have unanimously approved the work. Thus, the 

broadest possible consensus has been reached on the 4 tipping points presented in the article. 

This consensus was all the easier to achieve as the analysis does not describe a single future. 

It shows tipping points. They can lead to multiple futures and the authors do not comment on 

the occurrence probabilities of each scenario. In the conclusion part, we connect the 4 tipping 

points together and note that they can all be reinterpreted as a possible and underlying 

transformation from the “right to treatment” to the “duty to stay healthy”. Such a 

transformation can take different forms and its likelihood is still uncertain for the reasons 

given in the conclusion of the article. 
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In summary, the results of the article come from an analysis conducted by the authors and 

directly inspired by the prospective reflections of a group of health experts who afterwards 

approved the final version of the work. This operating method has at least two advantages and 

one drawback. 

The first advantage of the methodology is to provide readers with reflections whose source is 

the professional experience of various experts of the health sector. This aspect of the method 

ensures the relevance of the results from the perspective of any person who works in this 

sector. The initial contribution of the experts raised discussion points that could only be 

suggested by professionals and practitioners from the health sector. 

The second advantage of the methodology is attributable to the third step of the methodology. 

Since the experts gave consent to the final analysis, they acknowledge the connection between 

the results and the initial discussions within the working group. This procedure reduces the 

risk to consider the results as speculative. In addition to the validation of the results, 

unanimity and consensus among the experts ensure that the article is not advocacy of a 

particular viewpoint. 

The main drawback of the methodology is related to the impossibility to evaluate the 

probability of occurrence of each scenario derived from the tipping points. The analysis 

conducted in step 2 by the authors to identify recurrent topics in the meeting reports is not 

appropriate to lead to an evaluation of the probability of each future. Thus, the tipping points 

are presented without assigning weights to the various alternatives. The article has to be read 

in light of this form of neutrality between the different futures. 
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Change 1: Limit the level of health care demand via research or 

by new regulations?  

The modern world is constantly changing the nature of risks incurred by citizens. We mention 

here three categories of emerging health risks, discussed in several recent reports and 

publications [31, 40].  

The first of these risks concerns medication renewal. In the last century medical research has 

led to significant medicinal advances, from the discovery of antibiotics to advances making it 

possible to control cancers and viruses with increasing effectiveness. However, infectious and 

viral agents are renewing themselves in response to these advances, and the medication race 

seems endless. If the lead achieved by these advances has undoubtedly been beneficial for the 

health of citizens, the question remains whether this lead can be maintained. The question is 

particularly crucial in the case of virology which, over the last 30 years, has faced major 

challenges which Pasteurian science can no longer contain (AIDS, SARS, mutant flu viruses, 

etc.).  

The second risk concerns what we could call the “auxogenous”4 effects of progress, such as 

the iatrogenic effects of medical treatment: the "progress" of society has negative health 

effects (plus of course positive effects), as a result of the exposure of populations to 

development related risks: increasing exposure to major pollutants, increasing exposure to 

radiation, exposure to increasingly questionable substances, accidental exposure resultant 

from risky behaviour. This exposure is part of food, touch, breathing, etc. and can cause many 

diseases (allergies, poisoning, contamination, etc.). 

                                                           
4 From auxo- (αὐξώ), which means in Greek "increase" (in size, in strength, in power, in prosperity). 
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The third risk relates to natural disasters (earthquakes, cyclones, tsunamis, volcanic eruptions, 

etc.) that development itself can amplify via structural climate changes, even changes to 

terrestrial structures.  

Research has a significant role to play in controlling the undesirable effects of our 

development. Will it succeed? This is an important change which may have an impact on 

future health care demand. Will we be able to develop research efforts enough to keep people 

healthy? Will we be able to put in place regulations which avoid the excesses of 

“auxogenous” aspects of development? This research obviously concerns above all traditional 

health research, but we must not under-estimate the importance of the potential contribution 

of research on information and communication technology to meeting these challenges. In this 

regard, simulation tools could contribute to our understanding of many physiopathological 

and therapeutic mechanisms and work on the use of health mediation tools could prove 

essential.  

Providers of goods and services could therefore be forced to pay more attention to the safety 

of their products. For example, with regard to the well-known problem of pollution, a partial 

solution lies in a more general acceptance of the polluter-pays principle. Taking advantage of 

a lack of knowledge of the actual effects of a given use or type of consumption, and very 

random application of the precautionary principle, product providers develop consumption 

patterns which may prove harmful for human health: but this nuisance generates businesses to 

combat its effects (treatments, anti-smoking/anti-alcohol type patches in the event of 

addiction): there is a collusion of interests in development with a strong "auxogenic" 

component.  

We see here a major change between research effort and the effort to reduce what we have 

called the auxogenous effects of growth or development. Separating the risks, gaining a better 
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understanding of them could become essential if we do not want to curb all innovation (for 

example, mobile phone antennas, GMO, etc.); beyond this better understanding, choosing 

between prevention and cure could become an increasingly important tipping point.  

To keep people healthy, we could rapidly be faced with a situation where it is no longer 

enough to cure them, and where prevention will become increasingly necessary, at the level of 

both the productive system and individuals. We propose to address this issue in the next part 

of this article. But, the idea of imposing constraints, on the one hand, on individual freedoms 

and, on the other hand, on free enterprise and respect for all innovation, will be challenged by 

part of society: to what extent we can curb the right to self-destruction, the right of people to 

undermine their health capital and that of citizens in general. These are the ethical questions 

which society must undoubtedly address increasingly directly, by balancing the burden of 

proof with moderate use of the principle of ignorance (i.e. the precautionary principle).  

 

Change 2: Limit the level of health care demand by way of 

“healthy living” incentives at the risk of curbing individual 

freedoms?  

There seems little doubt that the health of all individuals depends on their lifestyle, diet, 

exercise (practising a sport, avoiding risks, etc.), and obviously on their living environment, 

as well as on the “hazards” of life. Health seems to be increasingly influenced by proactive 

lifestyle choices, while also being shaped by the course of life and each individual’s genetic 

capital [41]. Science also demonstrates that prevention is often more effective than cure: 

prevention via lifestyle, prevention by early detection, prevention by delivering health care as 

quickly as possible.  



15 

 

Staying healthy presupposes a lifestyle which some people would describe as responsible, 

while others would describe it as restrictive. This confrontation between “healthy living” and 

“living fully” cuts across all populations, and public measures to restrict lifestyles (prohibition 

of dangerous substances, ban on smoking in public places, limits on dangerous driving, etc.) 

are frequently controversial: "governments have a role in outlining healthy behaviors, an 

effort that costs nothing, but can be viewed as trampling personal freedoms" [42]. 

This choice is a decision between the present and the future, but a future whose quality cannot 

be guaranteed and which is, in this regard, an individual bet, that no one can call into 

question. Reputed advantages of a given choice are simply statistical and actuarial in nature, 

and it is legitimate to prefer to focus on the present. Even if medical knowledge of the 

relationship between lifestyle and health is gradually being refined, will individual freedom 

with regard to lifestyle choices and preventive practices remain a cornerstone of our 

democracies? The lifestyles and the preventive practices of medical professions themselves 

show that rationality cannot be completely mobilized in this area. 

Beyond these individual choices between the present and the future, the current evolution of 

our societies raises questions about the place of the body, and therefore of health, in 

individual and collective mentalities. The increasingly healthy physical body tends to fade 

from view and individuals tend to forget to some extent their carnal envelope and the need to 

look after it. Behind multiple screens now provided by technology, there is a tendency to 

forget that we are flesh and blood, and not part of a virtual world made up of avatars, 

constructed and imagined on the basis of the image of an ideal body or in any case a desired 

body. In this logic the body we have is irrelevant since it becomes possible to inhabit other 

bodies which, although obviously virtual, are interchangeable. Little research has as yet been 

carried out on this process of disembodiment/reincarnation, which could increasingly shape 
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our health behaviour: not only is our body in increasingly better shape, so much so that we 

may sometimes forget it, but in addition our carnal envelope is becoming increasingly 

insubstantial in our relations with others, as a result of the substitution of virtual bodies. A 

well-being asset in a disability situation, problematic in any event from the point of view of 

health, this virtualisation of the body raises questions about the development of our health 

behaviour: our societies are undoubtedly developing an imaginary vision of health, in the 

same way as they are developing a technological imagination, and understanding the 

formation of this virtuality and influencing its development will in all likelihood become 

crucial in the coming years.  

This is a core change of the future of health care demand: should limits be imposed on living 

fully in order to promote healthy living, and up to what point? Our societies have taken this 

route, in particular as regards safety, but the question now is whether or not we should 

continue along this route by gradually imposing a duty of healthy living on citizens whose 

health is “insured” by a social welfare system. 

Prevention now seems to be a highly desirable approach and is implemented via the 

prevention pathways generated by the health care system. This concern with prevention 

derives from the ethical and essential issue of combining a right to health with a duty to stay 

healthy. 

This ethical problem is twofold: it concerns both people who under-consume health care and 

prevention, and those who over-consume health care and prevention. Economic issues 

obviously play an important role with regard to all these aspects: low-income people will 

forego some forms of badly reimbursed preventive care (for example dental care) with the 

risk that they may need more important treatment subsequently. If it generates savings, 

prevention may be largely reimbursed. However, beyond these economic situations, the 



17 

 

refusal of health care very often results from the relationship with the disease or the treatment, 

the patient’s imagined perception of the disease or treatment, which either inspires a fear of 

knowing and being treated in most cases, or prompts a desire for knowledge and treatment 

among others.  

Must the right to health be accompanied by a duty to stay healthy? Can society require its 

members to follow and respect preventive pathways and a healthy lifestyle? Can it go as far as 

making the provision of health care (or in any event its reimbursement) conditional on what is 

called patient empowerment, via support programmes (health coach) or incentives to follow a 

“coordinated” pathway (coordinated by a medical consultant), but where it is difficult to 

determine whether the underlying motivation is a health objective or is intended to control the 

costs related to possible over medicalization.  

The creation of a new duty is a policy option. This new duty must meet a specific objective 

and it has to be based on a clear procedure. The regulator has to decide how the controls will 

be operated to know if the population is discharging its new obligations. The introduction of a 

new duty leads the regulator to define the nature of the sanctions for people who do not 

comply with the new rules. 

Regarding the duty to stay healthy, the objective and the procedure could be clear. The 

objective would be to improve the health status of the entire population. And the procedure 

would be to impose mandatory preventive actions and to prohibit risky behaviors. 

The main problem associated with the introduction of a duty to stay healthy lies in the 

difficulty of monitoring compliance with the procedure. It is administratively possible to 

check whether a person underwent a certain number of preventive actions. For example, 

knowing if someone has been tested for several diseases is conceivable. Nevertheless, given 
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the current medical knowledge, it is scientifically impossible to know with certainty whether a 

person has taken risks in his life. Indeed, there are many cases where doctors cannot establish 

a link between a disease and a past behavior. Science has made great strides in identifying the 

behaviors that lead to an increasing risk of specific diseases. But, it remains impossible to 

directly attribute a disease to a given behavior. Therefore, the lack of certainty about the 

determinants of health prevents the regulator from implementing effective controls even 

though these controls are essential to the emergence of a duty to stay healthy. 

Multiple scenarios are possible and they depend on our ability to identify the determinants of 

health. If medical science succeeds in clearly identifying the causes of all diseases, the duty to 

stay healthy could be constraining. Beyond the obligations of each person to be tested or to 

undergo a medical procedure easy to control, the population could be strongly encouraged to 

eat healthy, to practice a sport or to adopt a particular lifestyle. 

However, if the observation of a disease doesn't provide reliable information on the behaviors 

that have led to the disease, then the duty to stay healthy could be less strict. In economic 

theory, this kind of situation refers to moral hazard and the principal-agent models [43]. These 

models show how to get results when it is impossible to observe the means used to achieve 

them. Since virtuous behaviors cannot be obtained by tighter controls, then they are by 

incentives. In this possible future, the duty to stay healthy would be based on incentives and 

would be less constraining. This scenario would be an extension of what already exists today 

in some developed countries: the French state already reimburses patches to stop smoking and 

gives coupons to buy fresh fruits and vegetables. 

The introduction of a duty requires to establish a range of penalties against those who do not 

comply with the new obligations. However, regarding the duty to stay healthy, the population 
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could not take the moral responsibility to punish people who have not discharged their 

obligations. 

All the persons have not the same health predispositions. Some people need to make more 

efforts to stay healthy. In other words, for a given behavior, all other things being equal, 

people in poor health get sick more often than healthy people. These inequalities in terms of 

health predispositions are perceived as an injustice by the population. Since there is no 

opportunity to reduce these inequalities by compensatory transfers - as it is possible to do for 

other types of inequalities - then the population could not accept to punish people for their 

past behaviors. People could react paternalistically towards fragile persons. 

The aversion of the population to health inequalities should not be underestimated in our 

projections. It will be a key variable which will impact the intensity of the duty to stay healthy 

if applicable. If the aversion to health inequalities remains strong in the future, the duty to stay 

healthy could not take the form of legal obligations and penalties for those who do not 

comply. The duty to stay healthy could result in a moral duty and be promoted by public 

authorities through financial incentives. Such incentives could even be customized according 

to the initial health predispositions of people. However, this customization remains contingent 

on being able to individually assess the health risks incurred by each person. Today this is still 

impossible 

 

Change 3: Should society adopt a collective or individual 

approach to long-term care?  

The patient’s environment is very dense both technologically and from a human point of 

view. The living environment is changing rapidly, because of developing consumption 
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patterns. Sophisticated means of communication (mobile phones, high-speed Internet access, 

etc.), means of accessing information (Internet, television, etc.), games packs (game consoles, 

etc.) even increasingly sophisticated robots and domestic or personal assistants are acquiring 

an increasingly important place among household and home equipment. Specific equipment 

for health care investigations, monitoring and even treatment are becoming smaller, 

increasingly embedded and automated to the point of being autonomous and capable of 

operating outside traditional health care structures. 

This technological environment available to preventive and health care systems is likely to 

develop radically over the next 10 to 15 years. Both biosensors and nanotechnologies and 

robotics, whether or not combined, will in all likelihood revolutionise the environment 

available to citizens and health care systems [3, 28, 29]. The patient environment is also 

composed of the social and human environments of patients and this environment plays a key 

role in the prevention and development of diseases. It also plays a crucial role in long-term 

care systems. The role of "carers" and in particular family carers, is becoming increasingly 

decisive in long-term care systems, not only because these carers ease the financial cost of 

long-term care systems, but also and perhaps above all because the support and presence of 

these carers very often slows the morbid development of pathologies. Accordingly, there is 

increasingly strong support for these carers in public policies. 

Help for family carers is an extension of the support given to those who contribute to the 

health of families, whether at the level of children (family policy) or dependent people 

(because of disability or old age). It supports in particular the free choice of individuals with 

diminished autonomy between staying in their home and living in residential care facilities. It 

is to be noted that without carers, the financial burden on the long-term care system, whether 
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care is provided at home or on a residential basis, would be extremely high5, mainly because 

of the payroll costs involved.  

Can the question of assistance in long-term care situations be addressed in exactly the same 

way as the problem of health? In other words, what relationship exists between the right to 

assistance and the duty to provide assistance? There are many dependency situations where 

society provides assistance, whether economically to avoid situations of extreme vulnerability 

(unemployment benefit, income support, various allowances, etc.) or from the point of view 

of well-being where society provides assistance to people in situations of obvious dependency 

(in particular people with a disability or impairment, etc., and as regards early childhood). 

There are also many situations where individuals are asked to assist society: for example, via 

family units (for example grandparents looking after their grandchildren), or within local 

communities (villages, districts, etc., either directly between people or via associations). 

However, it is also important to mention compulsory services, notably military service, in 

some countries.  

However, the inescapable fact is that the right to assistance is increasing while the duty to 

provide assistance, regulated by social ties, is diminishing: the abolition of compulsory 

military service in some countries, such as France, is a key example of this. The situation of 

elderly dependent people underscores this question of the duty of assistance, given the 

significant financial allocations across public assistance policies. Should the right to 

assistance (exercised in a very unequal way) be totally decoupled from the duty of assistance 

(also provided in a very unequal way)? This is another of the core changes of our socio-

medical systems likely to have an impact on the future demand for health care, or assistance 

in this case.  

                                                           
5 The cost of dependency is estimated at 1% of GDP in France. In Sweden, it is as high as 2.5%. 
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This situation raises the question of the substitutability and complementarity of technological 

aid with regard to human aid. Supporting human carers with “robots” may most certainly be 

conceivable in the coming decades, with as a counterpoint, the question of the care role of the 

human presence of carers. Human support in cases of dependency could be refocused on 

indispensable moral support and the burden of carers would be eased thanks to the integration 

of “intelligent” even “robotic” equipment in the patient’s immediate environment. This 

scenario presupposes acceptance by the patient and society of this partial substitution which 

will be above all be based on complementarity, and whose impact on the cost of long-term 

care will be crucial.  

This equipment could ease the burden of carers by taking over a series of assistance and 

surveillance tasks. However, it could also increasingly ease the load of carers by monitoring 

vital functions, triggering alerts, taking charge of certain diagnostics, even therapeutic 

functions. The use of such equipment raises two questions: 

1. Will the financial cost be borne by patients or their environment, or by a medical 

community?  

2. Regarding its classification and handling: will it be medical equipment which must be kept 

under control for medical use or will it be considered as general-purpose equipment, with a 

health “connotation”?  

The two questions are obviously linked. Medicalised equipment will in all likelihood be kept 

under medical control and therefore funded collectively. General-purpose equipment will in 

all likelihood be acquired by patients themselves. This frontier between medicalised and non-

medicalised will become an important issue in this context. Moreover, it will undergo far-
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reaching development in the coming years, in line with changes in medical responsibilities in 

the context of the transformation of health care professions.  

Automating certain assistance tasks relieves the burden of caregivers, but above all of carers. 

It also clearly promotes the concept of locally delivered care, which is more flexible and less 

restrictive, and therefore significantly reduces the financial cost of long-term care systems. 

Moreover, it involves a significant change in the demarcation of the professional 

responsibilities of carers. 

 

Change 4: Limit the level of health care demand by restricting or 

tightening the conditions governing the placing of medical devices 

on the market? 

Patients have changed: they search for information, raise questions, organise themselves by 

way of associations, acquire their own devices and even self-medicate [27]. They have a 

representation of their health and its determinants, even an imaginary vision of health. They 

have their views on health and they search for information on diagnoses and proposed 

treatment. They are no longer passive and “naively” trusting, they want to adhere and consent 

to the proposed treatment pathway, they may even want to discuss and adjust it. Obviously, 

this is not the case of all patients and there are still some patients who do not want under any 

circumstances to take charge of their health and prefer to rely totally on caregivers, but a 

growing proportion of patients are playing a more active role.  

The Internet is obviously a key factor in this development; social networks which are being 

developed around the Internet are also contributing to the rapid development of patient 
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associations that support sick people, and can almost be described as a counterbalancing force 

in their interactions with the socio-medical system [7].  

This patient "activation", whether individually or via associations, which are generally very 

active, does however give rise to certain questions, even fears, among health care 

professionals, who are aware of the sensitive nature of health care information, both as 

regards its content and its influence on patients. The "certification", even labelling of health 

care websites, irrespective of their source, has therefore become a recurring theme, even if 

numerous publications have demonstrated that the information posted is highly “reliable” 

[44], with errors and inaccuracies being corrected very rapidly, since the Internet has become 

de facto a very participatory tool. A Swiss-based non-government organisation (Health on the 

Net) has published a charter of conduct for health websites (HONcode) which issues a label to 

compliant websites.  

Health information websites, which are mostly operated by health care professionals or health 

care institutions, have the advantage of providing a mediation mechanism between the 

medical community and patients, in particular with regard to the popularisation of medical 

knowledge and the use of accessible vocabulary by caregivers to describe pathologies. Their 

origin does not of course exempt them from complying with the HONcode charter, given the 

power of lobbies.  

This patient activation is still focused chiefly on information searches related to a pathology 

or a care provider. However, in all likelihood, patients will gradually go considerably further 

in this active approach. Already, self-medication is developing rapidly, boosted by the 

liberalisation of products with insufficient medical benefit. In any event, we can anticipate a 
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more intense use of self-diagnosis6, self-prescription and self-monitoring thanks to the 

availability of increasingly sophisticated and inexpensive devices. Moreover, this 

development will most certainly enhance prevention, but may be a source of major iatrogenic 

problems. It will also undoubtedly generate savings for the health care system.  

The health care sector will therefore be caught in a new alternative which will inevitably have 

an impact on health care demand: 

- Should society promote this patient self-care, beyond medical information, while obviously 

providing support, that is to say by laying down specific rules governing the marketing of 

these devices and by regulating, if applicable, certain uses?  

- Or should this development be curbed and most innovations kept under medical control 

because of the iatrogenic risks associated with the use of medical devices by inexperienced 

people? 

At the heart of this alternative which will have an impact on the form of future health care 

demand, will be devices which are on the borderline between, on the one hand, products for 

every day consumption and, on the other hand, those intended for health care use: this could 

be the case of all domestic assistants having an assistance function, in the case of 

hospitalisation or home treatment, a disability or dependency: will they be freely accessible, 

sold over the counter or will they be accessible under strict conditions governing their 

marketing or prescription? 

 

 

                                                           
6 Which already exists, for example, in the case of pregnancy tests.  
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Conclusion 

All individuals are born and develop with health capital, according to their genetic 

characteristics and the physical, family and social environment in which they live their life. 

This health capital, with a meaning ranging from health care strictly speaking to a certain 

physical and psychological well-being, deteriorates to differing degrees, depending on the 

individual’s behaviour and environment, and as a result of positive and negative events of his 

or her life. Health care policy will fluctuate permanently between cure and prevention, in 

particular by imposing constraints on any individual and social, and in particular productive 

behaviour, which may contribute to a deterioration of each individual’s health capital. This 

choice between limiting risk factors weighing upon health and treating health disorders is the 

ultimate ethical question and reflects a choice between, on the one hand, permitting a wide 

expression of individual entrepreneurial freedoms and, on the other hand, improving the 

population’s health: should we develop and confirm the duty to stay healthy or unleash the 

risks inherent in individual, entrepreneurial and social freedom? 

This balance between the duty to stay healthy and the right to health is even more difficult to 

establish given that the health capital of each individual is very unequal, in particular in the 

conduct of the social lives of individuals. There is a balance of sorts to be found between the 

duty to stay healthy, the right to health and the health capital of each individual, which will 

inevitably result in social transfers to reduce inequalities in the area of health.  

As an inevitable extension of this debate because of the increase in situations of dependency 

and the decline of a socially regulated duty of assistance, the equation between the right to 

assistance and the duty of assistance is also rapidly changing. This equation will in all 

likelihood be transformed by the integration of intelligent or robotic assistance equipment, 

which will relieve the burden of human carers and assist them, and could at the same time 
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considerably modify or even reduce their role, thereby promoting in addition a far less hands-

on family assistance.  

Society will undoubtedly have to rely on both levers, namely right and duty, for both health 

care and assistance, to maintain and improve the health of populations. It is unlikely that it 

will be able to respond adequately solely to a demand for rights without having to impose 

certain duties in exchange. Considerable work still needs to be carried out in order to explore 

these choices in greater depth, but two contrasting scenarios can be outlined: on the one hand, 

a scenario where health care policy emphasises the duty to stay healthy and provide assistance 

and, on the other hand, a scenario where health care policy emphasises the individual freedom 

to refuse health care and assistance and the freedom of individuals to risk their health through 

their lifestyle. This freedom may then have to be paid for when the right to assistance and 

health is mobilised7. 

Mentioning duties in a society which has hitherto mainly emphasized individual and social 

rights may seem hazardous, other than being very incorrect and even backward-thinking 

ideologically: who today would dare to defend the duty of blood donating, other than as a 

moral duty, and therefore an individual choice according to each individual’s conscience? 

It should be borne in mind that rights were developed thanks to 18th century philosophers in 

societies which were strongly characterized by “absolute” authorities where it was a question 

of asserting rights where in a sense only duties existed. As shown in the works of Thomas H. 

Marshall [45], several types of rights have emerged in the last three centuries. The civil rights 

such as the right to own property or freedom of speech, thought and faith were gained in the 

eighteenth century. The political rights, which include the right to vote and stand for election, 

                                                           
7 There are already numerous situations where society questions this type of choice, for example in mountain or 

sea rescue operations involving people who have behaved recklessly.  
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have been acquired in the nineteenth century. And the social rights, particularly the “right to 

treatment”, have grown in the twentieth century. 

Thus, the widespread adoption of political democracies and the emergence of the concept of 

citizenship have led our societies to accept and focus increasingly on the supremacy of 

individuals and their rights over the common good: from societies based on duties, we have 

gradually evolved towards societies of rights. 

However, these rights may be associated with duties without jeopardizing the social progress 

made so far. Indeed, Lawrence M. Mead has shown that the introduction of duties is a factor 

of social integration and fits in with the concept of citizenship [46]. John Rawls has also 

defended the idea that individuals can thrive by behaving in a way that maximizes the social 

welfare [47]. In terms of health, it means that members of a community can be willing to 

discharge a new health obligation if it leads to preserve the right to treatment and thereby to 

improve the welfare from a collective point of view. 

Finally, the transformation from the right to treatment to the duty to stay healthy should not be 

understood as a perfect substitution between a right and a duty. It should be regarded as a new 

balance between a right and its new associated duties if applicable. The real question involves 

the consent to these social duties, without such duties either limiting or shaping the scope of 

acquired rights. The expression of rights was fairly rapid and consensual. However, the 

expression of duties can be expected to be long and conflictual.  
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