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Approaches to healthcare require supportive practices
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and facilities and operations
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Employee expectations and unionisation determine the
effectiveness of their demands of employers for
healthcare benefits

MCO-imposed caps on per-visit reimbursement
generates hidden costs through multiple visits (R1) or
inadequate provision of care (B2)
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dynamics changing the prior system (Figure 4-a) in
ways that result in lower health benefits for the
workforce
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The rising demand for more sophisticated STC stressed
the capacity of the public sector, thereby requiring
greater investment

In the 1970s and 1980s, rising societal affluence further
increased the demand for sophisticated healthcare,
resulting in the growth of the private sector STC, drained
specialists from the public sector to the private sector and
counteracted efforts to increase public sector capacity
Increased investment resulted in increased availability of
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While harm reduction strategies have reduced HIV in
IDUs, the gains are being threatened by the increasing
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Inadequate rural infrastructure investment in sanitation
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For telehealth functions that cut across health facilities,
the more health facilities adopt and operate within a
particular interoperable telehealth standard, the greater
the benefit for other facilities to adopt that standard,
creating a reinforcing cycle (R1 loop)

The push for the adoption of telehealth could increase
the number of facilities adopting an interoperable
telehealth standard or lead to the proliferation of
incompatible standards

The proliferation of incompatible telehealth standards
actually increases the cost of adopting interoperable
standards (R3 loop) due to health facility operations
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regulation loopholes (B1) and enforce existing
regulations (B2)

Creating benefits for traditional medicine businesses for
compliance with regulation can reward good actors and
reduce attempts to bypass regulation

The paradigm that affordable medical treatment should
be a right has led to the creation of tools meant to limit
the price of treatment (B1 loop). These tools have
provided governments with important leverage to
negotiate treatment prices with suppliers (B2 loop).
Reliance on the private sector for developing treatment
solutions creates a competing paradigm that distrusts
interference with market mechanisms (R1 loop). This
paradigm undermines the availability of price control
tools (B3 loop).

Advocates for market-driven development of medical
products have pushed for trade agreements, IPR
protection and the use of political pressure and
sanctions that increase the risk of using price control
tools to limit government actions to control treatment
prices (B4 loop). For governments to successfully utilise
these tools, they must take a variety of actions to
mitigate against these risks.

The WHO health system framework

Proposed revised layout of the WHO building blocks
depicted in Figure 13.1

The health systems in society model contains eight
linkages that form the macro-level feedback loops that

shape the health system and its component building
blocks
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