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The essence of this advisory

Health 2.0: patients and healthcare providers work ac-
tively together, thus increasing the effectiveness and
quality of health services.

All parties involved in the provision of healthcare services in
the Netherlands agree that the patient (or 'healthcare con-
sumer') should be the focus of the entire process. In practice,
however, this is not always the case. This advisory considers
the concept of Health 2.0, which is intended to ensure that
healthcare provision does indeed become fully 'patient-centric'.

The consumer will enjoy greater opportunities to become an
active partner in his or her health care. He will be able to
compare experiences with others in the same situation and will
have far greater scope for self management.

Healthcare providers will be dealing with better informed
patients who, as a result, are more conscientious in looking
after their own health and in following medical advice. In
other words, there will be greater patient compliance.

There are no additional costs. In fact, because the patient
himself will be doing more (‘self management') and because
certain tasks and responsibilities will shift from specialists to
other healthcare providers in the chain, it will be possible to
stem the increase in healthcare expenses and relieve the pres-
sure on staffing levels.

Health 2.0 is a new social development whereby the individual
forms part of 'communities' which assist and support him in
maintaining good health, recovering from an illness or injury,
or learning to cope with any lasting effects of a health prob-
lem.

This advisory is the result of a long series of discussions with patients, doctors,
healthcare insurers, researchers and others involved in healthcare provision. The
debate is not yet closed. We invite readers to join the ongoing discussions about
Health 2.0 by visiting the website forum at http://trvz-health20.ning.com
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Health 2.0

It's up to you

Summary

Internet advances

The emergence of the internet has narrowed the 'information gap' between the
professional and the man in the street. In the early years, only a relatively small
group of providers offered information to the general public. Web 1.0 entailed a
one-way traffic of that information from provider to passive user. Today, anyone is
able to publish information on the web, whether in the form of text, the spoken
word, music, photos or videos. Internet users can — and do — publish blogs and
wikis, and they set up online discussion platforms. Hyves, Facebook, Twitter and
YouTube are probably the best known examples of the new 'social media'. User-
friendly software and simple, inexpensive devices such as webcams and mobile
phones with built-in (video) cameras enable everyone to respond to what is going
on around them, anywhere and at any time. This new form of internet usage is
widely known as Web 2.0.

From information
consumer to informati-
on provider

Health, healthcare and the internet

The early internet was The internet has penetrated society to a very significant degree. Some ninety per

primarily a source of cent of Dutch households are now 'online'. Over the past ten years, people have

information ........ taken to using the internet to find all sorts of information, including that relating to
health and healthcare. For anyone with a health problem, the first step will often be
to 'ask Dr Google'. Almost one third of internet users report that they 'always or
generally' use the internet to find relevant information before they contact their
own general practitioner, while a quarter do so on their return from the doctot's
surgery.

...... but is increasingly No fewer than one in four internet users take part in at least one forum or

becoming a discussion discussion group relating to health and healthcare. At first, most did so through the

platform websites of the various patient associations. Today, it is increasingly common to
take part in the online communities on general social networking sites such as Hy-
ves and Facebook. Patients suffering from a chronic condition are the most likely
to seek contact with others 'in the same boat'. Almost half of those who are in
contact with their peers exchange experiences about their dealings with the medical
profession. Conversely, they discuss the information they find online with their
healthcare providers. They also use the internet to compare the quality of doctors
and hospitals.
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From family circle to
the entire world

Health 2.0 = participation

Informed, participative
patients

Consumers now attach far greater weight to the opinions of their peers than to the
content of advertisements, for example. The social media have served to 'upscale'
the traditional mouth-to-mouth advertising of the school playground, the commu-
nity centre or one's immediate citcle of friends and family. The effects of this up-
scaling can be either negative — as in the disquiet which accompanied the introduc-
tion of a new vaccine for cervical cancer — or positive, as in the case of the online
IVF clinic run by Radboud University Medical Centre in Nijmegen.

Health 2.0

The social trend whereby individuals are brought together by the social media to
discuss health and healthcare can be encapsulated by the term Health 2.0 (parallel
to Web 2.0). The defining characteristic of Health 2.0 is active participation, with
direct communication between patients, between professionals, and between pa-
tients and professionals. New developments such as 'wikis' and online communities
can support both personal and professional decision-making in all aspects of health
and health care. This exchange of information, cooperation and community build-
ing can enhance the performance of the individual healthcare provider and that of
the healthcare system as a whole.

The impact of Health 2.0

The key feature of Health 2.0 is that the patient is no longer a passive observer but
an active participant in the healthcare process and is therefore truly the focus of
that process. 'Patient-centric' care is no longer an empty promise. The patient en-
joys greater opportunities for self-management and receives appropriate support.
Participation in social networks serves to highlight the importance of prevention to
reduce the risk of developing a health condition in future. The patient is able to
take control of his or her own health, and is supported in doing so by a network of
fellow patients and professionals. This results in a different relationship between
doctor and patient, one from which both derive benefits. The doctor is now dealing
with a well informed patient and no longer has to explain simple, basic matters.
This makes his work somewhat more attractive. The patient will have acquired this
basic information from the internet prior to the consultation. He knows the content
of his medical records, he knows what treatments are possible and what they entail,
and he will have read about the experiences of patients who are, or have been, in
the same position. Armed with this information, the patient can ask about any mat-
ters which require further explanation. He and the doctor can then make a joint
decision with regard to the most suitable treatment plan.
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Health 2.0 means de-
mand-led services

Self-management is
better for the patient
and for the healthcare
budget

Some organizations may
become redundant

The risk of
misuse

It is not only the patient and the healthcare provider who will benefit from Health
2.0. There are also potential advantages for the government. A more involved, pat-
ticipative healthcare consumer is someone who takes greater care of his own health.
He adopts preventive measures without coercion, complies with professional advice
more readily, and takes greater responsibility for self-management. This is likely to
reduce healthcare costs — or at least stem the ongoing rise in costs — since there will
be less demand on the time of the professional care providers. At the same time, it
is likely to resolve the problem of an impending staff shortage in the healthcare
sector. It is therefore in the government's own interests to remove or mitigate any
obstacles to the adoption of Health 2.0 and to facilitate its implementation.

Why produce this advisory?

Whether Health 2.0 is indeed to be implemented, and how quickly, is primarily a
matter for the general public to decide. At first glance, a formal advisory addressed
to the Minister of Health seems inappropriate or redundant. Nevertheless, the gov-
ernment can and must play a role. First, Health 2.0 offers certain opportunities to
pursue and achieve the stated policy objectives, and these opportunities must not
be passed up. The government must therefore take an active part. Second, there are
certain obstacles to the adoption of Health 2.0. If these obstacles are allowed to
remain in place, it will be impossible to derive the benefits of Health 2.0, while the
risks (such as patients taking action based on inaccurate information) will be exac-
erbated. It falls to the government to smooth the path of Health 2.0.

Obstacles to Health 2.0

The current organizational structure of the healthcare system and the manner in
which it is funded are not entirely appropriate to the Health 2.0 concept. Moreover,
there are various institutionalized organizations which appear unwilling or unable to
adapt to new circumstances, and which would actually benefit from the retention of
the current Healthcare 1.0 situation. The proposed situation, in which the consumer
himself is in charge, will make many representative organizations entirely redundant
unless they alter their strategy. It is fair to state that the culture within the health-
care sector is not geared to change. Not all parties in the field seem willing to em-
brace transparency. These factors are likely to result in a slow and painful develop-
ment of Health 2.0.

Threats

A further problem is that some healthcare consumers are not adequately aware of
the opportunities and threats that Health 2.0 will bring. In the new situation, abso-
lutely everyone becomes an information provider. The risk of that information
being unreliable, i.e. misinformation, therefore becomes even greater than it already is.
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The risk of a widening
digital divide

Combining 1.0 and
2.0

An adequate response
is required

Valuable innovations
must be rewarded

Health 2.0 will require people to give up some of their privacy. The added value of
sharing information will outweigh individual interests. It is therefore possible that
others will misuse personal information.

In practice, some healthcare consumers will take a very active part in Healthcare
2.0. They will benefit from the many possibilities offered by the new situation.
However, there will remain some people who are unable to take part at all, perhaps
because they cannot afford internet access. It is essential to ensure that the 'digital
divide' does not become any wider.

The government must steer and guide the adoption process in order to ensure that
the opportunities are maximized and the risks are minimized. The various field
parties must also accept their respective responsibilities.

What must be done?

First, it is necessary to combine the positive elements of Healthcare 1.0 and Health
2.0. Healthcare providers must be able to impart their specialist medical knowledge,
the result of many years' training, in a patient-friendly and understandable way,
perhaps by means of the hospital website. There are already many possibilities in
this regard, such as videos and podcasts describing certain tests or operations, and
blogs describing new technologies the healthcare provider is able to offer. These
are all available in the Healthcare 1.0 situation. To them must be added the experi-
ences of patients themselves, one of the prime components of Health 2.0.

All actors within the healthcare system must realize that a development is now
underway which cannot be halted. It is therefore necessary to think carefully about
how the implications of that development are to be addressed. Organizations which
fail to respond adequately will find themselves in a very difficult position. In the
best case scenario, they will take full advantage of the opportunities offered by
Health 2.0. Their communication and information strategy will be revised and up-
dated so that the social media can be used in pursuit of their (policy) objectives.
They will examine ways of involving healthcare consumers in formulating new
policy, and they will strive to achieve far greater transparency in order to retain (or
regain) public confidence.

What must the government do?

The government must examine how it is to deal with information and misinforma-
tion within the social networks. It must also restructure the funding of the health-
care system in such a way as to ensure adequate resources for innovations intended
to enhance the role of the patient. This will entail financial incentives to promote a
culture of innovation. 'Perverse' incentives which do nothing to encourage profes-
sionals to adopt innovations of added value, or which actually encourage the reten-
tion of outdated structures and procedures, must be abolished.

What must healthcare providers do?

Healthcare providers should examine how they can use the social media to optimize
contact and interaction with their patients. Those patients require reliable informa-
tion, and expect their healthcare professionals to provide it. This demands both a
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Use the social media
to arrive at optimum
health services in
association with
patients

Use customer expe-
riences

Impose Health 2.0
conditions when
contracting health
services

An active role in the
healthcare process

Support & la Health 2.0

Healthcare 1.0 approach (the ability to offer reliable information) and a Health 2.0
approach, whereby the professionals benefit from feedback from patients them-
selves. Patients and professionals must work together to create a system of 'shared
care'. This may entail the joint development of care standards whereby self-
management is actively encouraged. After all, self-management offers a number of
interesting possibilities. It is a question of lifestyle management, of prevention
rather than cure, and of patient autonomy. As stated above, self-management can
also serve to reduce costs.

What must health insurers do?

Health insurers also have a part to play in achieving a 'healthy' Health 2.0 situation.
They must offer their policy-holders certain facilities, such as the ability to report
back on their experiences with certain healthcare providers. This will enable the
insurers to contract better products and services. Insurers should consider funding
(some of) the running costs of online communities, and if those communities are
subject to a subscription charge ('fee for membership') the insurers should reim-
burse the patient, just as they already reimburse membership of certain patient
organizations.

In the contractual terms and conditions under which they purchase products and
services from healthcare providers, insurers can demand that self-management
becomes a significant component of the overall treatment protocol or standard.
They can encourage healthcare providers to make use of the social media in their
communication with patients, and can set deadlines by which all such conditions
are to be met.

What must the public and patient organizations do?

The public will play a significant part in bringing about the shift in responsibility
from professional to patient. First and foremost, people must embrace lifestyle
management and preventative measures to ensure that they are less likely to require
the services of the healthcare professional. In addition, there are a number of 'ad-
ministrative preparations' that can be made prior to a consultation, such as forward-
ing personal information and completing the intake questionnaires online. Last but
not least, new technology has opened up many more opportunities for patients
(such as those suffering from diabetes or COPD) to treat themselves at home with-
out the intervention of a medical professional.

Patient organizations also have a role to play. They can encourage the proper use of
personal health records for the purposes of self-management, and by working to-
gether they can ensure that patients suffering from a number of conditions ('co-
morbidity') enjoy an integrated rather than a fragmented approach. Patient organi-
zations should also undertake activities to ensure that the 'digital divide' between
those who have internet access and those who do not is narrowed, particularly in
terms of access to Health 2.0 applications.

The adoption of Health 2.0 will mean that patients and healthcare providers will

work actively together. This will enhance both the effectiveness and quality of care
services.
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The internet: part of
everyday life

Will Health 2.0 influence
the traditional relation-
ships in the healthcare
system?

1 Terms of reference

1.1 Introduction

Since the late 1980s, the internet has come to play a very significant role in society.
In the early days, use of the internet in relation to health and health care was lim-
ited to the publication of general information which readers would access in a pas-
sive manner, just as they might consult a medical encyclopaedia. Later, specific 'e-
health' applications emerged, some of which were set up and run by professional
practitioners. Examples include sites to which users could submit digital photo-
graphs of skin conditions for assessment and diagnosis by a dermatologist, and
online therapy courses for people suffering from post-traumatic stress disorder, run
under the guidance of psychologists or psychiatrists.

Today, many non-professional internet users have become active in providing in-
formation and taking part in forums, discussion groups, online communities, etc.
They enable fellow internet users to manage their condition more effectively, and
hence to take control of their own health.

Previous advisories produced by the Council for Health and Health Care focused
on the opportunities and threats of internet use in terms of public health and health
services for consumers (e.g. Patiént en internet') and the implications for the health-
care profession (e-Health in 2ich#?). These advisories examined what the government
can do in order to exploit the opportunities, minimize the potential risks, and to
offer incentives where necessary.

On 10 April 2008, the Council organized a meeting to discuss new developments in
healthcare-related internet usage, and in particular the Web 2.0 applications. During
this meeting, it became clear that the developments could well lead to a shift in the
traditional relationships between the three parties involved in the healthcare proc-
ess: consumer, provider and financier. This prompted the Minister of Health to
include the topic of Health 2.0 in the working programme of the Council for
Health and Health Care for 2009 (see Appendix 1).

This advisory therefore examines the influence that the developments, grouped
under the general heading of 'Health 2.0"' will have on the relationships between the
three actors within the healthcare system, and hence their impact on the role of the
government itself.

1.2 Policy questions

This advisory addresses the following three questions:

- What are, or what may be, the consequences of Health 2.0 for the actors in the
healthcare system, specifically, the healthcare consumer, the healthcare provider
and the healthcare financier?

- What will be the consequences in terms of the (administrative) relationships
between the three parties' roles, tasks, rights and responsibilities?

RVZ Health 2.0: it's up to you 10



How will Health 2.0
affect health services?

- What will be the consequences in terms of the government's role as legislator,
regulator and facilitator?

This advisory forms a review and survey of the developments in health-related

internet use, and the likely consequences of those developments. The relevant as-

pects include:

- the significance of the developments in terms of the current administrative
structure of the healthcare system and the extent of government involvement;

- the willingness (and ability) of healthcare providers to take advantage of the
developments;

- the knowledge and skills that consumers will need to help steer the develop-
ments, and the measures required to narrow the divide between those who can
and those who cannot (or do not wish to) do so.

The primary focus of this advisory is on the field itself: the consumers, providers
and financiers of health care. However, the findings will also give rise to conse-
quences for the government.

1.3 The purpose of this advisory

This advisory sets out to offer a better understanding of:

- the effect of Health 2.0 on the current administrative philosophy within the
healthcare system: will the relationships between parties change?

- the opportunities and threats that Health 2.0 brings in terms of government
policy objectives (ensuring affordable and accessible healthcare services of high
quality);

- the opportunities that Health 2.0 will offer individual healthcare consumers and
organizations in terms of autonomy and self-management, while public interests
are safeguarded.

It is hoped that this report will create greater awareness among government and the
various stakeholders with regard to current developments in internet usage, and
more specifically usage relating to health care (Health 2.0"), and the opportunities
that exist. The advisory is in the nature of a review and forecast, while also offering
a number of recommendations.

1.4 Domain

The term '2.0' is currently being applied to many fields of endeavour: Politics 2.0,
Science 2.04, Trendwatching 2.05, Education 2.0, Police 2.07, Consultancy 2.08,
Civil Service 2.0% etc. Within the health and welfare sector we see the terms Health
2.0, Healthcare 2.0, Care 2.0, Welfare 2.0 and Medicine 2.0, to name but a few. All
are derived from the term 'Web 2.0', which was coined by Tim O’Reilly and Dale
Dougherty to refer to collaboration within networks which rely on 'collective intel-
ligence'. The more people involved, they contend, the greater the effects will be.!

RVZ Health 2.0: it's up to you 1"



Two minds are bet-
ter than one

Many definitions of the term '2.0' refer to the new generation of websites which are
more dynamic and interactive than eatlier (Web 1.0) examples. Rather than a 'soli-
tary web experience' such as reading an online newspaper or corporate brochure,
Web 2.0 users communicate with each other, and can even determine the type and
form of the information which appears on the monitor before them.

A significant component of Web 2.0 is therefore 'the wisdom of crowds'. The more
people who take part in a social network, the greater the value they create.

The website Innocentive.com was founded for the benefit of companies who are facing
complex and unusual problems. If there is a major oil spill in a polar region, for example,
how can one separate the oil from the ice? Such problems are put to the general public who
are invited to suggest solutions. There is a cash reward for a successful solution: anything
from five thousand US dollars to a million dollars depending on the size of the company
concerned. To date, roughly one in three problems submitted to the site have actually been
solved in this way. Some had occupied the minds of experts for many years. It is interesting
to note that approximately eighty per cent of the problem solvers are from an entirely dif-
ferent walk of life to that of the company secking solutions.!!

According to James Surowiecki in his 2004 book The Wisdom of Crowds: why the
many are smarter than the few and how collective wisdom shapes business, econo-
mies, societies and nations, a group of people is remarkably intelligent, more so
than even the most intelligent individual within that group.!? This phenomenon is
now generally known as 'the wisdom of crowds', from the title of Surowiecki's
book. According to the theory, the input of several users leads to a decision which
is based on as many individual opinions as possible. Examples of the concept in
practice include websites on which people describe their holiday experiences!® or
review the products they have purchased.!* The more contributors, the mote valu-
able the website becomes to other users.!> Web 2.0 can therefore be seen as an
admixture combination of new developments, both technological and social.!¢

It is therefore possible to contend that, when patients with a chronic condition
share their experiences, the result will be a combined 'wisdom' which is greater than
the wisdom of any individual patient. The same will apply to medical practitioners
who share their knowledge and experience. This process, in which patients can
discuss the condition and the treatment options on a more equal footing with the
doctor, alters the nature of the relationship between layman and professional. The
'wisdom of crowds' can be used to support the decision-making process. It may
result in different choices being made, perhaps an alternative hospital, specialist or
therapy.

Participation is therefore one of the key concepts of Health 2.0, for which various

definitions have been proposed.!” They include:

- “participatory healthcare characterized by the ability to rapidly share, classify
and summarize individual health information with the goals of improving health
care systems, experiences and outcomes via integration of patients and stake-
holders,” 18, or (a refined version of the same definition): "participatory health
care. Enabled by information, software, and community that we collect or cre-
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Apomediation: the
‘invisible" interne
diary

Health 2.0: active par-
ticipation

Patients define their
own indicators

Social contacts are of
vital importance

ate, we the patients can be effective partners in our own healthcare, and we the
people can participate in reshaping the health system itself."1?

- "[A] new concept of healthcare wherein all the constituents (patients, physi-
cians, providers, and payers) focus on healthcare value (outcomes/price) and
use disruptive innovation as the catalyst for increasing access, decreasing cost,
and improving the quality of health care." 2

Whichever definition we apply, we see a constantly developing cycle of healthcare
innovation which is made possible through the empowerment of patients, profes-
sionals and researchers and a process of ongoing cooperation, participation,
apomediation, feedback and transparency with regard to healthcare interventions.?!
'Apomediation’ refers to persons or internet applications (the 'apomediary ') which
assist the user in finding good information and services without actually playing a
direct part in providing the information or services. This is in contrast to the tradi-
tional 'inter-mediary' who stands between the consumer and the information. The
quality of the intermediary will therefore determine the quality of the information.??

The term apomediary was coined by the Canadian researcher Dr Gunther Eysen-
bach, who prefers the term 'Medicine 2.0". His definition refers to "applications,
services and tools [which] are Web-based services for healthcare consumers, care-
givers, patients, health professionals, and biomedical researchers, that use Web 2.0
technologies as well as semantic web and virtual reality tools, to enable and facili-
tate specifically social networking, participation, apomediation, collaboration, and
openness within and between these user groups."?

The authors of this advisory have opted to use the term Health 2.0, doing so in
preference to alternatives such as 'Healthcare 2.0'. Healthcare is provided by others,
while the essence of the envisaged Health 2.0 situation is the active participation of
the consumer or patient himself. It is a social development, whereby the users of
online social networks (often based on Web 2.0 applications) determine the
strength of those networks. A key feature is the absence of any central control.

In the Health 1.0 situation, it is the healthcare provider such as the general practi-
tioner who oversees the continuity of care on behalf of the patient. Performance
indicators now play an increasingly important role in defining the quality of the
services to be provided and the amount to be paid (usually by insurers) for those
services. These indicators are frequently regarded as overly 'bureaucratic'.

Social networks might well arrive at entirely different conclusions with regard to
appropriate indicators. They can define their own indicators, being the factors upon
which the network members base their healthcare choices. In the Health 2.0 situa-
tion, the continuity of care is no longer the sole responsibility of the healthcare
provider. Part of that responsibility passes to the consumer (or his partner, a parent
or child), whose decisions are supported by a multidisciplinary network of profes-
sionals and 'experience experts' such as fellow patients and their carers.

Social contacts are important to good health. In 1979, Berkman and Syme pub-

lished an article based on a nine-year study that revealed that the (early) mortality
rate among people with few social contacts was between two and four-and-a-half
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The patient has greater
control

Background study
provides important
input for this advisory

Preparations for the
advisory in Web 2.0
style

times greater than among those with large social networks.?* In the 1970s, of
course, the researchers were not discussing online networks.

The key feature of Health 2.0 is therefore the use of social networks which enable
patients and their care providers to work together. Control shifts in part from care
provider to care consumer. The exchange of information gives rise to a learning
curve about the condition itself, treatment options, decision-making and support.
This advisory is mainly concerned with the social developments which are made
possible through the use of online social media. Such use will support both per-
sonal and professional decisions relating to health, care options, information ex-
change, cooperation and community building, all with a view to improving individ-
ual performance and that of the healthcare system as a whole.

1.5 Methodology

This advisory has been produced under the auspices of two Council members,
Henk Bosma and Prof. Didi Braat. As part of the preparations, Prof. Valerie Fris-
sen produced a background study entitled Health 2.0: It’s not just about medicine and
technology, it’s about living your life, which examines how the new media are likely to
affect the relationships between the various actors within the health system. The
study and the advisory are published simultaneously.

Zorgbelang Nederland, the federation of patient and healthcare consumer organiza-
tions in the Netherlands, conducted a survey on behalf of the Council to gauge the
effect of the new media on consumer behaviour. Three follow-up meetings were
then held at which patients were invited to discuss their role within the healthcare
system, and the ways in which internet applications can help them to fulfil that role.
Reports of these meetings can be found (in Dutch) at www.rvz.net.

Further information was obtained by means of a Flycatcher survey of over two
thousand internet users.?

Three meetings were held (in April, June and September 2009) with experts from
the field. The topics discussed included likely future scenarios, the obstacles and
problems in adopting Health 2.0 and possible solutions to those problems. The
meeting reports (in Dutch) are also available at www.rvz.nl.

An online community (rvz-health20.ning.com) has been set up and remains open to
the public. The discussions to date provided input for this advisory.

Council staff held a number of interviews with experts and stakeholders, and con-
ducted a desk study of the current literature.

The results and a preliminary draft of the advisory were discussed with experts and
stakeholders at two meetings, held on 30 November and 7 December 2009.
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A brief account of the manner in which this advisory has been produced can be
found in Appendix 2. A mote detailed description can be found on the Council's
website (www.rvz.net) and the online community homepage at www.rvz-
health20.ning.com.

1.6 The structure of this document

Following this general introduction, Chapter 2 provides a description of the setting,
ongoing social developments and the positions of the various actors.

Chapter 3 describes the possible future form and implications of Health 2.0, and
what might be expected if we fail to make the transition but remain in the current
Health 1.0 situation, or a development thereof. This comparison allows the possible
impact of Health 2.0 to be deduced. The chapter goes on to consider the likelihood
of a full transition to Health 2.0 in view of the various obstacles that must first be
overcome. It concludes with suggestions for ways in which the obstacles can be
removed or mitigated. The final chapter, Chapter 4, presents a number of recom-
mendations for each of the stakeholders involved.
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Knowledge is strength
The opinions of fellow
citizens are gaining
more weight

The computer-illiterate
are a dying breed ....

...... but you must be
able to read!

2 The setting

2.1 Society

Social relationships are changing. The mayor, the local priest, the head teacher and
the lawyer are no longer accorded the same deference. Government organizations
and large corporations do not command the same authority. This is largely due to
the 'democratization of information'.?® In the past, a relatively small number of
organizations were able to generate and distribute information. Today, absolutely
anyone can do so. Of course, this is not to say that the information will actually be
'consumed' by others. Nevertheless, information generated by the individual is
gaining in importance, primarily because information from various sources is being
collected and collated. While our communication used to be confined to a small
circle of friends and acquaintances, it is now possible to share knowledge and ex-
periences with large groups. We have a global audience. The possibilities offered by
the internet have encouraged people to take more heed of their fellow citizens'
opinions rather than information provided by the government, corporations or
other professional organizations.?” The low take-up for the HPV vaccination among
teenage girls illustrates the effect of this trend.”® Knowledge and opinions that were
once confined to a small circle of school friends were exponentially 'upscaled' to
include that of teenage girls throughout the Netherlands and far beyond.

New technology has made news available practically anywhere at any time. More-
over, the internet enables the news content to be 'customized' to the individual
uset's preferences. It is now relatively easy to find people with similar interests to
one's own and to form ot join an online community.? The newspapers seem to
have recognized the value of this 'niche profiling' and have created communities on
their own websites.’® The general public, and young people in particular, ate now
accustomed to using the media in a far more interactive manner.

The internet has penetrated Dutch society to such an extent that those on the
'wrong' side of the digital divide are now in a tiny and shrinking minority. Never-
theless, there are still some who have no internet access or who lack the required
skills. According to statistics, 90% of Dutch households have internet access.?! This
means that almost two million people do not. In some clearly defined groups, in-
cluding seniors and the ethnic minorities, internet penetration is significantly lower
than the average, although once again we can see a rapid diffusion to redress the
balance.?” Not having access to internet is now seen as a distinct social disadvan-
tage. It is assumed that everyone can make use of the new media. We should re-
member that doing so entails not only having physical access to the infrastructure,
but also the required skills. Some 1.5 million adults (over the age of 16) in the
Netherlands have only a very basic level of education and many can be classed as
functionally illiterate: they have great difficulty in reading and writing.3®> They are
therefore not able to make use of printed or written information, and inevitably
function less well in society, at work and at home. It is important to realize that
only one third of this group belong to the ethnic minorities: the remainder are of
'native’ Dutch origin. Seniors also lag behind in terms of internet usage, but seem to
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be rapidly catching up. There is a growing band of 'silver surfers'. Even so, the
internet skills of seniors and those with relatively little formal education are gener-
ally not as well developed as those of the younger generation and those who have
completed at least a secondary education.* The ethnic minorities are at a particular
disadvantage. All actors — and especially the government — must take this fact into
account. They must ensure that the disadvantage is not carried over into the health-
care domain simply because these groups cannot make full use of the new opportu-
nities. Specific attention must be devoted to these groups and any obstacles to full
'digital inclusion' must be removed.

2.2 The information consumer

Over the past ten years, it has become a matter of course to seek information
online. Information relating to health and health care is in particular demand. In
2007, almost half of all internet users sought health-related information on one
occasion, and over one third did so on several occasions. Just one in five internet
users did not seek health-related information at all.?>

The internet is an
important source of
healthcare informati-
on

As the following table illustrates, internet users find the various online facilities of
increasing importance, alongside the traditional sources of assistance.

Table 2.1

Google or other general search engines 53%
Consultation with GP 31%
Wikipedia 23%
Patient association websites 23%
Talking to family and friends 21%
Specific health-related search engines 21%
Contact with those in a similar situation (peer communities) 17%
Health-related newsgroups and forums 16%
Medical television programmes 14%
Government websites, e.g. www.kiesbeter.nl 13%

Information about the quality of health services (AD, Consumer Society, El-

sevier, etc.) 12%
Medical professionals' blogs 10%
Newsletters 8%
Books (medical encyclopaedias, etc.) 7%
Social networking sites (Hyves, Facebook, etc.) 7%
Pharmaceutical companies' websites 6%
(Medical) journals 6%
Videos (e.g. on YouTube) 3%
Medical radio programmes 2%
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Sometimes the patient
knows more about his
or her condition than
the doctor

% that state that this source of information has become more important to them during the
past three years.
Source: RVZ/Flycatcher survey, 2009.

When someone develops a health problem, the most common first response is to
use Google to find further information.

Figure 2.1

0% 5% 10% 15% 20% 25% 30%

35%

| use Google or another internet search engine to find information about ‘ ‘ ‘ ‘

my problem ‘ ‘ ‘ ‘

ikmaak een afspraak met mijn huisarts

ik bezoek een website op gezondheidsgebied

anders

ik raadpleeg een boek, bv een medis che encyclopedie

ik ga via internet naar een discussieforum datdit soort problemen
bespreekt

ik raadpleeg familie of vrienden |

Source: RVZ/Flycatcher survey, 2009.
The internet is also widely used in conjunction with a visit to the GP:

Table 2.2

Always/often  Sometimes/rarely Never

a. Do you consult the internet to find informa-
tion about your complaint/symptoms before 29% 55% 16%
visiting your GP?

b. Do you discuss the information you have

0, 0, 0
found on the internet with your GP? 2% 66% 12%

c. Do you consult the internet affer visiting

0 0 0
your GP? 25% 44% 31%

a. Percentage of all respondents (N=2145)

b. Percentage of those who do consult internet prior to visiting their GP (N=1803)
c. Percentage of all respondents (N=2145)

Source: RVZ/Flycatcher survey, 2008.

The internet has played a very significant role in narrowing the 'information divide'
between professional and layman. In the early years of the internet, information was
restricted to a small number of sites, most created and maintained by medical spe-
cialists. More recently, it has become possible for absolutely anyone to publish
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Social media gaining
in popularity

information, the process having been facilitated by social networking websites and
the wide availability of technical resources such as webcams, mobile phones with
built-in cameras, etc.

2.3 The participative citizen

In 2009, some 375 million unique users accessed YouTube (founded in 2005), and
between them accounted for 75 billion downloads of the video clips on the site.3
Facebook now has some 66 million users wotldwide, while MySpace has 54 million.
Research by Nielsen Online reveals that social networking is now more popular
than using e-mail: 67% of internet users regularly visit social networking sites, while
65% communicate using e-mail.?

Hyves, currently the most popular social networking website in the Netherlands,
has seven million registered members with a Dutch (IP) address.®® As on Facebook
and MySpace, users create a 'profile' with personal information about themselves. If
they wish, they can add blogs, music, photos and videos. Hyves now has scores of
communities dedicated to health-related matters. The majority of Hyves users are
aged between 15 and 35, and female users outnumber males by 56% to 44%.%

The ways in which members of the public can share information with each other

using the internet include:

- Weblog (or simply 'blog"): a diaty or logbook of information which the author
wishes to share with visitors to his or her site. The information need not be pre-
sented as text; it can be in the form of photos (a 'photoblog'), videos (‘vlog'") or
audio (a 'podcast’). Weblogs generally allow other users to respond.

- Internet forum or discussion group: online public discussion pages.

- Microblog: a textual blog limited to a certain number of characters (e.g. Twitter).

- Podcasts: audio files of discussions, radio programmes, music etc., made available
through the internet.

- RSS (Really Simple Syndication): websites send out 'feeds' to automatically no-
tify users of updates and breaking news.

- Social Network: an online network providing social contact (support for personal
welfare and wellbeing of its members), or for business purposes (e.g.)
LinkedIn).

- Video-sharing: sharing videos through a website, the best-known being YouTube.

- Wiks: an online document that can be edited by users who check and amend the
content as required.

The above applications ate classed under the general heading of 'social media'.

On 25 February 2009, a Turkish Airlines plane crashed just short of the runway at Schiphol
Amsterdam Airport. Even before the mainstream media could report the incident, members
of the public were using Twitter to 'tweet' each other about the crash and distribute photos
of the wreckage. As television presenters claimed that 'no further information is available at
present', eye-witnesses at the scene were describing the arrival of the emergency services and
could report that survivors were exiting the aircraft. One Tweeter (Twitter user) had actually
been inside the plane assisting the passengers.
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Health-related dis-
cussion platforms
are popular

Product comparison sites, wikis and online social networks such as Hyves, MySpace
and Facebook are the most popular websites on the entire internet.

Table 2.3
Usage
Active Passive None
Online social networks 45% 20% 34%
Comparison sites 22% 51% 27%
Wikis 14% 51% 34%,

Source: Ruigrok — NetPanel focus group survey, The Next Web 2009

The social media are used to a somewhat lesser degree with respect to health-
related matters, as shown by the table below. However, search engines (which are
not a social medium) are indeed widely used for this purpose, as are online forums
(peer group contact). Given that a significant number of 'Googlers' are looking for
health-related information, it would be reasonable to assume that a similar propoz-
tion of social media usage would also be health-related. However, this does not
appear to be the case.

Table 2.4

. Healthcare- Ratio general to
General topics

Which of the following media do you related health-related
(sometimes) use for: topics use
Search engines: Google 87% 75% 0.86
Wikis (e.g. Wikipedia) 52% 33% 0.63
Consumer review sites (e.g.Kieskeurig.nl) 38% 9% 0.27
Online communities (Hyves, Facebook)  37% 5% 0.14
Photo and video sharing sites (YouTube, 36% 20 0.06
Flickr)

Forums and discussion groups 35% 25% 0.71
Chatboxes (MSN, etc.) 24% 3% 0.13
Social news sites: NUjij.nl 18% 4% 0.22
Blogs 15% 4% 0.27
Microblogs (Twitter) 2% 0% 0
Bookmark sites (Delicious) 2% 0% 0

Source: RVZ/Flycatcher survey, 2009.
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You would enjoy
searching for a good
holiday destination but
you might begrudge
the time spent looking
for a good doctor

Passive participation
also leads to empo-
werment

Health 2.0 may not
be appropriate for all
patients

One reason for this discrepancy is that there are very few review sites which include
ratings of individual medical practitioners in the Netherlands.*’ In addition, many
people still regard the internet as primarily a tool for 'leisure purposes', such as
online shopping, planning holidays, etc., while its use for health-related purposes
remains more of a 'necessary evil'.4!

Of all the social media, the forums and discussion groups are currently the most
popular Web 2.0 applications in connection with health-related matters. It is the
participants — the members — who generate and share the information. The propor-
tion of internet users who consult wikis is somewhat lower. In any event, this form
of usage is more in the Web 1.0-style of passively seeking information rather than
producing and contributing it. Research suggests that online communities have the
same 'empowerment’ effect for both those who actively contribute and those who
merely read other users' posts.*2.

2.4 The patient

There is no such thing as 'the patient'. However, it is possible to identify certain
categories of patient or 'healthcare consumer'. Approximately half of all patients are
'not fully self-reliant healthcare consumers', some 40% are 'pragmatic healthcare
consumers' and 10% are "socially critical healthcare consumers'.*> Those in the larg-
est group are generally least satisfied with their health status. They place a relatively
heavy demand on the healthcare system and any information addressing this group
must be simple and readily understandable. They have a passive attitude to health-
care, preferring to leave all decisions to the professionals. They are not particularly
interested in self-management.

'Pragmatic healthcare consumers', on the other hand, are reasonably self-reliant.
They are also demanding and expect to receive the very latest treatment that mod-
ern technology can offer. They actively seek out reliable information about health-
care services and avail themselves of the greater freedom of choice in the sector.
They wish to be well informed and to be consulted on all aspects of their treatment.
These 'vocal' patients are not a new phenomenon: they have been around for sev-
eral decades.#

The third and smallest group is more critical and more outspoken than the main
group of 'less self-reliant healthcare consumers'. Most lead a healthy lifestyle and
are generally satisfied with their state of health. They too seek reliable information;
they demand freedom of choice and the right of co-determination. In fact, they
wish to retain full control over their condition and its treatment.

It is the 'pragmatic healthcare consumers' who will be most interested in Health 2.0.
They will contribute to health-related wikis (and indeed are already doing so in the
case of fertility treatment), and to the various ratings and reviews. They are active
within various social networks simultaneously.
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Older chronic pa- Most chronic patients over the age of 50, even those with a higher standard of

tients are primarily education, are still in the Health 1.0 situation. They consume far more information
infor- mation con- than they produce. Because they can now access far more information than in the
sumers pre-internet era, they are seeing a shift in the patient-doctor relationship. In the

past, the doctor was the expert. Today, the GP will find it perfectly normal for the
patient to have formed his or her own opinion, perhaps even a tentative diagnosis,
based on information gleaned from the internet. Similarly, most doctors are now
more prepared to discuss matters such as test results with the patient. This group
tends to take a rather less favourable view of specialists. Those who are under the
care of several specialists complain about the lack of communication between them,
which is a major source of frustration.*

L . This group of healthcare consumers nevertheless recognizes the growing impot-
Declining interest in group g g g 1mp

belonging to a patient
organization

tance of the social media, which are coming to replace the traditional peer group
meetings at which patients actually meet face-to-face. They see the younger genera-
tion using the new forms of contact, and they also see that young people have far
less interest in joining a patient organization, and in many cases no interest at all.

Those who maintain contact with fellow patients are more active in several areas
than those who do not, as shown by the table below.

Table 2.5
Activity Peer contact No peer contact
Sharing experiences with professionals and fellow patients 55% 9%
Discussing information found online with the healthcare
. 55% 30%
provider
Usmg the internet to compare the quality of doctors and 44% 24%
hospitals
E-mailing the care provider with questions 44% 20%
Self-diagnosis using the internet 33% 22%
Maintaining personal health history/medical records 20% 10%
Soutce: RVZ/ Zorgbelang Nedetland survey, 2009 (N=1317).
The members of social Healthcare consumers are generally far less willing to share information with
networks trust each fellow patients if they believe their privacy will be compromised. Transparency
other helps to reassure them that they can trust each other and the social networks. The

advantages of sharing information will then weigh more heavily than the interests
of privacy.
2.5 The healthcare provider

Specialists are lagging Information and Communication Technology (ICT) has found many applications in

behind the healthcare system. The GP's traditional written patient notes (the 'green cards')
have been replaced by the Electronic Patient Dossier (EPD), while the administra-
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Few GPs offer ‘e-
consutations’

The social media
remain unexplored
territory for most
Dutch hospitals

tive and financial aspects of running a general practice have also largely been auto-
mated. Specialists have yet to follow suit. There are relatively few who record pa-
tient information in digital form. Although there have been many attempts to digi-
tize medical practice (in the broadest sense of the term), many of which are still
ongoing, it is fair to state that 'e-healthcare' has yet to become the norm in the
Netherlands. There are, however, some notable exceptions such as the initiatives in
dermatology and mental health services.*

Despite the possibilities now available, the use of the social media remains limited.
Some specialists do indeed use the internet to disseminate knowledge, and this
practice is on the rise.#” However, relatively few doctors offer patients the possibil-
ity of contacting them by e-mail. According to an estimate made in 2008, only 9%
of Dutch GPs offered 'e-consultations'.*

Doctors do however communicate with each other through various online forums,
discussion groups and so forth. In the United States, Sermo is an established me-
dium for professional discussion.* This type of platform is now gaining ground in
the Netherlands too.’® The internet also offers doctors the opportunity to keep
abreast with the latest clinical development by means of such sites as Upto-
Date.com, to which over four thousand medical professionals contribute.!

Hospitals are making growing use of the internet to communicate with their pa-
tients. The Flevoziekenhuis in Almere enables patients to make appointments
online. Using a secure and personal section of the website, they can also view test
results and any correspondence between care providers.>? The Haaglanden Medical
Centre in The Hague offers patients full access to their medical records.’> However,
Dutch hospitals are still making very little use of the social media compared to their
counterparts in the United States.> This remains unexplored territory which seems
to offer some interesting possibilities. A hospital can profile itself as a reliable au-
thority on certain conditions and therapies, sharing its knowledge and expertise
with the rest of the field and the general public. During discussion sessions with
patients, it was discovered that this function is actually expected of the hospitals.>
Moreover, interaction can help to strengthen the doctor-patient relationship, as well
as promoting communication between professionals.

Recent years have seen a number of initiatives designed to bring the knowledge and
experience of doctors and patients together within networks which will then pro-
vide support to other users. One example is the Digital IVF Clinic run by Radboud
University Medical Centre in Nijmegen.>® By means of a secure site, network mem-
bers can access relevant information, share knowledge and experiences with each
other, and receive advice and support from specialists. Similar Health 2.0 applica-
tions have been trialled in several other countries, meeting with a positive response
from doctors and other healthcare professionals.>”

Online patient forums are not only a source of information: they can assist the
patient in accepting and coping with his or her condition. The use of social media
changes the role of actors such as doctors and hospitals within the process of in-
formation provision. The social media themselves become an integral part of the
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Patients to rate care
providers
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Health 2.0 than health-
care providers

The government finds
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with Health 2.0

The public demands
transparency

information flows and other communication. Apart from the isolated initiatives
mentioned above, the actors have yet to exploit the full potential of the social me-
dia. This is due to lack of knowledge, time, financial resources and appropriate
strategy.>®

The emergence of review and comparison sites on which patients report their ex-
periences with care providers and award them 'marks out of ten' is likely to influ-
ence the way in which those care providers work.

2.6 The healthcare insurer

Healthcare insurers have long since set up websites to inform their (prospective)
policy-holders about the insurance cover they offer, as well as information on a
wide range of health-related topics. Some now use the social media to maintain
contact with their clients, to gauge public opinion and to attract new customers.

Many health insurance companies (CZ being just one example) allow policy-holders
to log in to a personal account on the corporate website, where they can access
information about their policy and past claims. Some companies have gone even
further and allow clients to view details of payments made directly to the healthcare
provider in respect of treatment. The sites invite clients to comment on the quality
of the care services offered. Information obtained in this way, aggregated across all
policy-holders and presented in the form of rankings, can be used to support the
insurance company's own contracting decisions as well as helping policy-holders to
select the best care provider.

Healthcare insurers, alongside other stakeholders such as patient organizations, are
partners in the creation and maintenance of websites which assist patients in select-
ing the most appropriate care provider, hospital, course of treatment, etc. based on
the actual experiences of other patients.

2.7 The government

The government applies a number of instruments in pursuit of its policy objectives,
which include ensuring the accessibility, affordability and quality of healthcare ser-
vices in the Netherlands. In doing so, the government must constantly adapt to the
changing setting and circumstances. It sometimes has some difficulty in keeping up
with the pace of change. This is certainly true in the case of Health 2.0, which en-
tails exploiting the new possibilities offered by the internet to promote the accessi-
bility, affordability and quality of care by focusing on the patient.

Increasingly, the public demands transparency from all organizations, including the
government. Transparency will serve to enhance public confidence in the govern-
ment; failure to provide information which people consider relevant will have the
opposite effect, fostering only suspicion and mistrust.
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The American website www.data.gov went online shortly after Barak Obama's inauguration
as president of the United States. It sets out to offer as much ‘raw data’ about public ad-
ministration as possible. Anyone can use the information collected by the government for
any purpose. The information is not filtered or processed in any way: it is open, transparent
and universally available. The website is in keeping with President Obama's policy statement
in which he called for fully open government.

It should be noted that there are several ongoing government initiatives whereby
the social media are being used in pursuit of policy objectives. One of the most
significant is the Ambtenaar 2.0 (Civil Servant 2.0) project.®! However, the govern-
ment has yet to apply the 2.0 concept within healthcare-related legislation to any
significant degree. As a result, the main focus of healthcare funding continues to be
the relationship between care provider and insurer. The opportunities to support
cooperation between healthcare provider and healthcare consumer by means of
financial incentives remain extremely limited.

2.8 Moves towards Health 2.0

More rankings

The Dutch current affairs journal Elsevier and the national newspaper Hes Algemeen
Dagblad were among the first media to produce 'league tables' of hospitals in the
Netherlands. They have since been emulated by many other organizations. Some,
such as Stichting Consument en de Zorg (the Consumer and Healthcare Foundation)
have opted to focus on collecting and publishing patient experiences. It may be
expected that a balance will eventually be struck between empirical data, the subjec-
tive information provided by patients and the ratings of fellow care providers.

'Crowdsourcing'

Organizations are increasingly tapping the knowledge of a large group of random
individuals, which may include professionals, laymen volunteers and those with a
passing interest in the topic under discussion. The tasks traditionally performed by
an employee or contractor are thus 'outsourced' to the group or community. This
practice has been termed crowdsourcing (a portmanteau word combining 'crowd' and
'outsourcing') and is based on the ‘wisdom of crowds' philosophy.

Following the devastating earthquake which struck Haiti in January 2010, hundreds of vol-
unteers translated please for help which were received by mobile phone into English and
passed them to the international disaster relief teams at the scene. Thanks to their efforts, a
hospital was able to obtain fuel for its generators within twenty minutes. Similarly, thou-
sands of volunteers joined forces to produce a detailed map of Haiti showing the locations
at which assistance was most urgently needed. The rescue teams could then download the
maps onto their mobile GPS systems and knew exactly where they had to go.%?

Personal Health Record (PHR)

Dutch healthcare providers have been using the 'Electronic Patient Dossiet' (EPD)
system for some time. A number of organizations, both in the Netherlands®® and
major international companies such as Microsoft and Google®, have also intro-
duced a system of 'Personal Health Records' (PHRs) which are maintained by the
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First MOLs, now
POLs

Web 2.0 is not the
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individual user. The PHR can facilitate communication with professionals, particu-
larly in terms of direct patient experiences. Portals are being set up (possibly as an
intermediate phase) to provide patients with online access to their own personal
information, general information about health and healthcare services, appointment
diaries and online contact with care providers.%

Network integration

Many consumers are members of more than one network, since chronic patients
often suffer from several conditions simultaneously (‘comorbidity'). New technol-
ogy enables those consumers to integrate their various networks into one user-
friendly interface.

New 2.0 services

There are new organizations which bring together healthcare providers and health-
care consumers to offer patients greater freedom of choice. One example is
www.zoekPGBZorg.nl.

First MOL.s, now POLs

At present, it is the Medical Opinion Leaders who command greatest authority (and
whose voice is particularly important to the pharmaceutical industry). These 'MOLSs'
are the doctors who are seen as the leading experts in their field. They tend to pub-
lish most frequently in the professional journals and, more often than not, they
hold a seat on the committee of the relevant scientific organization. They are often
invited to speak at medical congresses and their opinions ate also sought by the 'lay
press', i.e. newspapers and general interest magazines.®® Alongside the MOLs, a new
breed is emerging: the POLs, or Patient Opinion Leaders. These are patients who
have considerable experience of living with a particular condition. They know the
practical solutions to the problems and inconvenience which a chronic condition
can entail. They will have considerable influence on public opinion, especially that
of fellow patients, and within the organizations which provide patient care.

Increase in mobile communication

By late 2009, the penetration of mobile internet in the Netherlands was almost
20%. Some 2.8 million Dutch consumers regularly access the internet using their
mobile 'smartphone'.” This represents the continuation of a trend which has been
ongoing for some years. People now have unfettered access to the social networks,
including health-related networks, at any time and from any location. This can be
important in terms of self-management. In many conditions, personal behaviour
has a significant effect on health and wellbeing. This advisory does not examine
specific mobile applications in depth, but must at least mention this 'm-Health'
phenomenon.®

Web 3.0

Web 2.0 remains a largely unorganized collection of files, be they text, audio, graph-
ics or video files. Web 3.0 will bring order to the chaos by means of metadata: in-
formation about information. The web itself will then be transformed into a
'dataweb’, also known as the 'semantic web'. Because items can be tagged and
linked on the basis of their content and relevance, it will be possible to create a
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system of fully personalized care. It will also be possible to quantify the risk of
developing a certain condition on the basis of genetic profiling, with lifestyle rec-
ommendations made accordingly.

2.9 Conclusion

Although the internet offers many opportunities for social interaction, those oppor-
tunities have yet to be fully exploited by the healthcare field. There is very little
interactive communication between professionals and patients, whereupon the
sector can be seen to be lagging behind many others. This situation is not unique to
the Netherlands®, although the use of the social media is certainly far higher in the
United States than it is here.”

At present, we are still in the Health 1.0 situation, in which the internet is primarily
seen as source of information rather than a platform for social interaction and for
exchanging information using the various new media applications (video, audio,
etc.). The sole exception to this statement are the online patient communities.

To date, hospitals have made scant use of the new possibilities. Most innovations
are the result of individual action on the part of motivated, enterprising profession-
als.
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3 The significance of Health 2.0

3.1 Introduction

In Chapter 2, we examined the general setting and a number of ongoing develop-
ments. What will be their implications in terms of Health 2.0? In this chapter, we
first present a number of key features of the possible future scenario for Health 2.0.
However, we cannot claim that this scenario will become reality within the foresee-
able future. This will depend on a number of factors. An alternative scenario is
therefore described in Section 3.3. It is one which represents the further develop-
ment of the current Health 1.0.

Section 3.4 is concerned with the impact of Health 2.0. The likelihood of Health 2.0
actually becoming reality is the focus of Section 3.5. There are, after all, certain
obstacles. The final section of the chapter suggests various measures by which these
obstacles can be removed or alleviated.

3.2 Key features of Health 2.0

This scenario is based on the background study, Health 2.0: it’s not just abont medicine
and technology, it’s about living your life’, produced by Prof. Valerie Frissen. The ideal
Health 2.0 situation will be that in which all the opportunities described in the
study's concluding chapter are fully exploited. However, there are also risks. It is
possible that the 'digital divide' will widen, and with it the gap between the socio-
economic groups in Dutch society. There is a risk of misinformation, and a risk of
personal information being misused. All such threats are also present in the alterna-
tive scenario described in this chapter. The only differences are the likely severity
and the speed at which they will make themselves felt.

Patient-centric care, transparent care, demand-led care, efficient and effective care:
these are the objectives of the scenario described here. We have therefore clustered
the key features of Health 2.0 accordingly.

Patient-centric care

Dignity and respect

Patients must be treated as individuals, with dignity and respect. The patient is a full
partner in the care process, and that process must be appropriate to his or her pet-
sonal identity. Patients must retain full control over their own lives. They must
enjoy freedom of choice with regard to treatment and therapy, the timing of the
various care services and the manner in which the therapy is offered (face-to-face,
e-health applications, etc.). If he wishes, the patient must be able to base his deci-
sions on the experience of patients who are, or have been, in the same position.

The professional as coach and advisor

Healthcare providers practise the profession for which they have been trained.
They must have enough time to answer the patient's questions and explain matters,
building on whatever knowledge the patient has been able to glean prior to the
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consultation. The professional and the patient have different roles, different re-
sponsibilities and different types of knowledge. The practitioner can increase his
professional knowledge by taking part in networks of fellow doctors; the patient
can increase his or her knowledge by taking part in the patient communities and
drawing upon the experiences of people in the same position. Health 2.0 offers the
means for both parties to benefit from each othet's new knowledge, thus creating
added value which will enhance the quality of the treatment process. The tradi-
tional, paternalistic 'do what I tell you' doctor will become a coach and advisor.
Patient and doctor will join in a process of shared decision making. The doctor-
patient relationship will be built on mutual trust.

Transparent care

Ratings of practitioners, therapy teams and care institutions

Those who have received healthcare services will report their experiences of those
services in a structured and standardized way. Systems worthy of consideration
include the Consumer Assessment of Healthcare Providers and Systems (CAHPS)
method™ and the CQ Index’. The aspects most important to patients themselves,
such as the experiences of others and the nature of interaction with professionals,
should be included. Based on such 'consumer reviews' in combination with empiri-
cal and statistical information, patients will be able to make an informed choice of
doctor or treatment team.

Regulation and supervision

Consumers will be able to report irregularities and shortcomings, such as poor
hygiene, using the internet. They can do so through the platforms in which they
take part or using rating sites and suchlike. Healthcare providers will be keen to
ensure that their name does not appear in a negative light on such sites. At the
same time, the providers must enjoy the right of rebuttal or the opportunity to state
what measures have been taken to prevent a recurrence of the situation. This form
of 'social control' will make the work of the Health Catre Inspectorate, the regula-
tory body in the Netherlands, somewhat easier. The Inspectorate will no longer
have to investigate quite so many reports, nor take action to encourage care provid-
ers to resolve undesirable situations quite so often. However, it must also remain
possible for healthcare consumers to report situations directly to the Inspectorate,
which will remain able to impose corrective measures as necessary. Patients will
also play an important part in defining quality indicators.

Demand-led care

Networking

There will be (dynamic) networks for various conditions, each including doctors,
nurse practitioners, pharmacists, patients, etc. Information will be provided, ex-
changed and shared within these networks, perhaps by scientific organizations
which produce 'user-friendly' laymen's versions of their standards and guidelines,
and by patients who share their experiences and opinions of treatment options,
practitioners and healthcare institutions. Pharmacists will be able to answer ques-
tions about the side effects of prescription drugs and any drug interactions. Both
treatment teams and patients will take an active part in these networks, all members
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acting as 'information brokers'. The documents and websites they consider relevant
will be tagged so that others can find them easily using social bookmarking sites.

(Medical) profiles

Healthcare consumers will be able to produce a medical profile which includes
relevant information about themselves and their condition. They can, should they
wish, make the profile fully public or may opt not to do so. There will also be the
option to reveal only selected information. Based on this profile, they can be auto-
matically informed of any new medical advances or new experiences reported by
fellow patients with a similar (risk) profile. This process will gradually lead to fully
personalized advice on lifestyle, treatment and care, and eventually to personalized
treatment in which the patient's genetic profile is also taken into account. The ano-
nymized collation of large numbers of profiles could greatly facilitate medical re-
search dealing with the incidence and prevalence of certain conditions within a
patient population.

Self-management

Chronic patients will become responsible for (part of) their own treatment, which
can be undertaken in the home setting with the support of the professional treat-
ment teams and online platforms. Patients will record information about their
health status (e.g. the results of the daily blood sugar test) and about their therapy
(e.g. medication use), which is then shared with others through the networks de-
scribed above. This will enable patients to compare their situation (including the
therapy) with that of others in the same phase of the condition, the same risk pro-
file or the same comorbidity (e.g. patients with diabetes, depression and heart fail-
ure). The data can be aggregated and anonymized for use in medical research.

Control

Control and direction of the patient's case used to be the sole responsibility of the
doctor. In Health 2.0 this is no longer the case. Healthcare consumers and profes-
sionals will work together as equals with a single objective: to protect and improve
the health of the individual. If the situation demands that someone does indeed
take control and make an 'executive decision', the patient himself or herself should
be the prime candidate. If he wishes, the patient can of course delegate this role to
a member of the treatment team, a relative or some other third party.

Creating strength of demand

Networks of healthcare consumers may well join forces to form a 'purchasing organiza-
tion', as indeed some patient organizations such as the Netherlands Diabetes Associa-
tion have already done. They operate webshops from which members can obtain medi-
cal aids at a discount.” Such purchasing organizations will be in a position to impose
additional requirements in terms of quality and service from suppliers. They will be able
to change the tide from supply-led health services to a fully demand-led system.

User organizations

Healthcare consumers will assume certain tasks from the established representative
organizations. They will exercise a form of supervision of healthcare services by
publicly reporting on their experiences of those services. The traditional role of the
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patient organizations in providing information, representing members' interests and
promoting peer contact will change. They must offer added value over and above
that of the networks if they are to survive.

Efficient and effective care

Professional interaction

Practitioners in the field will use internet forums, discussion groups, etc. to ensure
that their knowledge is up to date, and to call upon the help and advice of col-
leagues when dealing with particularly complex cases. They might, for example,
discuss the most appropriate form of treatment for a patient with special needs.

Electronic Patient Dossiers and Personal Health Records

Professional practitioners will continue to maintain patient records, as required by
law. Those records will be in the form of the standard 'Electronic Patient Dossier’
(EPD). Patients who wish to do so can maintain their own Personal Health Record
(PHR), which might include information about the non-prescription (OTC) drugs
they have taken, the results of tests they have conducted themselves (weight, blood
pressure, blood sugar levels, etc., all of which will eventually be entered into the
PHR automatically by the monitoring devices concerned), and their experiences in
coping with their condition. The Electronic Patient File will be 'synced' with the
Personal Health Record, whereby data can be combined and collated. The patient
will have access to all information in his or her medical records, while the informa-
tion in the PHR will enhance that held by the doctor.

Decision Support Systems

Both doctors and patients will have access to automated systems which will assist in
the decision-making process. Doctors will use such systems in combination with
guidelines and standards made available in digital form, and the patient's EPD.
Patients might use them to decide whether they should consult a doctor about a
particular symptom, and for the purposes of general self-management. A decision
support system of this type is already in use at the heart failure clinic of the Martini
hospital in Groningen.” Moreover, such systems can draw information from EPDs
and PHRs to identify patterns, whereupon it will be possible to offer early treat-
ment or advice to patients with a particular risk profile.

Guidelines and standards

Guidelines and standards will be established by the relevant parties, including doc-
tors, nurses and patients. The process will make use of various resources, including
wikis. The development and use of ‘best practices’ will rely on a participative model
which centres around the healthcare consumer. This will lead to the best practice
which is indeed bes? from the patient's point of view. All team members will work
together to produce the desired result.

Innovative treatment options

Even small groups of patients will combine forces to raise money for research into
rare conditions. They will commission scientific institutes to pursue activities
which, hopefully, will bring the cure for those conditions somewhat closer.
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3.3 An alternative scenario: further development of Health 1.0

One alternative to the scenario outlined in the foregoing section is that in which the

current Health 1.0 situation develops in the direction it has followed thus far,

whereby:

- the healthcare consumer largely limits internet use to obtaining information
about health and health care;

- the healthcare consumer who does share information does so within the context
of a peer group, and mainly with regard to ways of coping with a condition;

- case management remains the responsibility of care providers.

This scenario has the following implications:

Transparency

Factual information about health services

Health services will be made transparent in a 'top-down' manner. Information
about the quality of each hospital's care will be published on the internet, to include
mortality rates and the prevalence of infections such as MRSA, etc. For each practi-
tioner or treatment team there will be details of training and qualifications, how
often they perform certain interventions, and the success rate of those interven-
tions (expressed as a percentage, corrected for population).

The existing institutes will make every effort to collect and publish statistical in-
formation about health services. National projects such as Zichtbare Zorg ('Visible
Care") will be particularly important in this regard.

Ratings of practitioners and healthcare institutions

The existing media, such as Hez Algemeene Dagblad, Elsevier and www.independer.nl
will continue to collect and publish information relating to healthcare institutions
and providers.

Regulation and supervision
The Health Care Inspectorate (IGZ) will continue to supervise health services.
Quality indicators will be devised by the government and professional federations.

Demand-led care

Patient organizations

The institutionalized patient organizations will represent their members' interests
and provide relevant information, such as news of alternative therapies, drugs and
so forth. They will facilitate communication between patients, enabling them to
support each other in coping with the condition in question.

Treatment

Patients will undergo whatever treatment has been prescribed by the healthcare
provider, which may or may not include a 'remote care' component. Insofar as
there is any question of self-management, it will be limited to simple undertakings
and reporting self-administered test results to the physician, with a view to arriving
at the best possible health status.
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Control and case management

In principle, the care provider will be in sole charge of the patient's case. Where
several specialists are involved, one will be expected to assume the role of case
manager. There are, however, certain categories of chronic disease (such as diabe-
tes) in which the patient does have a more significant role to play.

Efficient and effective care

Professional interaction

In their treatment of patients, care providers will seek insight and guidance through
attendance at conferences and symposiums, the traditional (refresher) training
courses, and from written sources, both printed and in digital form. In complex
cases, they will consult colleagues within the same organization or personal ac-
quaintances.

Electronic Patient Dossiers and Personal Health Records

Practitioners will maintain patient notes (as required by law), doing so in the form
of the EPD. This will be the central source of information. Patients may be allowed
to view the contents of the file, perhaps through a secure website. Patients who
wish to do so will maintain a Personal Health Record (PHR).

Decision Support Systems
Doctors will have automated systems to support decision-making.

Guidelines and standards
Guidelines and standards will be devised by the scientific organizations and profes-
sional federations. Input from patient organizations may be invited.

Innovative treatment options

Anyone with a project proposal relating to innovation in health care must apply for
funding to organizations such as ZonMw, the Ministry of Economic Affairs, the
Dutch Healthcare Authority's Innovation Programme, or one of the other tradi-
tional project financiers.

3.4 The impact of Health 2.0

Based on the scenarios outlined above, it becomes possible to answer the policy
questions formulated in Section 1.3 with regard to the impact of Health 2.0 on care
services in the Netherlands and the roles of the various actors.

A comparison of the key features of each scenario produces a good impression of
the likely impact of Health 2.0. The most notable aspect of the new situation is that
the patient really is the focus of all activities. This is no longer an empty promise.
The patient is very much in charge of his or her health, supported by a network of
professionals and fellow patients. This entails a different type of doctor-patient
relationship, one which will benefit both parties. The doctor is now dealing with a
well informed patient and no longer has to explain simple, basic matters. This
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makes his work somewhat more attractive. The patient will have acquired this basic
information from the internet prior to the consultation. He knows at least the out-
line of what is in his medical records, he knows what treatments are possible and
what they entail, and has read about the experiences of patients who are, or have
been, in the same position. Armed with this information, the patient will ask about
any matters which require further explanation. The patient and the doctor can then
make a joint decision with regard to the most suitable treatment plan.

For the patient, it is important that there is a network which includes professionals
and whose members can provide support as and when it is needed. The funding
structure must encourage professionals to take part in such networks. This is a
matter to which the government must devote attention.

If the patient is in charge of his own health and can largely determine how the care
services he needs are to be organized, the structure and funding of the healthcare
system must undergo changes.

In the past, patients with (or at risk of) thrombosis had to report to the clinic for tests,
usually once every two weeks. Based on the patient's INR (‘internationally normalized ratio":
an indication of how quickly the blood clots), the clinic would determine and prescribe the
correct dose of anticoagulants. Today, the patient can perform the same test at home. More-
over, because he can do so more frequently the results are more accurate. The patient's INR
is therefore more likely to remain within the target range than when relying on the fort-
nightly tests at the clinic. Patients do require some prior training in how to perform the test
and interpret the results. They must be able to phone for assistance if necessary. This de-
mands adaptations to the current organizational structure and funding arrangements, but
there is no longer any need for a fully staffed thrombosis clinic.

There are a growing number of technological aids which enable patients to manage
their own condition. Greater patient control and self-management means a shift in
the tasks and responsibilities, not only between professionals (e.g. from specialist to
nurse practitioner) but from professionals to patients or home carers. This clearly
benefits the patient, since care can now be tailored exactly to requirements and he
is less dependent on others. It also benefits society at large, since the costs will be
somewhat lower than when all care is provided by highly-trained professionals. It
also presents a solution to the impending staff shortage in the healthcare sector.
Although it will remain necessary to recruit staff, the number required will be lower
than originally forecast.”

According to figures published by the American Agency for Health Care Research Quality
(AHRQ), seventy per cent of all healthcare costs are incurred further to the management of
chronic conditions.” The number of chronic patients is rising. Within the next few years,
the Netherlands will see a significant increase in cases of diabetes. By 2025, an estimated 1.3
million people will have either type 1 or type 2. By comparison, in 2007 there were 740,000
known diabetics (the diagnosis having been confirmed by a GP), although at least another
250,000 people were suffering from diabetes without being aware of it.”’

If the individual is given the opportunity to take charge of his own health, he must
assume greater responsibility for prevention and for treatment of any condition.
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Based on the care plan agreed with the professional provider, he might for example
regulate the dose of his medication or adjust his diet based on the results of tests he
himself performs at home (e.g. blood pressure, weight, blood sugar level, creatinine
level, etc.). This will foster greater personal involvement and hence lead to better
patient compliance. The various additional aids, such as the Personal Health Re-
cord, online communities and other sources of information (e.g. Wikis) will form an
integral part of this model. The information available serves to educate the patient
and develop skills such as the interpretation of test results. Communication with
regard to self-management will revolve around the Personal Health Record (PHR),
in which the patient records the test results and other relevant information.” The
PHR may also draw upon the information contained in the doctot's records — the
EPD - such as the results of hospital tests.” Because both patient and care pro-
vider have access to all test results, the patient can implement the best possible self-
management regime. The care provider's role is one of 'coach', guiding the process
from a distance. This model includes various feedback moments which result in a
particularly flexible system able to provide fully personalized patient care.

Figure 3.1 (below) shows how the various elements might be combined.

Figure 3.1
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Source: adapted from P.J.M. van der Boog, Gezondheidsmanagementmodel, de patiént centraal.

If the government does indeed wish to place the focus on the patient, it must facili-
tate a number of changes. At present, the structure and funding of the healthcare
system are based exclusively on the 'fixed' relationship between healthcare provider
and healthcare insurer, with little or no opportunity for new market entrants. One
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positive development which has been introduced by the Ministry of Health is the
'functional' funding system based on output criteria. It is no longer necessaty to
determine in advance exactly who is to provide treatment and where, provided it
can be offered in accordance with the established care standards.®’ Where the patient
has an 'in natura' insurance policy (under which insurers pay the care provider directly)
it usually falls to the insurance company to select the care provider. Patients with a
'restitution’ policy (under which the insurance company reimburses all or part of the
expenses incurred by the patient upon presentation of invoices), the patient is able to
choose.

Amendments to current legislation can facilitate the entry of new parties to the market.
According to Christensen ez al., unnecessary costs will be removed from the equa-
tion entirely if the funding system is geared towards the optimal (organizational)
setting in which the care services are to be provided. To achieve this situation,
'disruptive innovators' must be allowed to become involved. Experience has shown
that many existing organizations have difficulty in implementing rigorous innova-
tions.8!

In a Health 2.0 situation, the government will involve the public fully in its work and
deliberations. In regulation and supervision, it is now recognized that the public can
be given a role as the 'eyes and eats' of the authorities or as 'watchdogs', even
though regulation and supervision would appear to be a task for the government
alone. Dutch police already use the new media to involve the public in law en-
forcement, with videos on YouTube and appeals for tips on sites such as Hyves.®

The social media have proven themselves an effective tool in law enforcement. Neverthe-
less, many police stations prevent staff from accessing websites such as GeenStijl.nl and
YouTube when on duty. In June 2008, there was a hostage situation and siege in Almelo.
The name of the person responsible and his motives were published on GeenStijl.nl while
the police were still plodding the streets looking for clues. Messages on Twitter revealed that
the man had obtained the weapon he used from his own son. The police nevertheless had to
prepare a press conference to appeal for information.

Source: report of Regional Security Day, 19 November 2009.83

Similarly, it will be appropriate to examine which aspects of the Inspectorate's work can
be shared with, or delegated to, the public. In some cases, individuals are likely to take
action on their own initiative, 'supervising' the quality of care and more especially the
information relating to that quality. The Inspectorate must devise an appropriate strat-
egy, acknowledging the role of the public and stating the manner in which the social
media can be put to best use.

In other cases, the government itself must take the initiative in using the social media to
support the legislative process. It seems only reasonable that 'patient laws' are framed
with the input of the patients themselves. The process might rely on a wiki, similar to
that used to invite public input on a new police act in New Zealand.?* Recently, the
Dutch government implemented a passive form of public participation. In this trial
project, in which individuals, companies and stakeholder groups are invited to discuss
new regulations in an online forum. The site will remain open for two years, during
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which time everyone can offer their opinions on certain selected proposals.®> The
aim is that all ministries should open at least ten per cent of their proposals for new
legislation for consultation in this way.

The government's communications about the HPV vaccination were restricted to a 'one-way
traffic'. There was a website which presented information but which did not invite comments or
questions. The communication about the HIN1 flu vaccine took a very different approach, with
the government taking a full part in the social debate. The Minister of Health made personal
appearances on television discussion programmes and answered questions submitted by the
public by e-mail. The government also set up a supporting website and even a Twitter account. In
future, the government is likely to use viral campaigns and sponsored links on Google, where-
upon a search for certain keywords will result in the governmental sites being shown first among
the results.

In recent years, accountability, transparency and adequate communication have
become very much more important. If organizations fail to function as they should,
they must face the consequences. This is also true within the healthcare sector, as
illustrated by the publicity surrounding hospitals and homecare organizations which
fail to meet the standards expected of them. When an organization is seen to be
performing poorly, its customers or the general public will demand that the situa-
tion is rectified forthwith. They will use 'naming and shaming' techniques which are
largely beyond the influence of the offending organization itself. It is therefore in
the organization's own interests to preclude this type of reaction by maintaining
consistently high standards.

Can the collapse of a bank be attributed solely to loans made to 'sub-prime' customers five
years ago and a range of dubious financial products? In 2009, the social media played a
significant part in the demise of the Dutch DSB Bank. The victims of the bank's practices
could locate and contact each other very easily using online forums, weblogs, etc. They
could then form a joint opinion and take joint action against the bank. They could also
contact the mainstream media very easily, and vice versa, using resources such as Twitter. As a
result, the entire Dutch public could follow the discussions and form an opinion. When it
was announced in July 2009 that the financial services regulatory authority (AFM) had fined
the DSB Bank for mis-selling mortgage products, there was little or no public reaction. It
would seem that warnings from the regulator have very little impact on consumer behav-
iour.8 However, when a single individual (one Pieter Lakeman) called on all customers to
withdraw their money and close their accounts, thus forcing the DSB into bankruptcy, there
was indeed a massive response. The suggestion spread rapidly via the social media. Within
ten days, customers had withdrawn some 600 million euros. According to media experts, the
DSB bank had failed to communicate, or did too little too late.8” While in the past it may
have been possible to sweep shortcomings under the proverbial mat, this is no longer the
case. Accountability, transparency and adequate communication are essential in maintaining
public confidence in an organization and its products and services.
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3.5 Is Health 2.0 feasible in practice?

Will Health 2.0 become reality?

In the alternative Health 1.0 scenario, the existing facilities will be subject to some
further development. A greater number of hospitals will enable patients to book
their own appointments online (for reasons of both customer service and effi-
ciency: the system reduces staffing costs), hospitals and specialists will allow pa-
tients to consult their own medical records online, and the hospitals will make
greater use of the social media, largely for the purposes of promoting their services
in an increasingly competitive market.

At the same time, it is inevitable that even in this scenario some consumers will
embrace the Health 2.0 concept, encouraged and/or facilitated in patt by the new
possibilities offered by internet technology, and in part by the healthcare profes-
sionals. Unless appropriate measures are taken, this situation could lead to the risks
which accompany Health 2.0 overshadowing the advantages.

"The HPV vaccine has already killed dozens of people and caused adverse health impact in
many thousands more. In literally hundreds of cases, the side effects have been extremely
serious and permanent in nature. From 2009, Ab Klink [the Dutch minister of health] plans
to test an HPV vaccine on your daughters at a cost to the taxpayer of thirty million euros a
year. Secret FDA documents reveal that HPV does #of cause cancet! On the other hand, the
HPYV vaccine alters your DNA, damages the immune system and does cause cancer as well
as infertility. Vaccines contain mercury, aluminium, sodium borate (rat poison) and many
other substances which damage brain cells."

This message?® and many like it calling for people to refuse the HPV vaccine, can still be
found on the internet. Teenage girls have flocked onto Hyves and MSN to discuss the pros
and cons of vaccination. Having read such misinformation (which has no basis in truth
whatsoever), many decided not to have the vaccination. The experts who could have pro-
vided correct information did not become involved in the debate, at least not to any signifi-
cant degree. The take-up rate for vaccination was less than 50%, compared to the prognosis
of 70% to 75%.

It is therefore important that incentives to achieving the Health 2.0 scenario are put
in place wherever possible in order to ensure that full advantage is taken of the
many opportunities. Those opportunities can be seen in terms of prevention as well
as curative care. Health 2.0 applications can be used to promote a healthy lifestyle.®
First, however, it is necessary to resolve a number of obstacles, most of which are
the result of the current organization and funding of the healthcare system.

Obstacles resulting from the organizational structure

Christensen states that there are, in principle, three organizational settings in which
care services are provided.”’ The existing hospitals are organized in such a way as to
solve unstructured problems. To do so, they use the services of specialists who, by
virtue of their training, experience, analytical thinking and problem-solving ability,
can identify the cause of health problems and arrive at a diagnosis. Payment is made
as 'fee for service', since the subsequent processes are not known in advance, nor
how much time and money will be involved. This is, after all, a 'personalized' set-
vice.
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However, it is not only unstructured problems which are solved in those very same
hospitals. There are also a number of routine interventions which could be per-
formed more efficiently if grouped together in a logical fashion. This approach has
been adopted by the independent clinics offering laser eye surgery, hernia repairs,
etc. The processes are then rule-based or evidence-based. Payment is in the form of
a ‘fee for outcome’, whereby a guarantee can also be offered, since all required
interventions are known in advance as is the end result. These are routine activities
which do not differ from one patient to another. Given the nature of these activi-
ties, it is often unnecessary to have them performed by specialists who have under-
gone years of extensive (and expensive) medical training.

A third type of activity is that of networking, whereby people share their knowledge
and activity. There are some foreign healthcare organizations which provide facili-
ties for certain patient groups, such as the American companies dLife.com and
SugarStats.com (for diabetics).”' Dutch counterparts include the Digital IVF Clinic
run by Nijmegen University Medical Centre and ParkinsonNet.”? In general, these
are disease management applications, whereby patients play a significant role in
managing their condition. Payment is usually in the form of a subscription charge
(‘fee for membership’). In the United States, however, other business models have
been applied. Some sites (e.g. PatientsLikeMe.com) are sponsored by the pharma-
ceutical industry, which can then obtain aggregated data about patients' experiences
with their products.

Unnecessary costs can be avoided if the funding mechanism is matched to the op-
timal organizational setting in which the care services are provided.”® At present,
the Dutch healthcare system does not have an 'optimal organizational setting', and
hence the funding system is also not ideal, as discussed in the following paragraphs.

Obstacles resulting from the current funding system

In principle, the 'functional descriptions' included in the Zorgverzekeringswet (Health

Care Insurance Act) enable various types of medical intervention to be included in

the basic (mandatory) insurance cover. The main criteria for inclusion are that the

therapy:

- must be provided in accordance with the latest scientific insights and practice
(i.e. evidence-based);**

- must be of the nature usually provided by a qualified medical practitioner, such
as a doctor.”

Within this framework, some 'innovative' shifts in the actual provision of health

services are possible. For example, treatment "usually provided by a qualified medi-

cal practitionet' need not be provided by a fully qualified doctor but by other pro-

fessionals such as nurse practitioners or physician assistants, provided this leads to

comparable or better results. The same would apply to self-management.

However, this does not mean that the dividing line between what can and what
cannot be included in the basic cover becomes any clearer. It was necessary for the
Health Insurance Board (CVZ) to issue a formal ruling with regard to whether
'chain care' qualifies for inclusion, since there is no mention of the term in the Act
itself. By recognizing chain care as a cohesive, multidisciplinary method of case
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management, or an organizational 'shell' embracing all the care services required by
the patient, the CVZ established that it was indeed eligible for inclusion in the
standard insurance cover.%

It is appropriate to note that, despite the inclusion of 'functional descriptions' in the
Act, the freedom to differentiate levels of fees is relatively restricted. For example,
the essence of the policy introduced by the Netherlands Health Authority (NZa)
with regard to the funding of chain care (as assessed by the CVZ) is that the GP
must continue to play a key role in chain care for diabetes, vascular risk manage-
ment and COPD, even though the terms of the Act itself allows insurers to enter
into contracts with new market entrants, whereby nurse practitioners would work
alongside other relevant medical specialists.

There are many organizational aspects involved in Health 2.0, but the concept is
not the same as chain care given that in many cases there is not only a one-to-one
relationship between care provider and patient but a relationship between several
care providers and patients. The current healthcare funding system is not entirely
appropriate to Health 2.0, in which patients themselves have a significant part to
play. The implementation of Health 2.0 calls for a different infrastructure and dif-
ferent business models, both of which will be difficult to attain unless the current
funding arrangements are radically overhauled.

All hospital processes in the Netherlands now fall within the diagnosis-behandeling
combinatie (diagnosis-treatment combination) or DBC system. All required activities,
from diagnosis to final outcome, are charged as an all-in 'package deal'. In fact, the
fee is made up of two main components, Segment A and Segment B. The level of
Segment A charges is set by the NZa; Segment B charges are set by the hospital
itself and there is room for negotiation in the interests of competition.

At present, the freely negotiable Segment B accounts for some 34% of the total
DBC charge. The government wishes to increase this percentage to 65% to 70% by
2011 in order to allow market forces to play an even greater role in the health sys-
tem.

If this DBC system is retained, the existing institutions will continue to receive the
same financial rewards, even though they will be required to provide fewer services.
This is because the DBC is indivisible; the health insurer buys it as a package and
cannot opt to buy one component of that package elsewhere, even if that compo-
nent is of the same quality but less expensive. Accordingly, new market entrants can
only serve to push prices up when people opt to make use of their services.

A patient who has undergone a kidney transplant must return to the hospital around twenty
times to have his or her blood pressure and creatinine levels tested. However, it is perfectly
possible to measure one's own blood pressure at home, and there are now do-it-yourself
creatinine tests too. When responsibility for testing shifts to the patient, the income of the
professionals will fall — unless the specialist is paid for the tests anyway as part of the 'diagno-
sis-treatment combination'. This is cleatly unjust when the patient is doing all the work.
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Innovations can be funded under the existing NZa incentive scheme, provided the
innovation relates to care provision itself. New products, medical aids, organiza-
tional costs and ICT do not automatically fall within the scope of that scheme,
unless they are an integral part of an innovative form of care provision. Note that
the funding is not in the form of a grant: it entails an agreement between health
insurer and healthcare provider whereby the latter may experiment with a new form
of service and charge the costs to the insurer. Moreover, such funding is temporary
in nature, offered for no more than three years. It will only be granted to projects
which involve a direct partnership between health insurer and healthcare provider.
The two parties enter into a contract at the local level. Once the three-year period
has elapsed, further funding of the new service is likely to be problematic, as even
the General Court of Audit notes in its report Zorg op afstand (Remote care').”” The
majority of projects to date have been concerned with diabetes.

Cooperation and coordination, as in chain care or network care, can in principle be
funded in one of two ways: via the existing innovation incentive scheme (insofar as
the project falls under the heading of 'healthcare setvices'), or by means of a per
capita payment, being the maximum fee (established by the Ministry of Health and
NZa) which the contractor may charge a health insurance company for providing
all necessary care services to one patient for the period of one year, provided such
services fall under the established definition of 'care’ provided by the Wes Marktor-
dening Gegondheidszorg (Health Care Market Forces Act; WMG). The per capita pay-
ment is therefore another form of all-in fee. The CVZ is currently examining
whether cooperation between several parties within this system can be defined as
'care’ in the meaning intended by the Act. If so, it seems likely that cooperation in
the context of Health 2.0 would also fall under the same definition. However, this
remains to be seen.

The only form of cooperation which is recognized under the current innovation
scheme is that between registered care providers. Cooperation between doctor and
the lay patient is therefore excluded. Of course, all contacts between them can be
legitimately regarded as a 'consultation', whereupon the doctor can charge the usual
fee. However, it would be appropriate to establish a scale of fees depending on the
intensity of the contact. This seems a particularly awkward construction, not least
because within networks there is no clear one-to-one relationship between doctor
and patient. Rather, there is a 'many-to-one' relationship.

Prevention is an important component of the network care which typifies Health
2.0. Where prevention measures are directly related to health care, they do indeed
fall within the scope of the Health Care Market Forces Act. When prevention
measures address the population as a whole, they do not and the NZa is not able to
set performance targets or indicators. Prevention measures within Health 2.0 must
therefore be funded, at least in part, under other regimes.

It is uncertain whether healthcare insurers are genuinely interested in innovation. In
most cases, it seems likely that they are not since innovation will lead to additional
costs: there is no substitution possible. The DBC therefore remains indivisible,
even though it may be possible to contract one or more components elsewhere at
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lower costs for the same quality. Similarly, the fact that policy-holders are able to
move from one insurance provider to another each year is a perverse incentive for
the insurers. Why should they invest in prevention if their customers are going to
take their business to a competitor? Of course, one reason for doing so would be
market differentiation — to stand out from the competition — but then the returns
must outweigh the costs.

The current transition phase, in which funding relies partly on the DBC system and
partly on the old budget parameters, stands in the way of new developments. Even
if some components of the diagnosis-treatment combination could be provided in a
different way (more patient-friendly, more cost effective, etc.) by a new market
entrant or by the patient himself, this would have no effect on the cost price of the
DBC (except in the negotiable Segment B) or the budget. Take the example of
laboratory testing by a new market entrant unconnected with the hospital itself: this
would not affect the price of the DBC in the hospital, which is cast in stone. It is
currently not possible for a GP to open a DBC case and contract a certain service
from an institution without that institution also opening a separate DBC for the
same patient and the same condition. The professional organizations are unwilling
to rectify this situation, since it would erode their members' income.

The NZa has proposed that proportion of the DBC fee which falls within the nego-
tiable Segment B should be increased to 50% in 2011.98 In fact, it is the care ser-
vices within this segment which represent the best opportunities for patient choice,
and in which Health 2.0 applications are particularly relevant. This applies to a
lesser degree to the A segment, which is more concerned with acute care and clini-
cal care at the very highest level.

The NZa is constrained by the Health Care Market Forces Act, a fact which se-
verely limits its scope. In practice, the NZa can do little or nothing to empower the
patient (financially or otherwise) with regard to the regulatory principles. Under
current legislation, the NZa must limit its activities to regulating the fees charged by
healthcare providers and setting the performance levels which qualify the institution
to receive those fees. As a market party, the care providers retain considerable in-
fluence. Innovations on the part of new market entrants will not be in the best
interests of the professional organizations if tasks and responsibilities shift from
one specialist to another, to the GP, nurse practitioner, physician assistant or pa-
tient. Such innovations would erode both income and status. The relevant policy
still includes 'face-to-face' contact, which therefore becomes the definition of a
professional consultation. The established care providers do not wish to alter this
situation. In any event, it is likely to be a very long time before the professional
organizations agree to even consider doing so.

'MinuteClinics' are walk-in centres offering first-line healthcare services in the United States.
They are staffed by nurse practitioners and physician assistants who use digital patient files
and decision support systems to provide evidence-based first-line care at a very much lower
cost. Patients rate both the quality and the "patient-friendliness' of the clinics as excellent.”
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To summarize, ‘disruptive innovations’ in the healthcare sector are virtually impos-
sible under current legislation and regulatory arrangements, given the power and
influence they accord the professional organizations. We may conclude that any
change to the situation forms a threat to the established order and vested interests.
Any shifts in responsibility, and hence income, are bound to meet with opposition
from the groups which have most to lose in terms of money, status, etc. In a
broader context, we can also state that the culture of the entire Dutch healthcare
system is not geared to change.

On the demand side, healthcare consumers are still uncertain what new possibilities
can or will be offered by the internet. It is essential that public awareness is raised
and that people acquire the skills required to take advantage of the new opportuni-
ties. They must also be taught to cope with the limitations of the medium: how to
recognize misinformation and how to prevent any personal information they en-
trust to the internet being misused, for example.

Obstacles

The obstacles to the development of Health 2.0 may therefore be listed as follows.

- The current organizational structure and funding arrangements are geared to the
current Health 1.0 scenario and are inadequate to meet the requirements of
Health 2.0.

- The institutionalized professional organizations, which are not inclined to adapt
to new circumstances, have much to gain from retaining the Health 1.0 situa-
tion. The Health 2.0 situation in which the consumer is in charge would render
the organizations 'surplus to requirements' if they fail to amend their strategy
accordingly.

- Field parties (hospitals, doctors, the Health Care Inspectorate) seem disinclined
to promote transparency.

- The culture within the healthcare system is not geared to change.

- Healthcare consumers are not fully aware of the opportunities and threats rep-
resented by Health 2.0.

- Patients take greater heed of the threats rather than the opportunities:

Accountability and responsibility do not appear to be adequately defined in
the Health 2.0 situation.

Because everyone and anyone can become an information provider in the
Health 2.0 situation, there is a greater likelihood of misinformation being
published.

The added value of Health 2.0 outweighs the interests of personal privacy.
As people forgo part of their privacy as a result, others may misuse personal
information.

In practice, only a small proportion of healthcare consumers will become
fully active participants in Health 2.0 by generating content. They will indeed
benefit from the new possibilities, but this will be at the cost of other groups
such as those with a lower socio-economic status. It is essential to ensure
that the digital divide is not widened by Health 2.0.
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Conclusions
If the advantages offered by Health 2.0 are to be exploited, certain measures must
be taken. Those measures will affect the feasibility of the entire Health 2.0 scenario.

If the measures are not introduced, the alternative Health 1.0 scenario appeats to be
more likely. However, certain measures will also be required in this scenario in
order to preclude the negative effects of a partial and fragmented implementation
of Health 2.0.

3.6 Possible measures

In principle, it is for the participants themselves - the general public — to realize
Health 2.0. By taking part, people will gain authority and responsibility. Unfortu-
nately, participation is not an option for everybody. Some people will be excluded
due to poor (computer) literacy while, ironically, others will be unable to take part
for health reasons.

It is not in keeping with the '2.0' philosophy for the government to impose, ot even
actively promote, Health 2.0. This is a matter for society itself. Nevertheless, the
obstacles must be removed, and this is indeed a government responsibility. The
prime requirement in this respect would seem to be the introduction of an appro-
priate funding structure.

The manner in which doctors are paid is currently concerned with the curative
process. Insurance companies will pay for an amputation as a result of diabetes, but
they devote little or no attention to promoting the health of their policy-holders to
prevent the situation from getting this far. Patient compliance and lifestyle are
widely believed to have little short-term effect, but can be extremely important in
the longer term. Networks of patients, private individuals and doctors can offer a
solution. However, the services have to be paid for, in most cases by means of a
subscription (‘fee for membership").

In practice, prevention meets cure when the healthcare insurer is also the healthcare pro-
vider, as in the case of Kaiser Permanente in the United States. Another possibility is to call
upon a ‘disease management network’ which takes responsibility for the health of its mem-
ber patients, as in the case of another American organization, Healthways.!®0 Healthways
employs a team of nurse practitioners who maintain contact with patients and teach them
how to monitor their own condition. Employers hire Healthways to keep their chronically ill
staff in the best possible state of health, paying a set annual premium for each employee
registered on the scheme.

There are two types of solution: 'rigorous' (the system is radically and immediately
altered) and 'gradual’ (the existing system is adjusted over time.)

Rigorous solutions would include:

1. Introducing market incentives which would enable private sector companies to
form integrated healthcare organizations, staffed by all professionals relevant to
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the condition(s) being addressed, all of whom will be on the payroll of that or-
ganization. This resolves the problem of the benefits being derived by those
who do not bear the burdens. The organization will be concerned only with
outcomes. This is analogous to Kaiser Permanente in the USA.

Giving chronic patients the option of a 'Personal Healthcare Budget', as already
available to some categories of patients under the Exceptional Medical Ex-
penses Act (AWBZ). The patient is then in control and decides how and where
the budget is to be spent. Of course, the patient will be able to delegate these
decisions to someone else, possibly a healthcare provider (with whom agree-
ments will be made with regard to the mutual expectations).

There has already been a limited trial of Personal Budgets under the Health In-
surance Act (for the visually handicapped, for example), a report of which has
been published by the NZa.!%! The trial was not a success: health insurers im-
posed so many conditions that it became virtually impossible for patients to ex-
ercise any freedom of choice for fear of incurring additional costs.

Gradual solutions might include:

1.

Encouraging insurance companies to include the membership fee for a social
network in their standard cover, as they already do in the case of membership
of a patient association.

Setting fees to be paid to professionals in respect of their participation in social
networks.

Introducing a system of 'functional funding' in the extramural care sector. (In
fact, moves in this direction are already ongoing.!??) Payment is made not for
all the various individual interventions, examinations, prescriptions etc., but for
an all-in package of care for each type of patient. In the first instance, the sys-
tem is being introduced with respect to diabetes and cardiovascular risk man-
agement. COPD and heart failure will follow. Care providers provide the actual
treatment as required. One care provider, perhaps the GP, takes on the role of
'contractor’. He receives the total budget which he then divides among the
other providers. This system does attract some criticism. Health 2.0 entails full
equality of all actors. In principle, the patient himself should be in charge. This
does not mean that he should necessarily receive a personal budget which he
himself controls: an individual budget administered by someone else is also an
option.

Other 'self-management' packages (yet to be defined) could be included in the
standard health insurance cover, just as 'prevention of diabetes' and ‘prevention
of overweight' are now recognized as healthcare interventions in their own
right.

Extend the current innovation incentive scheme whereby Health 2.0 innova-
tions including projects involving interaction between the patient on the one
hand and the insurer or healthcare provider on the other become eligible for
funding. Given that the adoption of an innovation often takes over ten years!'®
it seems appropriate for the scheme should be extended by a substantial de-
gree.

Extend the freely negotiable 'Segment B' category of health services, where-
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upon insurers will have greater scope to address the wishes of their policy-
holders. For institutions and insurers alike, it will be more interesting to ex-
periment with innovations within the 'B' Segment than in the 'A' Segment,
since it will be easier to achieve market differentiation and all benefits flow
back into the organization (assuming a successful outcome, of course).

In addition, measures will be required to remove or mitigate the risks that Health 2.0
entails:
- Itis important to ensure that certain groups who are particularly active in
Health 2.0 do not enjoy better access to good care services than those who are
not. In fact, Health 2.0 need not lead to any greater divide between the 'haves'
and 'have nots'. The use of the new media can itself help to reduce this divide.!%
For example, health advice can form part of short films and (interactive) games.
- The risk of misinformation must be reduced, as must that of personal informa-
tion being misused.

It is well known that the internet contains a large quantity of unreliable informa-
tion. By the very nature of the medium, it is impossible to exclude such information
altogether, whereupon it becomes extremely important to ensure that the organiza-
tions and people who enjoy public trust — as many healthcare professionals do —
participate in the networks and are on hand to offer patients accurate information.
Doctors may refer their patients to the websites of such organizations during a
consultation, while the health-related networks can include links to the relevant
information.

It is also important to prevent the misuse of personal information. Members of the
public can assist by ensuring that their personal details are not made available to all
and sundry. On the other hand, the same members of the public are required to
provide personal information to countless organizations, whereupon it is relatively
easy for those in possession of the information to collate and combine data. This
may be very difficult to prevent, but the government can at least ensure that the
information in its possession remains private and secure. Health insurers are
obliged to accept any new client, regardless of his or her health history. Even if the
insurer has information to suggest that the prospective client has made many claims
in the past, that client must be offered cover. As the main collector of sensitive
information, the government has a duty to set a good example.
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4 Recommendations

4.1 Introduction

Health 2.0 places the patient centre stage: the focus of all activities. Its adoption will
fulfil the government's long-held policy objective of a truly patient-centric, demand-
led health system.

As we saw in Chapter 3, Health 2.0 offers a potential 'win-win' situation for patients,

healthcare professionals and government alike:

- The patient can match healthcare services to his actual requirements. He will
enjoy greater opportunities for self-management, with support available as nec-
essary. Through participation in the social networks, he will devote greater atten-
tion to prevention, thus reducing the risk of ill health in future.

- The professional will be dealing with a well-informed and committed patient,
which will make his work more attractive.

- A more committed patient who adopts healthy lifestyle choices, is more compli-
ant with medical advice and who self-manages his own health will help to stem
the ongoing increase in healthcare costs. The demand for new staff will be lower,
as will the demands on the time of existing staff.

As we also saw in Chapter 3, the most likely future scenario is a further develop-
ment of the Health 1.0 situation #n/ess certain measures are put in place. Even so,
there will be efforts to implement Health 2.0 on the part of both public and profes-
sionals. Patients are already particularly active within online communities and their
use of general social media can only increase. They have seen the developments in
other countries such as the United States, where numerous Health 2.0 applications
are now available, and they wish to help the Netherlands follow suit. Similarly, pro-
fessionals with an innovative outlook will strive to establish the patient (or the pa-
tient's health) as the focus of their activities, and will wish to be compensated ac-
cordingly. They will no longer rely on treating those who are ill as their sole source
of income.

The aim must be to combine all the positive elements of Health 1.0 with those of
Health 2.0. In Health 1.0, it is the professional who possesses the scientific knowl-
edge and expertise, and who makes this available by means of the hospital website,
videos and podcasts about certain types of operation, and blogs describing new
technologies.!® In Health 2.0, this knowledge can be combined with that of patients
themselves, gained through experience. The ideal outcome is a perfect synthesis of
1.0 and 2.0. As it is, patients are now generally far better informed and are likely to
become more discerning as a result. They must be able to retain confidence in the
healthcare system.

In sectors other than healthcare, the adoption of Web 2.0 scenarios is likely to be
more rapid, since new entrants do not face the difficulties created by the complex
funding structure of the health sector. However, it is not only the patients and pro-
fessionals who stand to benefit from Health 2.0. The government will also do so,
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whereupon it is in its own best interests to remove or mitigate the obstacles to
Health 2.0 and to oversee its smooth implementation.

4.2 Recommendations for all actors

All actors must realize that a development is under way which demands thought
and attention. Those who fail to respond adequately will find themselves in a pat-
ticularly difficult position. Health 2.0 offers clear advantages which should be ex-
ploited.

Recommendation
Healthcare providers, insurers and the government must make greater use of the
social media in order to provide information in a suitably transparent manner.

One of the possibilities open to the government is to publish information, includ-
ing reports which are relevant to the individual consumer or patient, freely on the
internet in a 'user-friendly' form, thus encouraging public debate. By remaining fully
transparent and taking part in that debate, the government will retain or regain
public confidence.

Recommendation

Healthcare providers, insurers and the government must make greater use of the
social media to involve patients, policy-holders and the general public in the formu-
lation of new policy.

4.3 Recommendations for the government

Health 2.0 offers new opportunities to attain the government's stated policy objec-
tives in terms of patient-centric, demand-led healthcare services of extremely high
quality, while also gaining possibilities for better cost management. It is therefore in
the government's own best interests to act upon these opportunities. If it fails to do
so, there could be problems. The HPV vaccination programme provides a striking
example. On that occasion, the government was able to learn from its mistakes, as
demonstrated by the far more effective communication about the HIN1 flu vacci-
nation.

Recommendation

The government should take an active part in the social networks, both to demon-
strate its involvement and to enrich the discussions by contributing objective in-
formation.

The healthcare sector has stated that financial obstacles stand in the way of innova-
tion in general, and the adoption of Health 2.0 in particular. The Ministry of Health
contends that current legislation allows for far more opportunity for innovation
than the field itself seems to believe. There are indeed some real obstacles and
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some assumed obstacles. However, the main problem would appear to be a culture
which is not geared to innovation. As stated in Chapter 4, the existing institutions
seem to have great difficulty in adopting any rigorous innovations. It is therefore
important for the government to communicate clear why the supposed financial
obstacles are not really obstacles at all. In addition, the existing NZa innovation
incentive arrangements should be extended in order to enable the ongoing funding
of Health 2.0 applications with clear added value.

Recommendation

The government should provide ongoing funding for any healthcare innovations
with clear added value, whereby the traditional relationships between the actors in
the field will change and the focus will shift to the 'empowered patient'.

This recommendation entails:

- Encouraging the extension of the NZa innovation incentive scheme, so that
Health 2.0 innovations which can create greater patient value by means of pa-
tient-centric cooperation between patients and consumers can be adequately
funded. It will then not be only projects involving the healthcare provider which
become eligible for funding, but also those involving the patient and the insurer,
or the patient and the healthcare provider.

- The introduction of financial incentives which will promote a culture of innova-
tion in the healthcare sector. This requires the abolition of the current 'perverse’
incentives which discourage professionals from implementing innovations be-
cause they derive pecuniary advantage from retaining the traditional, now out-
dated, procedures.

- Introduce means (in terms of both fees and their inclusion in insurance cover)
by which professionals can be properly compensated for their participation in
Health 2.0 applications which promote patients' health but which are currently
excluded from the definition of 'care services' under the strict letter of the law.
This has recently been achieved in the case of chain care.

4.4 Recommendations for other actors

It is not only the government which must consider the implications of Health 2.0:
all other actors must do so and they must decide how to respond. They must de-
termine how they can use the social media in order to attain their objectives. Ex-
perience in the private sector demonstrates that failure to respond to social devel-
opments can place continuity in jeopardy. !

Patients require reliable and accurate information, and expect health professionals
to provide it. This demands both a Health 1.0-style approach, with authoritative
websites offering factual information about certain health conditions, together with
a Health 2.0 approach which also draws upon the experiences of patients them-
selves.
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Recommendations for healthcare providers

1. Healthcare providers must use the social media to optimize patient contact.

2. Like consumers, healthcare providers will derive significant benefits from the
health management model described in Section 3.4 above. Accordingly, con-
sumers and providers must work together to implement a system of 'shared
care'. The providers should be encouraged to develop and implement care stan-
dards and appropriate self-management regimes.

Self-management opens up many interesting opportunities in healthcare. It is largely
a question of lifestyle management, of prevention to reduce the demand for profes-
sional care services, and of patient autonomy. As we have seen, self-management
can also serve to reduce costs. It will clearly be of interest to health insurers if
much of the professional support that patients require can be offered by nurse
practitioners. Some of that support may even be provided by communications pro-
fessionals, as interaction becomes more important to both the health system and
the individual patient (in terms of personal attention, help in finding the most ap-
propriates sources of information and networks, etc.)

Recommendations for healthcare insurers

1. Offer policy-holders appropriate facilities:

- by providing full and transparent access to information about the services pro-
vided, all including payments made in respect of the patient's treatment, so that
they have a better understanding of the costs involved and can take appropriate
action;

- by enabling them to share their experiences of healthcare services. This will
assist in the insurers' purchasing decisions;

- by reimbursing the cost of policy-holders' use of Health 2.0 networks (just as
membership of patient organizations is already covered).

2. When contracting functional care services, impose conditions and criteria with
regard to:

- self management, which should be a substantial component of the treatment
protocol of care standard,;

- communication between healthcare providers and consumers which relies on
the social media;

- setting a deadline for full compliance with these and other conditions.

There are several sectors in which a clear shift in the roles of service provider and
client has been observed. Clearly, healthcare professionals will continue to play an
extremely important and valuable role. However, consumers can do much to bring
about a shift of responsibility from the professional to the individual. Their part
will begin with effective lifestyle management to reduce the likelihood of requiring
medical care in future. It will also involve certain 'administrative preparations' prior
to a consultation, such as completing and submitting standard forms and intake
questionnaires online (which is already standard practice in many other sectors.) In
many conditions, such as diabetes and COPD, modern technology has greatly en-
hanced the opportunities for self-treatment at home.
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At the end of the day, it will be the consumet/policy-holder/patient who will de-
cide whether Health 2.0 becomes a reality, and how quickly it does so. It falls to the
other actors to remove or mitigate the obstacles. Patient organizations also have a
role to play in this regard.

Recommendations for patient organizations

1. Ensure that patients with comorbidity are not treated for each condition sepa-
rately, but promote cooperation to provide an integrated approach which also
interlinks the various condition-specific web applications.

2. Take action to narrow the 'digital divide' between those who have internet ac-
cess and/or the approptiate skills and those who do not, thus enabling as many
people as possible to derive the benefits of Health 2.0.

3. Encourage the use of Personal Health Records for the purposes of self-
management.

The Council for Public Health and Health Care

(N

Rien Meijerink, Pieter Vos,
Chair General Secretary
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self-monitoring equipment. If any abnormalities are noted, the DSS determines
whether the patient should contact the clinic.

The Council's 2010 advisory on labour-saving technology will examine this
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The Mayo Clinic in the USA is a prime example of a hospital which has em-
braced the use of the social media. See:
http://www.mayoclinic.org/blogs/index.html
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