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Abstract

:

Sustainability is momentous for the appropriate functioning of health care systems. In fact, health and sustainability are two strictly related values, which could not be separately sought. While studies discussing the contextualization of this issue with respect to the distinguishing attributes of health care systems are rapidly blooming, there is still little agreement about what is ultimately meant by sustainability in the health care arena. On the one hand, attention is primarily focused on the proper use of available financial resources; on the other hand, people engagement and empowerment are gradually arising as a crucial step to enhance the viability of the health care system. This paper tries to identify, from a conceptual point of view inspired by the European integrative movement, the different shades of sustainability in health care and proposes a recipe to strengthen the long-term viability of health care organizations. The balanced mix of financial, economic, political, and social sustainability is compelling to increase the ability of health care organizations to create meaningful value for the population served. However, the focus on a single dimension of sustainability is thought to engender several side effects, which compromise the capability of health care organizations to guarantee health gains at the individual and collective levels. From this standpoint, further conceptual and practical developments are envisioned, paving the way for a full-fledged understanding of sustainability in the health care environment.
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1. Introduction


The ongoing scientific and technological progress throughout the 20th century and at the beginning of the 21st century significantly has enhanced the ability of health care systems to meet the growing health needs and expectations of the community [1]. Inter alia, these advancements have allowed Western European countries to strengthen their welfare systems, introducing more extensive and generous health protection and health promotion services in order to merge two concurring aims: (a) improving the well-being of the population served and (b) increase the political legitimacy of governing bodies [2]. Nevertheless, the acceleration of scientific and technological developments requires the allocation of additional resources to the health care budget: this circumstance struggles with the financial and social challenges raised by the waxing globalization [3]. In fact, globalization entails a gradual shift of available resources from Western developed countries to emerging and developing economies, thus impairing the ability of the former to sustain their well-established and comprehensive welfare systems [4]. The recent financial crisis further exacerbated this situation, stimulating Western European Countries to embrace austerity measures in an attempt to save resources and to address them to short-term interventions aimed at boosting economic growth [5]. The attachment of the “sustainability” label to this kind of measures has produced a lot of confusion [6]; in particular, it has led to conceive sustainability as a constraint, rather than a requisite for the appropriate functioning of the health care system: it restrains the generosity and the comprehensiveness of welfare services provided to citizens and impoverishes the health conditions of the whole population in an attempt to restore financial and economic equilibria.



In light of these considerations, it is not surprising that scholars are paying growing attention to the adaptation of the “sustainability” concept to health care systems [7,8]. As argued by Guidotti [9], sustainability and health should be understood as two strictly related constructs: on the one hand, it is argued that “…health is automatically improved by commitment to sustainability”; on the other hand, it is assumed that “…sustainability provides a framework within which health gains and reduction in health disparities is possible and greatly facilitated” (p. 357). Conceptual and empirical studies investigating the interdependencies between health services’ provision and sustainability promotion—at both the strategic, organizational, and management levels—are rapidly blooming. As highlighted in Figure 1, a compound search for “sustainability” and “health care” in the field “Article Title, Abstract and Keywords” of Elsevier’s Scopus®—one of the largest citation databases currently available—revealed that more than 7500 papers dealing with these topics have been published in the last 30 years, with a spiralling growth since the beginning of the 21st century.



Nevertheless, there is a limited agreement within both the professional and the scientific literatures about what is ultimately meant by sustainability in the health care context, as well as about the interventions that should be implemented to improve the long-term viability of the health care system [10,11]. Firstly, it is not clear how sustainability—as an overarching concept—could be defined to make it more manageable by policy-makers and administrators [12]. Secondly, it is not easy to obtain a thorough and meaningful assessment of sustainability-related issues in the health care environment; rather, synthetic and consistent scales addressed to measure the degree of sustainability of health care structures and practices are missing [13]. Thirdly, it is possible that both communication and perception biases prevent the appropriate communication of sustainability-related issues among relevant stakeholders, such as policy-makers, managers, patients, and citizens; on the opposite, sustainability generates various emotions and feelings in different categories of stakeholders [14]. Lastly, yet importantly, the rooting of these biases is able to impede the process of organizational and cultural change brought by sustainability initiatives; moreover, such biases nourish unsustainable behaviors, which impair the viability of health care organizations [15].



Sticking to the definition proposed by the World Health Organization (WHO) [16], sustainability broadly involves the “…ability to meet the needs of the present without compromising the ability to meet future needs” (p. 5). Embracing this perspective, sustainability implies the capability of health care organizations to effectively use available resources to optimize health services’ provision and improve achievable health outcomes [17]. This circumstance has a twofold implication in terms of intergenerational equity: in the first place, the effective use of current assets reduces the use of loan financing to subsidize health services’ provision; in the second place, the health gains achieved through appropriate access to care empower the current population to produce greater value for forthcoming generations.



At the system level, this requires the achievement of financial sustainability [18]. In general terms, financial sustainability engenders the enhancement of the health care system’s long-term capacity to collect an adequate amount of financial assets to face the three major challenges that, nowadays, strain the proper functioning of health care organizations across the world: (a) the increasing financial pressures generated by the widespread diffusion of health-related technologies and innovations [19]; (b) the need for timely institutional, structural, and management changes brought by the epidemiological transition toward the prevalence of long-term diseases [20]; and (c) the growing health needs expressed by the community, due to the gradual—but steady—process of population ageing [21,22]. It is worth noting that the effective use of available resources depends, at the organizational level, on the accomplishment of economic sustainability [23], which derives from the improvement of health care providers’ ability to maximize the value they are capable to obtain from the provision of health services [24]. Obviously, value maximization is realized by avoiding the misuse of current health-related resources and promoting patients’ appropriate access to care [25].



The mix of financial and economic sustainability has been variously considered to be the silver bullet to overcome the current period of distress and management difficulties faced by health care organizations in Western Countries [26]. Actually, the attainment of financial and economic equilibrium is variously thought to enact a virtuous and self-nourishing cycle of: (a) cost reduction in the delivery of care; (b) increased quality of health services; and (c) better health outcomes [27,28]. In turn, the interplay between these factors contributes to the viability of the health care system. However, the exclusive focus on financial and economic issues is not consistent with the interpretation of health care as a complex adaptive system [29,30]. In fact, health care systems are not characterized by single points of control. On the opposite, they are likely to show unpredictable and uncontrollable emergent behaviors [31]. Therefore, the assumption that sustainability at the financial and the economic levels is sufficient, on its own, to enhance the effectiveness of the health care system and to overcome the momentous challenges which affect the performance of health care organizations neglects the wicked nature of sustainability-related issues [32,33]. In this case, they are depreciated as mere tame problems [34], which are described by easily definable elements and may be solved by strategies which are objectively verifiable and replicable [35]. Nevertheless, as compared with tame issues, wicked problems have no definite formulation, evolve and mutate over time, and cannot be settled by clear-cut and generalizable solutions [36,37].



Recognizing both the complex nature of health care systems and the wicked nature of sustainability challenges [38], this paper attempts to illuminate the different shades which concur to frame the idea of sustainability in the health care environment. In addition, it tries to provide some food for thought for both policy-makers and managers to mold the future shapes of the health care system. For this purpose, a conceptual perspective is adopted. In the first step, sustainability itself is presented as a multifaceted and evolving concept, which should be comprehensively appreciated in order to improve the ability of health care organizations to generate meaningful value for the community. In light of this conceptualization, a recipe to enhance the long-term viability of the health care system is suggested, striving to account for the different shades that compose a sustainable health care system.



The paper is organized as follows. Section 2 delves into the multifaceted interpretation of sustainability, shedding light on its financial, economic, political, and social components. Section 3 emphasizes that focused interventions intended to boost sustainability at only one level are likely to produce relevant side effects on the appropriate functioning of health care organizations; these negative effects should be promptly recognized and curbed, in order to avoid unforeseen negative effects on patients’ equitable access to care. Sticking to these arguments, Section 4 provides a brief overview of policy, organizational, and management interventions which could be implemented to increase the long-term viability of the health care system and, therefore, to enhance individual and collective well-being. Section 5 briefly discusses the need for a multi-layered approach to address sustainability-related issues, suggesting several streams for further developments. Also, it summarizes the main implications which could be drawn from this conceptual study, stressing the fundamental role of sustainability in crafting the health policies and strategies of the future.




2. Highlighting the Different Shades of Sustainability in Health Care


As anticipated in the introductory section, a multifaceted understanding of sustainability is required to comprehensively account for its distinguishing attributes as well as for its potential implications in the health care organizations’ ability to produce meaningful value for the community. The different shades of sustainability are peculiar in their definition, assessment, communication, and implications for relevant stakeholders. It is worth noting that the mutual and evolving interdependencies between the different shades composing the sustainability concept are at the basis of the wicked nature of this issue. Such a wickedness is thought to generate huge and unpredictable consequences on the long-term viability of health care organizations, with direct and indirect drawbacks at both the individual and the collective levels.



2.1. The Conventional Shade: Financial and Economic Sustainability


Caught in the stranglehold of increasing health needs and spiralling costs, health care systems in Western Europe are facing a troublesome scenario [39,40]. Various drivers concur in worsening this situation. The joint effects of population ageing, epidemiological shift, and scientific progress trigger an increasing demand for health-related services, putting under stress the health care organizations’ responsiveness [41]. In most of cases, the supply side of the health care system shows several shortcomings—ranging from diseconomies of scale to disintegration in the provision of health services—which impoverish the effectiveness of health services’ provision and do not allow to meet the evolving needs of the population served [42]. In addition, policy decisions about the allocation of available financial resources may prioritize current basic levels of care, overlooking the need for investing in innovative technologies, organizational change, and advanced infrastructures; however, missing innovation and change are expected to generate in the future increased costs for health services’ provision [43]. What is even more relevant is that the recent financial crisis impaired the ability of National Health Services to afford the historical health expenditure and to meet the growing health needs of the community. The introduction of austerity measures has been intended to reduce the financial exposure of the public payer to subsidize health services’ provision [44,45]. As a consequence, the growing co-participation of patients to financing health care provision through out-of-pocket payments entails the expansion of inequalities in the access to care [46]. As clearly shown in Figure 2, more than a quarter of European citizens (26.5%) self-report unmet health needs, due to waiting times (18.70%), financial reasons (14.80%), or long distances to access the needed health-related services (3.60%).



To overcome this demanding situation, the strengthening of financial sustainability at the system level and the advancement of economic sustainability at the organizational level have been identified as two unavoidable steps [47,48]. Firstly, financial sustainability is aimed at gradually rebalancing the financial inflows and outflows of the health care system, in an attempt to curb the burden produced by the steadily growing amount of debts generated by publicly financed health care provision. Besides, it is targeted to realize a more effective allocation of available financial resources and, therefore, to obtain increased cost effectiveness in the delivery of health promotion and health protection services. Secondly, economic sustainability is fundamental to avoid that health care organizations and providers misuse current assets to deliver inappropriate health services, which do not contribute to the achievement of health gains for both the individual and the society. Also, it allows to merge the appropriate access of patients to care with the continuous improvement of health technologies and structures, paving the way for better health outcomes.



Financial and economic sustainability have been generally identified as the foundational pillars on which the viability of the health care system is established. Nevertheless, several scholars have stressed that expenditure cut and cost reduction may not be consistent with the current trends that steer the evolution of the health care system [49,50]. As previously anticipated, patients express growing expectations in terms of quality and variety of health services; if associated with the increasing health needs of the population, this circumstance engenders increasing health-related costs and lower health care organizations’ ability to meet the users’ demands [51]. At the same time, the mix of technological progress and the introduction of medical innovation boost the process of costs spiralling in the health care arena, thus undermining the viability of the whole health care system [52]. In spite of these points, the promotion of financial and economic sustainability has been generally handled as a simple and replicable solution to deal with the management challenges currently faced by health care organizations. Henceforth, rather than setting the condition for strengthening the effectiveness of health care systems, interventions intended to enhance their financial and economic sustainability have produced long-lasting side effects on their ability to provide timely and effective health services to the community.




2.2. The Hidden Shade: Political Sustainability


The interpretation of health care as a complex adaptive system stresses the never-ending tension to adaptation which characterizes health care organizations [53]. Change is a regular component of health care systems [54]: it is ultimately intended to bridge the gap between the evolving needs of the population served and the intrinsic propensity of health care organizations to anchor to the structural and cultural models which are legitimated within the professional and academic communities [55]. From this standpoint, the process of change is generally initiated at the policy level, in an attempt to avoid that the inertia rooted in the conventional processes and embodied in the practices of health care organizations may thwart the adaptation of existing strategies and structures to the transformation of the environmental context [56].



In line with these considerations, the sustainability concept in the health care context assumes a political connotation [57]. To be viable, the health care system should be established on the “…long-lasting alignment of the interests and belief systems of the most important political forces shaping health policies and their implementation, namely, political parties, elected representatives, and different parts of government or different tiers of the public administration, such as central and state bodies” (p. 37). This alignment is imperative to create an institutional climate which is receptive to change and which empowers health care organizations and professionals to accommodate the evolving expectations of the community. Political sustainability prevents the nurturing of tacit and explicit conflicts among the different parties that participate in steering the health care system. Since institutional conflicts represent a relevant burden for the ability of health care organizations to provide timely and effective health services to the community, political sustainability turns out to be essential for the long-term viability of the health care system. It encourages all relevant institutional stakeholders to play a propelling role in designing and implementing meaningful processes of change, thus boosting the continuous adaptation of health care institutions to the evolving dynamics of the external environment [58].



It is worth noting that political sustainability does not solely involve consonant and non-conflicting relationship between the political parties and the institutions which are variously involved in the complex process of molding and continuously reshaping the structures and the processes of the health care system. Also, it requires the active participation of citizens—both individually and through collective actions—in sustaining the policy directions which guide the development of the health care system [59]. Beyond supporting policy-making, citizens involvement in participatory governance is expected to generate multiple positive impacts on health care, which are made possible by the greater awareness of the community about the specific policy challenges which affect the viability of health care organizations [60,61]. However, in countries where the presence of a well-established National Health Service guarantees the universal access of the community to care (such as Italy and United Kingdom), people may attach lower urgency to health-related issues as compared to other social affairs, such as migration, safety, and unemployment; in turn, this generates lower participation to the health policy discourse. As shown in Figure 3, European citizens are consistent in perceiving a limited degree of trust in the political systems, which further discourage citizens’ engagement.



On the average, European citizens express a low level of trust in the political system (3.5 on a scale from 1 to 10). The lower scores are shown by Mediterranean European Countries with a National Health Service aiming at universal coverage through the implementation of a single public payer system, such as Portugal (1.7), Spain (1.9), Italy (2.1), and Cyprus (2.6). Differently, Scandinavian countries—which have been found to be relatively less prone to curb the public health care expenditure as a reaction to the financial crisis—report levels of trust in the political system that outpace the European average. Apparently, the lower levels of trust in the political system among Mediterranean Countries may be the aftermath of the implementation of austerity health policies directed to recovering the economic and financial sustainability of the National Health Service through spending review and cut to the provision of health services [62]. In this specific circumstance, the limited attention paid to the interplay between financial, economic, and political sustainability has engendered a sort of deterioration of the relationship between policy-makers and the population served. On the one hand, this situation prevents participatory governance, since it is conducive to conflict, rather than collaboration [63]; on the other hand, it undermines the overall sustainability of the health care system, engendering the rise of diverging perspectives and impaired consensus among the entities interested in the appropriate functioning of the health care system [64].




2.3. The Rooted Shade: Social Sustainability


The idea of social sustainability is deeply entrenched in the attributes of health care systems which aim at promoting universal and fair access to care [65]. Drawing on Garcés et al. [66], social sustainability involves the ability to undertake and promote the value of intergenerational solidarity, according to which “...present freedom implies the responsibility of taking into account our successors” and “...no present or future citizen should have their freedom...impaired” by current actions (p. 210). In line with these considerations, social sustainability turns out to be a nested concept, which concomitantly implies the endorsement of different principles, including [57,67,68] equality, diversity, democracy, interconnectedness, environmental friendliness, and individual empowerment.



Firstly, to be sustainable from a social perspective, the health care system should allow an equal and non-discriminatory access to care for the whole population, overcoming inequalities produced by individual socio-economic conditions [69,70]. Equal access requires the ability of health care providers to identify and tackle disparities in the access to health promotion and health prevention services [71]. Moreover, fair and non-discriminatory access to care relies on the health care organizations’ capacity to avoid the misuse of available health assets and resources, prioritizing health services targeted to people with higher needs and enhancing the responsiveness of health services providers toward the evolving expectations of the community [72].



In spite of its relevance, an exclusive focus on equality is not able to pave the way for socially viable health care systems. It should be merged with the safeguard of diversity in planning, organizing, and delivering health services. In fact, equality and diversity are only at first glance contradictory values: both of them contribute to the establishment of a patient-centered approach to care, which conceives the patient as the subject—rather than the object—of health services’ provision [73]. In particular, a concern for diversity involves that health policies, strategies, and plans recognize “... the sources of diversity in the societies..., including gender, race, and age” [57] (p. 36). Therefore, a focus on diversity implies the ability to design a health services’ delivery system which is effective in addressing the various and unfolding health needs of different categories of patients [74,75,76]. Accordingly, attention to diversity is fundamental to achieve fair access to care and, therefore, to enhance the social sustainability of the health care system [77].



The balanced mix of equality and diversity leads to a democratic health care system, which recognizes and encourages the active participation of citizens and patients to the design and delivery of health services [78]. Democracy represents a cornerstone of universal systems. In fact, it allows people to achieve a greater awareness of timely health-related issues and to have a voice in steering the health discourse at both the policy and the strategic levels. This generates greater opportunities to match the demand and the supply sides of health care provision [79]. However, as displayed in Figure 4, patients may be unwilling to have an active role in performing their everyday citizenship duties. In the specific field of health care, this may be the by-product of limited individual health-related knowledge and skills [80], which discourage patients’ involvement in health-related decisions as well as their engagement in health promotion and health prevention initiatives [81].



It is worth noting that the lack of interconnectedness in both the structuring and the functioning of health care organizations prevents the achievement of equality, diversity, and democracy in delivering health services, thus impoverishing the social sustainability of the whole health care system. Firstly, organizational disintegration between different health services’ providers hampers the patients’ ability to navigate the health care system and to promptly access appropriate health-related services which match the individual health needs [82,83]. Secondly, limited levels of social interconnectedness between the different entities populating the health care environment generate increased risks of patient disempowerment [84], paving the way for the patients’ unwillingness to actively participate in planning, designing, and delivering health services [85]. In light of these arguments, an effort should be realized to enhance the social connectivity and the inter-organizational relationships in the health care system, in an attempt to set the conditions for an empowering and sustainable health care system.



Social sustainability has a relevant environmental dimension. In fact, the activities of health care organizations have been argued to be especially dangerous for the environment [86], since they represent the “...only type of company which generates all existing classes of waste” (p. 8270). Lack of attention paid to the environmental shade of social sustainability engenders—at least—two significant consequences. Contributing to the declining condition of the natural environment, the environmental unsustainability of health care organizations has indirect repercussions on the population’s health conditions, thus provoking increased health needs and, consequently, greater demand for care [87]. Secondly, engendering a misfit between the general purposes of health care organizations and their actual behaviors [88], it weakens the institutional legitimacy of health care institutions, thus compromising their social acceptability among relevant stakeholders.



Lastly, yet importantly, social sustainability is established on the individual social responsibility of those who are directly and indirectly involved in the provision of care [89]. In turn, the creation of individual social responsibility in the health care environment demands a process of empowerment [90], which is intended to enable the patients and their informal caregivers to perform as active service co-producers and value creators in the design and delivery of health services [91]. In other words, patients and informal caregiver should be engaged by health care providers in a co-producing partnership, which is aimed at minimizing the risks of resources’ misuse. The engagement and active participation of patients and informal caregivers is critical to make people aware of the intrinsic complexity that characterizes the provision of health services, thus encouraging them to perform as co-producers of health, through higher compliance, greater willingness to self-manage individual health needs, and better consciousness of healthy life styles and behaviors [92,93].



Summarizing these arguments, Figure 5 graphically depicts the nested nature of social sustainability. Just like the wider sustainability construct, it is composed of different dimensions, which should be concomitantly contemplated in designing tailored strategies and policies intended to improve the viability of health care organizations. As outlined in the following section, the adoption of a segmented and one-sided perspective is likely to produce side effects at the individual and collective levels; in the long run, such shortcomings are expected to impair the ability of health care organizations to create meaningful value for the community and, therefore, might prevent the overall sustainability of the health care system.





3. Containing the Side Effects of Sustainability


Table 1 summarizes the drawbacks which are produced by the misunderstanding of sustainability as a tame problem rather than as a wicked issue. As reported above, tame problems are specific in that they can be solved by lock-and-key solutions, which are easy to assess and to replicate in other contexts. However, these solutions are limited in that they focus on a specific dimension of the broader sustainability concept; moreover, they overlook the interplay between the various shades that contextualize sustainability in the health care environment. From this point of view, far from being effective in terms of improvement of the health care system’s viability, they could entail negative implications, which jeopardize the ability of health care organizations to produce value—in terms of health—for the population served.



The strengthening of financial and economic sustainability attracted most health policy makers’ attention in the past few years. Spending review and generalized cuts in health care expenditures have been identified as primary tools to deal with the massive effects of the recent financial crisis on the Western European countries’ ability to guarantee universal and fair access of the community to basic levels of care [44,94]. Nevertheless, scholars have tried to emphasize the shortcomings of these interventions for the sustainability of the health care system [95]. These primarily originate from the lack of concern for the interplay between financial, political, and social factors. On the one hand, austerity measures undermine the political viability of the health care system. In fact, they produce side effects on the health care organizations’ capacity to meet the health needs of the community, with unavoidable repercussions on both waiting lists and quality of services [96,97]. This situation implies a gradual degeneration of the trust perceived by citizens in the political system, as well as a decline of the institutional legitimation of health care organizations. Ultimately, these dynamics enact a vicious and self-nourishing cycle, which is expected to weaken the sustainability of the health care system. On the other hand, cuts in health care expenditures put under stress the social sustainability of the health care system. In particular, they prevent the adoption of a patient-centered approach to care and entail a reduction of the health care organizations’ ability to promote equality and diversity in the provision of health services [98], thus leading to a disintegrated and provider-led model of care [99]. What is even more interesting is that financial and economic constraints are thought to weaken the health care organizations’ willingness to improve their environmental sustainability in order to save as much resources as possible for the specific purpose of health services’ delivery [100].



In a quite similar way, the exclusive focus on political sustainability may generate negative effects on both financial and social sustainability. Political sustainability aims at aligning the interests and beliefs of the different political forces which concur in shaping health policies and in implementing them. This requires the contemporary pursue of potentially conflicting interests and objectives, such as cost containment and health services’ quality improvement [101]; also, it involves the search of an equilibrium between divergent perspectives, including the tension to the marketization of health services and the safeguarding of universal coverage [102]. From this point of view, there is the risk that the achievement of political sustainability leads to the impairment of financial and social sustainability. Firstly, political sustainability is demanding in terms of resources’ use, unbalancing the financial and economic equilibria of health care organizations [103]. Secondly, it may neglect the role played by equality in underpinning the social sustainability of the health care system, focusing on the principle of diversity in order to increase the political acceptability of measures and interventions directed to reframe the structures and the functioning of health care organizations [104].



Lastly, the spotlight on social sustainability entails trade-offs with both financial and political sustainability. The commitment to realizing the values of democracy, equality, diversity, interconnectedness, environmental friendliness, and individual social responsibility in the health care context implies increasing costs, which are not consistent with the decline of public resources available to subsidize the functioning of the health care system. The promotion of social sustainability undermines the strengthening of financial and economic sustainability, impairing the long-term viability of the health care system. At the same time, social sustainability does not necessarily trigger political sustainability: rather, it could determine greater conflicts among the political forces which are involved in reshaping the health care system. In fact, the latter have been thought to strive for achieving local and egoistic purposes, which are not conducive to sustainability [105].



In light of these arguments, policy and strategic and management initiatives intended to enhance the viability of the health care system should rely on a balanced mix of interventions concomitantly targeted to the various dimensions of sustainability. Sticking to this assumption, the following section proposes a recipe for long-term sustainability in the health care system: far from representing a one-size-fits-all approach, this proposal should be understood as a flexible framework, which should be carefully adapted to the contextual factors and the inner characteristics of different types of health care systems aiming at the achievement of long-term sustainability [106].




4. A Recipe for Long-Term Sustainability?


The recipe for long-term sustainability in health care requires the balanced mix of various ingredients, each of which is expected to improve the viability of the health care system from the financial, economic, political, and social points of view [57,107]. This approach is useful to tackle the “…triumph of imbalance” [108] (p. 5) which is currently affecting Western societies. To handle such an imbalance, multifaceted interventions are concomitantly required, allowing to deal with the various sources of uncertainty and complexity that affect the functioning of health care organizations [109].



Drawing on Mintzberg [108], the rebalancing of the health care systems to achieve increased levels of long-term sustainability should be established on three pillars, which are situated in different areas of the society: the public, the private, and the plural realms. Even though these sectors are thought to simultaneously contribute to the enhancement of the different shades of sustainability depicted above, each of them is especially fitting with the improvement of financial, economic, political, or social sustainability. Besides, beyond their individual contribution, their systemic role in augmenting the ability of the health care system to produce meaningful value for the community should be taken into consideration: particular attention should be paid to the interplay between them and to the synergies that could be activated across different sectors to increase the long-term viability of the health care system.



While the strengthening of health care systems’ financial and economic sustainability has been mainly dealt with as an issue which is circumscribed within the boundaries of the public system, a more effective way to attain it implies greater interconnectedness between the public and the private realms [110]. This does not simply involve that public sector entities operating in the health care arena mimic the organizational and managerial practices developed in the private sector in order to achieve greater efficiency and effectiveness in the provision of care [111]. On the opposite, it requires a balanced mix of public and private values, which allow to account for the complexity and variety of management challenges concerning the rebalancing of the health care system [112]: private sector entities patronize economic effectiveness and quality improvement; public sector organizations safeguard and guarantee the principle of universal and equal access to care [113]. The establishment of sound partnerships between the public and the private sectors to improve the appropriate functioning of the health system is expected to lead to the collection of additional resources, which are crucial to overcome the current period of financial restrictions faced by state-owned entities [114]. Financial and economic sustainability stems from the positive interaction between the public and the private realms, which turn out to be mutually committed to strengthening the long-term viability of the health care system.



Similarly, political sustainability could not be conceived outside the public–plural dyad. Going more into details, a multi-stakeholder perspective is essential to recognize and account for the different belief systems and interests arising around the health care system, making it easier to reconcile them. This permits to increase the acceptability and, as a consequence, the feasibility of policy and strategic interventions aimed at reframing the structures and processes of health care organizations [115,116]. The engagement of the society in the process of health policy-making gives voice to the special and evolving needs of the community and makes it possible to boost the responsiveness of the health care system. This leads to establishing a mutual trusted relationship between the political system and the population served, which increases the viability of health policies and the timeliness of their factual implementation. Also, it has positive implications in terms of financial sustainability, since it reduces the risks of resource wasting associated with the appearance of conflicts between the different stakeholders interested in the appropriate functioning of the health care system [117].



Last, but not least, social sustainability is rooted at the intersection between the public and the plural systems and between the plural and the private realms [118]. On the one hand, the synergies between the public and the plural systems fuel the promotion of diversity and equality in the access to care; they pinpoint the active participation of patients in co-planning, co-designing, and co-delivering health services, thus boosting the full-fledged democratization of the health care system [63]. Besides, they set the conditions for the establishment of a patient-centered approach to care, which determines higher opportunities to increase the access of citizens to health services, with positive spillovers on the long-term viability of the health care system [119]. On the other hand, the interactions between the private and the societal sectors pave the way for increased interconnectedness in the health care setting, leading to the foundation of a living ecosystem composed of entities interested in the joint promotion of health and sustainability [120]. The ecosystem view is essential to bridge the gap between financial and social sustainability, creating a wide commitment of all stakeholders to improve the ability of health care organizations to generate meaningful value for the community, without altering the equilibria of the external environment. Obviously, to be effective and viable, ecosystems should rely on capable and socially responsible individuals. Form this point of view, the public, the private, and the plural realms should merge their efforts to promote patients and informal caregivers’ empowerment. This paves the way for the engagement of individuals as key value co-creators in the health care environment, sticking to a full-fledged perspective of patient-centered care.




5. Concluding Remarks


Although the scientific and technological progress has significantly contributed to the advancement of the health care systems’ ability to generate value in terms of health protection and well-being improvement, sustainability seems still to be a distant goal. The growing gap between the patients’ and citizens’ expectations and the health care organizations’ supply capacity—which is in part generated by the democratization of health information through information and communication technologies—undermines the economic and financial sustainability of health care systems. Moreover, the shrinking availability of financial resources engenders side effects in terms of equal access to care: while the wealthier classes of the population can benefit from tailored and timely health services, the poorer ones face growing barriers in accessing the basic levels of care in their everyday living environment. Obviously, this has drawbacks in terms of both political and social sustainability, impairing the institutional legitimation of health care organizations. In fact, the latter are considered to be ineffective in guaranteeing the core values of universalism, equality, and democracy, on which European national health care systems are assumed to rely. This situation is likely to trigger a mounting crisis in Western liberal democracies, weakening the trust relationship between the citizens and the institutional system.



The health policies of the last few years seem to have further exacerbated the inability of health care systems to deal with the sustainability challenge. As sketched in Figure 6, in most of cases, the priority has been to focus on financial and economic sustainability, in an attempt to recover the efficiency of health care organizations through austerity measures. Greater efficiency in the delivery of care is assumed to pave the way for social sustainability, since it permits to save resources which are reallocated to increase the quality and quantity of health services provided to disadvantaged people. In turn, the ability of health care systems to guarantee equality and diversity without compromising financial and economic equilibria is thought to engender political sustainability. However, this reasoning neglects the wickedness of sustainability-related issues, overlooking that the focus on financial and economic sustainability may prevent, rather than foster, the achievement of social and political viability. It is worth noting that health policy-makers and managers have been variously found to be unaware of the deep interdependencies existing between financial, economic, political, and social sustainability; this lack of awareness about the real nature of sustainability has produced momentous side effects, undermining the ability of health care organizations to manage the sustainability–health interdependence and compromising the appropriate functioning of the health care system.



The wicked nature of the sustainability problem requires a systemic and multi-faceted action to be properly and effectively handled. In line with this consideration, Figure 7 depicts the deep involvement of the public, the private, and the plural realms of the society in the efforts aimed at improving the viability of the health care system. While one-sided interventions are likely to generate negative implications on the capacity of health care organizations to enhance the well-being of the population served, the integration of initiatives variously targeted to the financial, economic, political, and social dimensions of sustainability is imperative to make the health care system viable in the long term. In fact, the integration of such interventions allows to acknowledge the interplay between the different shades which compose the broader sustainability construct as well as to exploit the synergies between them, sticking to a service ecosystem perspective.



Further conceptual and practical developments are needed to fully disentangle the relationships between the different shades of sustainability and to shed light on how their interplay contributes to the viability of the health care system. Inter alia, greater attention should be paid to the drawbacks originating from the inability at the policy and management levels to merge the different measures intended to promote financial and economic sustainability with the strengthening of political and social sustainability. Lack of integration between these initiatives is expected to degenerate into the worsening of the organizational climate of health care institutions, which, in turn, depletes the providers’ capability to deal with the evolving health needs of their patients. Moreover, empirical studies assessing the effects of systemic interventions directed to enhance the sustainability of health care organizations are missing. The consequent prevalence of conceptual contribution over empirical analysis creates a gap between the reality and the rhetoric of sustainability in health care, which should be filled in order to fully appreciate the relevance of this phenomenon. Lastly, yet importantly, the practical approaches to sustainability enhancement which could be factually used to achieve the involvement of the various stakeholders populating the public, the private, and the plural sectors deserve strong consideration. While it is clear that systemic interventions are required to handle the complexity of sustainability-related issues, still little is known about the institutional and management tools that could be used for this purpose.



In conclusion, the contribution of this study is twofold. On the one hand, it emphasizes the pointlessness of conventional lock-and-key solutions to face the sustainability challenge in the health care environment: rather than contributing to improving the health care organizations’ ability to create meaningful value for the population, they are likely to entail side effects on the dynamic equilibria of the health care system, weakening its long-term viability. On the other hand, it stresses the multifacetedness of the sustainability concept: far from being understood as a clear-cut and stable phenomenon, it is concomitantly composed of various and interrelated elements, which should be simultaneously handled to strengthen the ability of the health care system to promote the well-being of the community.
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Figure 1. The spiralling growth of studies dealing with sustainability and health care. Completed years in full black, running year (2018) in dotted black. The query [TITLE-ABS-KEY ("sustainability") AND TITLE-ABS-KEY ("health care" OR "healthcare")] was run in Scopus® main search field — https://www.scopus.com/search/form.uri?display=basic — on 4 October 2018. Scopus® is currently one of the world’s largest abstract and citation databases of peer-reviewed literature; it indexes more than 1.4 billion cited references dating back to 1970. It covers many scientific and technical disciplines, ranging from social sciences to medicine. 
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Figure 2. Unmet health needs (aggregate and for specific reasons: long waiting lists; financial reasons; distance) in the European Union (EU-28), year 2014. Authors’ elaboration from Eurostat data, available at https://ec.europa.eu/eurostat/web/health/health-care/data/database (last accessed on 9 October 2018). 
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Figure 3. Average rating of European citizens’ trust in the political system, Year 2013. Trust is assessed on a scale ranging from “1” (very low) to “10” (very high). European Countries with a universal health care system and a single payer system type in dotted black; other European Countries in full black. Authors’ elaboration from Eurostat data, available at https://ec.europa.eu/eurostat/web/products-datasets/-/ilc_pw03 (last accessed on 9 October 2018). 
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Figure 4. Participation (%) in formal or informal voluntary activities or active citizenship, Year 2015. European Countries with universal health care and a single payer system type in dotted black. Authors’ elaboration from Eurostat data, available at https://ec.europa.eu/eurostat/data/database. 
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Figure 5. The “nested” nature of the “social sustainability” construct in the health care environment. 
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Figure 6. The linear and “tame” approach to sustainability in health policies and strategies. Authors’ own elaboration. 
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Figure 7. A systemic approach to deal with the wickedness of sustainability-related issues. Authors’ own elaboration from Mintzberg [103]. 
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Table 1. The side effects of lock-and-key interventions to address the sustainability issue in health care.
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	Focus of Interventions
	Time Span
	Illustrative Examples
	Potential Side Effects in Terms of Sustainability





	Financial and/or economic sustainability
	Short term: balancing of financial/economic inflows and outflows to improve the health care system’s viability
	Cuts to health care expenditures, reduction of hospital beds; freeze of staff turnover; spending review; rationalization of health services
	Impaired social sustainability due to drawbacks in fair access to health services; negative effects on political sustainability generated by shrinking trust in political institutions



	Political sustainability
	Medium term: consensus maximization across the various stakeholders interested in the appropriate functioning of the health care system
	Alignment of potentially conflicting political parties’ interests, such as lower waiting times, increased quality care, and reduction in health-related costs
	Direct and indirect negative consequences on the financial and economic equilibria of health care organizations; drawbacks in social sustainability due to lower equity in the access to care



	Social sustainability
	Long term: optimizing the satisfaction of stakeholders’ current interests without compromising the freedom of future generations
	Enhancement of equality and diversity in the access to care through increased interconnectedness and greater patients’ participation
	Increased health-related costs and deterioration of financial sustainability; mounting conflicts between divergent political parties’ interests
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