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The present doctoral research entitled “Empowering the Structural Reform in the 
Health Sector: An Innovative, Synergistic and Business Masterminded Approach” finds 
its roots in the deep interdisciplinary approach of reality in different fields, here 
interrelated: medical sciences, economics of health, pharmacovigilance, health 
management, care services and medical business administration. Under the “lights of 
high debates”1 (Thaler & Sunstein, 2008), the research holds as main objective the 
exploration of a new concept to poke at the integrated satisfaction based on the 
complex rules of societal performances, continuously linked to the real needs of health 
status afterthought. 

A new era in the medical and care knowledge has, in the advancement of the 
art, carried us back upon the reconsideration, of nature and societal influence and 
potential, of such a domain. The start is even the health concept that represents the 
state of wellbeing put into the key of the general harmonious condition of body, spirit 
and mind. Prior entering upon the consideration of how Medicare can benefit, 
through innovation, in the field of treatment management of the manifold and 
general forms of health and care administration, the attention is called to some of 
the most important remedial or preventive sides and means of any business, 
economic sector or health and cure topics, occurring anywhere in the absence of 
honorable administrators and respectable decision-makers overboard understanding 
and practice. 

As my initiation in the academic research is based on the very technical sense 
of it, the main objective of research has been directed to finding the right definition 
of problems, formulating hypothesis prior to hint solutions, recording in detail, 
collecting, comparing and evaluating good practices and large databases, supporting 
and supplying references prior to reach conclusions, checking specific ratiocinations 
to see if they fit objectives and hypothesis helped making deductions on an 
innovative and original work that wants itself to contribute to the “existing stock of 
knowledge advancement” as Redman and Mory nicely stipulated (Redman & Mory, 
1923)2. My endeavor of developing such a research accords with importance of the 
topic. 

During these blue times, with people either aging or double way relocating, 
with simple workers and high specialists - no matter the age and gender - looking 
for better jobs and a sound life, with companies checking harder than ever higher 
profits in hot money, far away from their homes, with public authorities lacking 
more and more power and funds, abilities and interest in humankind wellbeing and 
health, it may look abnormal to check the world with responsible eyes only to 

                                                 
1 Richard H. Thaler & Cass R. Sunstein, (2008), Nudge: Improving Decisions about Health, Wealth and 
Happiness, Yale Univ. Press 
2 L.V. Redman & A.V.H. Mory, The Romance of Research, (1933), The Williams & Wilkins Co. in cooperation 
with the Century of Progress Exposition, Baltimore, p. 10. 
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correct politicians’ work, and finalize a research. If so, it is more about facing the 
challenges rather than solving the unsolved problems. Per chance the main purpose 
gets off the ground of a creative contribution to restore the idea of societal 
community, respectability, self-esteem for the general service, in times when the 
outstanding decision makers politically consider that the global health remains an 
“emerging area” for deepening the interdisciplinary study, research and practice. 
Beyond the effects of globalization, the topics remain hot and highly conceptual, 
being understood only in the comprehensive meaning of a complete state of 
physical, mental and societal wellbeing. The achievements of equity in health are 
nearby, for all people worldwide, emphasizing the transnational health issues, 
determinants and solutions, and their interactions with the national and local values 
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researcher. Following the direction, encouragements came up by the widespread 
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importantly linked to some new issues, there were added for analyze, undertaking the 
general attention: the realistic innovation role of acts and facts, the multidimensional 
side of artifacts relying to design the appropriate methodology to adhere to for 
improving the quality of research. Concisely, the intention that the paper’s title fits 
perfectly to the topics came upon as its full content frames into the doctorate's 
specialization. 
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ARGUMENTATIVE SUMARIZATION IN FAVOR 
OF DESIGING HEALTH AND MEDICAL CARE 

AS A SOCIETAL INTEGRATIVE SYSTEM 

 
Before entering upon the considerations of the medicine, health and care 

resources, roots and development trends, and into their manifold particularities and 
needs, a general interest may lead people to want to know more about the new 
excogitation related to the health sector and the medical knowledge as presented in 
this research entitled: “Empowering the Structural Reform in the Health Sector: An 
Innovative, Synergistic and Business Masterminded Approach”. The coming after 
ideas represents an introduction into the spirit of the doctoral research and an 
assertion making the dreams, the objectives and purposes, more comprehensible. 

The activities run in the field of medical and health sector are considered 
historically, as the most originative in their becoming development and approach of 
the simplest habits of the humankind. The mere free inhalation of the air of which 
constituents sustain the life’s vitality, the proper exposure to the stimulating agency 
of light upon the surface are essential to the preservation of all beings’ health and 
shouldn’t undergo impaired, by the insufficiency of all the natural preservatives, by 
an insensible return to the natural conditions of living and by the denial of the need 
for a natural, authentic and respectful behavior of Natural Law at individual level in 
aim for a good societal functioning. 

Health and Education are the most essential parts of the societal system 
because they are responsible with preserving and transmitting to the generations to 
come, the legacy we receive from our ancestors providing them with the right 
information allowing them not only to survive but also to evolve. Hence the topic of 
the present research springs from the core state-of-the-art of the Health and Care 
systems and develops around its connections with the other elements of Medical 
Science, Socio-Economics and Business fundamentals. The subject is more than 
essential, especially nowadays; it is on the top fields, worldwide, for the acute 
necessity of scientific research development and implementation and the 
managerial assessment and innovative changes requisite. 

The evolutionary study of the Health and Care Management naturally 
motivates the identification and presentation of sometimes sophisticated Medical, 
Economic, Mathematical models, as a solid contribution to the study of the so-called 
European Health Management. It starts with the idea that while health care 
represents the “large number of services rendered to individuals or communities” 
(WHO, 2013) by the agents of health services or professionals “for the purpose of 
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promoting, restoring and maintaining health” (WHO, 2013)1, the taking up of all the 
goods and services designed for “prevention, promotion and rehabilitation 
interventions” includes the medical care (WHO, 2013)2. 

According to the WHO global strategy (2007) as emerged in the 
Organization’s annual reports (WHO)3, countries and governments affiliated to 
United Nations bodies are strongly recommended to integrate “the concept of 
Health” in their national Constitution as “a universal right” and dispose, at central 
and local administration levels, adequate policies and management to distinguish 
and discern, to accept and incorporate, in their national budget, the necessary 
conditions related to inhabitants’ Good Health. The right to a good health is part of 
the principles of humanism for citizens of every country that also draws the 
governments’ obligation to assure “their citizens’ fundamental rights to food, shelter 
and health” (WHO, 2013)4. Therefore, the human right to health may be achieved 
differently, in different parts of the world, in different political regimes. In 
conformity with each country’s own specific justice values, law system, ethics and 
morality code, the access to health is the result of a negotiation process between the 
one government and its citizens. The process is also sustained by different 
international bodies, agencies, other governments, or nongovernmental 
organizations and various religious bodies (for example: Amnesty International, 
HIV/AIDS societies, Red, Yellow or Blue Crosses, and Save the Children and many 
others), acting in the health sector and representing the rights for different 
categories of people. 

This multilevel collaboration and partnerships provide the right international 
dimension to the activity of the various actors involved, which entitles them to seed 
and implement the international designed health objectives in a faster and better, 
simpler and cheaper, transparently and profitably manner. 

In this respect, the goals are oriented are to: a) sustain the global security and 
avoid all sorts of disaster and pandemics; b) encourage the social justice to reinforce 
the social value and humans’ rights; c) empower the patients to create a participatory, 
procreative, aware and committed behavior, for sustaining both the universal rights 
and the care in using the public money; d) develop a new generation of partnerships 
to make prevention fundamental, long life integrated and profitable medical 
education. It is true that efforts scarcely touch the good finality of their suitable 
purposes; often they are disproportioned and not quite adequately visible with the 
wish to do well; insomuch, that the great and continual effort of social energy is 
directed to supply and sustain the organic structure of central and local authorities, 
The recurrence of perturbations, instead of an adaptive changing process, are frequent 
enough to continuously damage the development of good ideas and the 

                                                 
1 World Health Organization - WHO, (2013), Research for Universal Health Coverage: 2013 World Health 
Report, ISBN: 9789241564595. 
2 World Health Organization - WHO, (2013), Research for Universal Health Coverage: 2013 World Health 
Report, ISBN: 9789241564595. 
3 World Health Organization, (2007), Everybody business: strengthening health systems to improve health 
outcomes: WHO’s framework for action, ISBN 978 92 4 159607 7. 
4 World Health Organization - WHO, (2013), Research for Universal Health Coverage: 2013 World Health 
Report, ISBN: 9789241564595. 
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implementation of decisions. The administrative and managerial disturbances cause 
dysfunctions within the entire system with unimaginable consequences for the future. 
Often the damage is even worse when manipulative activities are considered and they 
jeopardize the system as a whole. 

In a highly dynamic society, dominated by multilevel distributive channeled 
structures, a complicated and complex logistics of protocols, treatments and drugs, of 
medical devices and therapies, of producers and distributors, merchandisers and 
managers, medical and administrative units, central, local and collateral 
nongovernmental establishments, staffs, patients, agencies and authorities, all react 
upon the vigor of the bona fide management5 and cautionary governing6 of health. 
Any languidness, inactivity, disorder, inadequate exposure affects not only the whole 
logistics but also each systemic component that result into economic and financial 
exhaustion, loss of profits, efficiency deprivation, development of turbulences. A 
recovery state will require more resources (time, funds, and energy). A total recovery 
may not be complete, if the proper timing and opportunities are disregarded or lost. 

The governments may have their own vision and strategies about how to 
apply the health principles and achieve their related duties, but the implementation 
of the health principles is meant to happen openly, at different rhythms and 
intensities, depending on the stage of socio-economic development, political 
regime, culture, traditions, customs specific to each country. There are governments 
and authorities that reject the idea of health and care financed through taxpayer 
funds7, while other intentions concern the increase of the state contribution at 
about one-fifth of GDP8. Some figures remained only on the paper. 

The classical European standards occur with the study of the role of central 
and local administrations, in parallel with the general attributions of the non-
governmental charity and religious bodies, is also considered challenging, when 
issues are related to: a) the private insurers and their competition against the public 
national health insurance system (Canada), b) the public effort and costs in 
comparison with the individual responsibility (Australia and New Zeeland). 

More and more scientific studies depict higher concerns: (Murray & Lopez, 
1996 a&b,)9,10 for defining the “evidence-based health policies” (Dobrow, 2004)11 to 
strengthen the global health as a core component of the world sustainable 
development. Important efforts are done to: 

 determine countries to adhere to the international ware data to develop 
comparable and solid analysis basis in all healthcare sectors, 

                                                 
5 undertaken in good faith. 
6 preventing governance. 
7 In USA: Pennsylvania, Texas, Mississippi and Florida. 
8 The USA agreed with an annual increase up to 6.2% through 2018 (16.2% GDP2007 to 20.3% GDP2018). 
9 C.J.L. Murray & AD Lopez, (1996a), Evidence-based health policy: Lessons from the Global Burden of Disease 
Study, Science, 274 (5288), pp. 740-743. 
10 C.J.L. Murray & A.D. Lopez, (1996b), World Health Organization Geneva, The global burden of a Disease: a 
comprehensive assessment of mortality and disability from diseases, injuries, and risk factors in 1990 and 
projected to 2020: summary. 
11 Marc J. Dobrow, (2004), Evidence-based health policy: context and utilization, Social Sciences & Medicine, 
Vol. 58(1), Jan., pp. 207-217, Elsevier. 


