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Abstract :

Healthcare appears to be a world of Evidence-Badedicine and rational decisions. Seldom
available, sufficient or relevant in view of humaeeds, scientific evidence do not address prisritie
when resources are more than ever globally inseaffido an increasingly voracious system. Literatur
shows than evidence are not sufficient while a widlege of “stakeholders” vie to influence the

decision-making process.

We will be discussing the part "stakeholders" playthe decision-making process. Using the
Integrative Social Contract Theory, we will be dissing "hypernorms" and unsolved dilemmas that
exist within the Healthcare providing system. UsHRbkilips works, we propose a normative and
derivative approach of stakeholders' expectationsstrategic management. We suggest that a
framework that takes stakeholders' expectationdherahan simply their identities- into accountais

prerequisite to managing resource allocation imsparency and making sure that the efficiency

requirements are acceptable for those stakehdludikgdually and collectively.
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Introduction

In 1946, the newly constituted United Nations Oigation founded the World Health Organization.
The preamble to the Constitution which came intedan 1948, defined health as "a state of complete
physical, mental and social well-being and not yettee absence of disease or infirmity", a defoniti
that is wide enough to include all aspects of huiifanfrom well-being to deprivation. Creating $uc
an organization addresses the morals values of inbraangs and makes the preservation of well-
being a hypernorm within the community of natioBat good health is not only presented as a "real"
human right or as an essential aspect of humaraxveelit is also a prerequisite to sustaining ecoaom
and social development, with economic and socie¢ld@ment sustaining health, thus giving health a

wider collective systemic purpose (World Health &@rgation 2010).

The most well-known aspect of the larger healthegistem is curative medicine, known as the Health
Care Provision System (HCPS). Although just oneseispf the "healthcare systehlt is the one on
which all attention is focused. Historically domied by normative ethics that date back to the wosigi

of our civilisation (Hippocratic oath), it now reggents between 10 and 14% of the GDP of developed
countries. In such countries, individual solvencyshbeen insured by mutual public or private
insurance funds, very much akin to a "common resoyool". For years now, the issue of HCPS
performance has been questioned (World Health Qrgton 2000), and the share of resources that
are "disproportionately focusing on the narrow ofé specialized curative care", and "short term
results" resulting in the "unregulated commercatlan of health" has been exposed (World Health
Organization 2008). The elements required to dsaikics and business are brought together here,
with preoccupations focusing on what has beend#fie "Tragedy of the Commons" (Harding 1968),

which looks at solutions to manage it in a sustamavay (Ostrom 1999).

The HCPS appears to be a world of Evidence-Basedidihe and rational decisions, with scientific
and technical information acting as a neutraliZimge on diverging values (Heikkila & Gerlak 2005)
in resource allocation. But scientific evidencesgddom available, sufficient, or relevant in viefv o
human needs, and does not address priorities védssirces are more than ever globally insufficient.
In such cases it is difficult to escape the "messfolding of collective action" that turns policy-
making into a "social drama" (Greenhalgh & Rus26éI06). Literature shows that evidence is often
nonexistent and underutilized (Innvaer et al. 208)renson et al. 2008) while a wide range of
"stakeholders" (Angell 1993) including policy-makemanufacturers, healthcare professionals and

patients themselves, vie to influence the decismaking process. As controversy appears to be a way

1 Sanitation, water supply and education have been largely promoted by the WHO as a way of increasing the health
status of the population, and preventing infectious diseases in particular {{90 Wilkinson, R.G. 2003}}, but these are not
included in what is usually called “health expenses”.
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of exploring alternatives out of restricted scifiatevidence, or to reframe or make sense of such
evidence (Callon et al. 2001), could "stakeholdeyside us towards more efficiency in what has
become a major problem for developed countriest tifaallocating limited resources within

increasingly voracious HCPS systems?

Generally analysed under Stakeholder Theory thendhat healthcare is more of a necessity than
products and services is a challenge that has begolar the line between managerial/organizational
stakeholder theory and matters of public policy. Wé&e risen to this challenge, knowing full well

that business is now an integral part of the heatth system, and widely preoccupied by the

interactions between both sides of the line.

Sorenson and al. suggested that relevant "staketstléghould be more involved in the decision-
making process regarding the approval of new hettihnologies (Sorenson et al. 2008); the
acceptance of stakeholders' such as providers ai@hpin particular being a decisive aspect imter

of putting decisions into practices within the tleehre system (Organisation for Economic Co-
operation and Development 2005). The necessitpisider "stakeholders" for the part they can play
as performance levers is consistent with the instntal variation of the theory. As for profit and
prosperity in business (Jensen 2010) (Jones 199f)nfas Donaldson & Preston 1995) (Sternberg
2000) the cooperation of all "stakeholders" must di#ained in order to reach HCPS value
requirements (the length and quality of life ofipats). Some have suggested that they should be
ranked according to legitimacy, the urgency of riguest or their ability to exert any form of power
(Mitchell et al. 1997) since they can help achithe organization's objectives through their inflceen
(Freeman 1984).

But the use of the word "stakeholders" within matieconomics literature often used to mean an
"influential group" or simply "concerned citizensierely adds to the confusion. The instrumental
approach presupposes pre-existing goals to be edaaid "stakeholder" management must be a way
of achieving those goals. How can such a systenagea "common resource pool" and address such

hypernorms as human life and wellbeing?

For the past 10 years, we have been exploring iffereht medical fields (oncology, nephrology,
geriatrics...) of the French HCPS, and as experthawve participated in several government agency
and public policy assessment groups. Our reseaogrgmme, designed to reveal the ins and outs of
the organization's cost-benefits and the reasonsalvhnges were not made in the past, came to the
conclusion that institutional requirements simpbuld not be reached without a more appropriate

managerial approach, because of the differing &talkder" perspectives and expectations.

We will be discussing "stakeholder" status (1) #redpart "stakeholders" play in the decision-making
process (2). Using the Integrative Social Contiidatory, we will be discussing the question of gpals

"hypernorms" and unsolved dilemmas that exist witihie "macrosocial contracts” that drive HCPS
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organization. We believe that using the Stakeholdeory framework should first define the goals
that will structure the part played by shareholdehen this theory is applied to business. (3) Using
Philips works, we propose a normative and deriea@pproach of stakeholders' expectations in
strategic management. We suggest that a framewatkdkes stakeholders' expectations —rather than
simply their identities- into account, is a prersge to managing resource allocation in total
transparency and making sure that the efficienquirements within the decision-making process are

acceptable.

1) When do stakeholders act simultaneously as "citizesi determining priorities,

"levers of performance” and "beneficiaries"?

Considering "stakeholders" as "citizens" refera emocratic process aimed at defining those goals.
The use of the term in the socio-political conteruld be "unwarranted dilution of stakeholder
theory", as it has to be useful to produce guiddocenanagers (Phillips et al. 2003). Is the frenti
between managerial theory and public choices inpaiple? What is the decision-making process
regarding the acceptation or reimbursement of reskrtology if not the questioning of acceptable
goals, and the identity and legitimacy of stakebddthat are entitled to expect something from the
HCPS? In the world of evidence-based medicine, ighgositive rationality found lacking when it
comes to making decisions? What are the goalsabf aisystem? And who defines those goals? Who
are the "stakeholders"? How are they relevant? Wowl legitimate is their taking part in the res@urc
allocation process? And how can we expect to impmv the efficiency of resource allocation when

"stakeholders" are also involved in the process?

According to a report on Health Technology Assesgn{€orenson et al. 2008), productive and
skilled "physicians”, "health economists" that ast experts in the economic field, "patient group
representatives" supposed to defend the main cemasr persons or “industries" involved in the
business side of things, are all equally consideetistakeholders". More "stakeholders" are needed
to ensure the "transparency" of decisions and ‘'#oirvolved in the acceptance process and
implementation of assessment results”". They inclibdmeficiaries" with patient representatives in a
position to define what they want for their own sabhysicians and industrialists as performance
levers for the HCPS and health-economists seekinigiprove on efficiency for the sake of resource
allocation, representatives of "stakeholder-cit®efor the purpose of making democratic decisions,
and "stakeholder-managers" from an instrumentaitpafi view. But what is the final goal? Effective
resource allocation is insufficient when it comesdefining which goals participants should be

striving for.

In our opinion, this confusion between "stakeholddrens” and "stakeholder-managers” does in

itself partly reveal the difficulty or maybe evdmetimpossibility of eliciting -either definitivelgr in
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principle- the goals of the system for pragmatid athical reason. It is possible to define general
goals as the WHO does, and it is also possibleaie la technical approach to very operational

objectives for each individual as recently sumneatiby Porter.

In HCPS operations, a public or private hierardhmathority delegates the decision to allocate
resources according to the decision regarding neiggment to agencies or supervisory bodies whose
job it is to rank priorities. They officially usealpaining or rational decision-making based on bio-
medical efficiency and cost-effective ratios. Buisi far from covering the entire decision-making
process governing resource allocation. Deciding whould define priorities for the sake of a
community is not a technical but a philosophicasjion, yet it overlooks the crucial issue of reseu
allocation within the HCPS and its many stakehadeying to defend their own interests. Who is
capable of choosing between two programmes whenaone to add 10 years to the lives of 100
people and the other aims to add 3 months to tes bf 4,000 people. "Citizen" and "community

interests" are all about democracy within the denisnaking process.

There are different ways of organizing this sowggj. In France, we tend to believe that this qoast

is safe in the hands of a public authority, repnéeg the rather obscure notion of a "Republican
State", which in French culture means a public et enlightened by humanistic, democratic and
egalitarian values. This has resulted in highlyticdized agencies, overwhelmed by such a wealth of

strategic plans that any notion of priority seembadve been lost.

Our belief is that no public or private agency oam jts own, guarantee that decision-making will no
be appropriated by the most influent, or those wh#hmost bargaining skills, and that local decisio
will be consistent with the general instructionsegi by those agencies. The question is not "who" is
most apt to decide for the sake of a communityiesohdividual members, but "how" we can ensure
that sufficiently democratic and transparent decisican emerge from such a complex system. That is
not to say that agencies aren't able to set rblasin the building of rules, procedures and cotgcre
consequences of daily decisions, agencies mustéfsie a regulated decision-making process before

deciding to impose substance to the decision tibkater be altered to suit local priorities.

How can Stakeholder Theory help? The theory higitdighe legitimacy of the maximization of
shareholder "model" value and is capable of expli@ddressing morals and ethical values that are
considered to be necessary to business. What gjuestion the legitimacy of such values in a field
historically dominated by ethics and those usedddress economic constraints? We believe that the
different aspects of stakeholder theory, namely ghablem of defining the organization's goals,
fairness among patrticipants and the legitimacy>gfeetations are relevant to understanding such a

system.

The institutions, actors, and financial systemd thpervise the HCPS are structured differently in

different countries, ranging from universal coveragystems to private contractor insurance markets,
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from mainly publicly supervised providers to freanket operators, including specialized companies,
mainly dominated by private, not-for-profit orgaaions. But in our opinion they have the same

decision-making process dilemmas.

2) lIrreconcilable "hypernorms" and the unavoidable priority-related discussions
regarding "macrosocial contracts" that make up HCPS in democratic

countries

Despite the breadth of a concept capable of emiyazilarge range of people, Stakeholder Theory
includes a hyper-legitimacy that is seen as a mgrer, and has consequences on "macrosocial
contracts": the shareholder's right of propertybEdded as a Weberian legal rational legitimacysor a
a social consensus, it considered the pre-existehceganizational goals before any discussion aibou
resource allocation. When shareholder supremaclssussed, the main question is not "who" the
organization should be serving, but "who else, othan shareholders” should the organization be
serving. Yet, when considering the HCPS, the vergstjon of the "macrosocial contract" relies on

defining "who" should be served before any othersateration.

There is no such socially accepted hypernorm inHE#®S as "producing economic value" and no
room in this busine$s for "sharing the value produced”. As is obvionsghe WHO definition, the
hypernorm concerning well-being is too wide-ranginds we will demonstrate, it is framed by

various considerations that could prove to be déainmas when addressed.

Basing our work on the concept presented in theghative Social Contracts Theory by Donaldson &
Dunfee and its contractualism feature (T. Donald&ddunfee 1995) (T. Donaldson & Dunfee 1994)
the ISCT distinguishes hypernorms that belong &ofidld of general philosophy and impose bounds
on human activities. They induce implicit "macrasbccontracts” that refer to the classical
contractarian theory in philosophy and politicabeamy, framing political decisions within nations o
macro groups. Then comes a dense network of "micialscontracts” that represents the implicit or
explicit agreements of members of specific comniesiand enables different organizations to work

together.

What are these "hypernorms" on which "macrosodiatracts" are based? "Patient must come first" is
the answer of most doctors, nurses, patients ahticams when asked, consistent with the general
hypernorms on which the Hippocratic oath and theQV&te based. But the leitmotiv of a "patient-

centred system" is the emotional expression of sung that matters most to individuals: staying

2 We do not believe that such a simple definition covers the diversity of real business, but it solidly frames strategic
business management, and the fact that companies exist to create economic value, and that right of property, or the
production and distribution of economic value, determines a hyper priority for profit purposes.
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alive - and they have no idea what issues decidagsbe faced with when restrictions are imposed on
the resource allocation process. And this doeselpt emergency units when faced with two vitally
important situations when they are only capableezling with one. We will be discussing four of
those dilemmas in particular, identified thank tor @mpirical material. The opposition between
"individuals" and "population" will definitely repte the question of "who" by that of "what" when
defining stakeholder legitimacy. Then we will bealileg with constituent parts that can be included i
"what" is legitimate in the decision-making procds®-medical priorities versus a multidimensional

approach, innovation versus precaution, short tesraus long term.

Individual versus population. In the medical decision-making process, doctoesrasponsible for
interpreting a diagnosis, mobilizing their knowledgnd assessing risks for every single patient.
Evidence-based medicine challenges this indivighoaht of view, while randomising control trials
and metanalysis (Davidoff et al. 1995) add a ctillecdimension, and recommendations to a doctor's
individual expertise. Doctors are constantly exdirag and making decisions that take into account
their peers' discoveries and opinions (Castel 20d08)promoting an approach aimed at the population
and based on statistics, as is the case with res@llocation, is a paradigmatic revolution. Whee o
type of treatment proves effective on 50 peoplecddi00 and another type is found to be effectine o
60 people out of 100, it is logical to assume thatsecond should be favoured, but there is nookay
knowing if the 50 saved by the first programme widolidve all been included in the 60 saved by the

second. So what are the consequences for moderpatiayts?

This aspect questions the acceptability of the-effgtiency ratio based on bio-medical and colleeti
aspects within the "microsocial contract”. What Wohappen if the cost-efficiency ratio of very
expensive drug desperately needed by patients avhe taken into consideration? As is the case of
this English patient, a 57-year-old man with mettstrenal cancer, who faced the English Ni@&
argue that a particularly expensive drug had steguilhis disease for more than 2 years, during hwvhic
he had continued to work full-time. "The quality Igé this drug gives me is priceless" he said. But
unfortunately, it is not priceless in terms of #@mmon pool resource. Having to deal with often
irreconcilable aspects is a very real problem witthie decision-making process, as NICE's English
Director Michael Rawling, pointed out "... We are tigting to be unkind or cruel. We are trying to
look after everybody." (Steinbrook 2008)

Another example: increasing the access of eldedifepts with non-cancerous myelodysplastic
affections to blood transfusions could help impraweir quality of life, but for providers it raisdise
guestion of blood availability and the consequenmiesising prescriptions if blood donors do not

increase. How do you define a collective priorithem forced to share limited resources between

3 NICE : National Institute for Clinical Excellencan English organization that assesses the feagiofli
financing new technology by the National Healthv&er (NHS), the English collective insurance system
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different types of patients (emergency units, dhbiske cancer treatment, ailments affecting elderly

people)? And what are the consequences for indalsdor groups that are excluded from treatment?

The opposition between the individual point of vi@md a collective approach can currently be
described through systematic breast cancer scigee®aneening is likely to reduce mortality related
breast cancer. A recent literary review by the Nofebchrane Group revealed that for 2,000 women
invited for mammography screening over a 10-yeaiodeone will have had her life extended and 10
healthy women, who would not have been diagnosé¢dey had not been screened, will have been
treated unnecessarily. Furthermore, more than 2@®em will have been subject to high levels of
psychological distress over many months due tonewos cancer detection. It is thus not clear for
instance whether screening does more good than (@atzsche & Nielsen 2011), although it is a

good thing for women who avoid more severe formisrefist cancer.

Adding up the advantages for a population makesesanterms of medico-economics, but it is not
easily adapted to the individual practice of mauici and generates particularly acute ethical
dilemmas. When two programmes are vying for finagcone that will add 5 years to the lives of 3
people -that is a total of 15 years of human lifee other that will add 10 years to the life of one
person, it is difficult to say whether or not thatipnts and doctors who will be deprived of treattne
will see the fairness of such a decision. In the [H80s, the state of Oregon defined its benefit
package aimed at making more people eligible fodiktd by ranking 700 diagnoses and treatments
according to their cost or benefits for the glopapulation. The state legislature then drew a dine
item 587 which corresponded to the allocated budgedatment below that line would not be covered
(Bodenheimer 1997). Evidently, heavy medical tremtimwith high risks of failure and concerning
only a small part of the population were rankedhat bottom of the list and not covered through
Medicaid. Neither were organ transplants. Howeired, 987, the case of a 7 year-old boy who died
because he was refused a bone marrow transplesgdrajuestions about this purely collective

approach. Such patients would be far luckier if/thad ordinary diabetes or breast cancer!

Restrictions in resources to finance the systeneaisvthat "ethics of individual efficiency" might

compete with "ethics of efficiency for the healthtloe whole population” (Maynard 1997) and this is
challenging the macrosocial contract supporting BGancing systems. Individual patients and
patients that are part of a group of patients simfefrom the same pathology may be legitimate or

not. The real question is: "Legitimate for what?"

Bio-medical priorities versus the multidimensionalapproach. The HCPS, dominated by modern

medicine, could be presented as focussing on ssieriated dogma (rather than magic), individual
concerns (rather than collective), the body (rathan the mind) and technicism (rather than holism)
(Bozzini et al. 1981), resulting in the paradignmetimes called a bio-medical paradigm (Vrancken

1995). Patients are identified according to theviddal biological parameters of their disease, by
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using evidence-based medicine, and this constitubeshative criteria towards promoting efficient
resource allocation (Cochrane 1972) (Drummond .€2@05). This means that what should matter is

not the patient/person himself, but the diseasegan affected by the disease.

This is not to say that the promoters of such grageh are not conscious of people's needs outside
medical care. Archie Cochrane, often presentednasob the founder of Evidence-Based Medicine,
was a humanist, who spent his entire life as atjiaaer among Welsh miners. He was very
conscious of medical needs and the scarcity ouress, and did not accept the idea of wasting money
on one person when that money could be used toowepthe health of the entire population
(Cochrane 1972). His vision was not based on anladg of rational bio-medical medicine, but on a
strategic managerial perspective regarding resoaitoeation. Ultimately, money must be spent in
priority on programmes that give the best surviasds. Individual survival is clearly a hypernoron f
doctors while the survival of a population is a égprm for public deciders dealing with resource

allocation.

For cancer patients, the question is particulaclyte when there is no hope of a cure; and pateerds
relatives need more sociological and psychologscgiport than bio-medical care. Efficient care is
limited to palliative care and pain management,dunitive care such as chemotherapy is sometimes
maintained, as patients and doctors want to mairtape or are simply unable to make a firm
decision. Doctors who have to announce the enth@fotherapy treatments have to face emotionally
affected patients, and some patients might prefero doctors and families, to pursue unnecessary
treatment instead of simply giving up hope (C. Kastdet al. 2003) (H. de Haes & N. Koedoot 2003).
In every day decisions, care providers attemptlltcate resources not only to prolong life, but to
provide support to patients and families undergeiery traumatic psychological or social situations.
One example is a hospital that footed the billdovoman living in a caravan in the countryside, to
help her rent facilities so that her son could"diehome", as she could not afford the financiaitad
spending several days living close to the hospitdde with him. Palliative care exists, but it ne¢al

offer more than survival and be less of a strugglee included in the HCPS.

As modern medicine now enables people to live whttonic diseases, psychological and sociological
issues are becoming a real preoccupation for peosidBio-medical results for organ transplants are
highly successful, but the psychological dimengimnmst also be taken into account as some people
have trouble adjusting to the idea of living witobn®one else's body parts. Since the 1990’s, a
movement called "patient preference elicitation$ baen trying to develop the conditions needed by
patients to express themselves when placed ineasétit situation, thus attempting to "shared the
decision" between patients and doctors (Coulte©@L@9loumjid et al. 2007). When a patient insists

she would rather not have her breast removed @etipst risk involved (n%), although mastectomy

would only represent a risk of m<n%, she is mesglying that as far as she is concerned, the social



Working Paper - Buthion - 2011 - Page

and psychological distress are more of a thredietowell-being than the bio-medical threat, and

challenging the priority given to the survival "legporm™ when applied to her personally.

But although bio-medical care can be defined asd@ated with something we are able to measure,
such as years of life, other forms of care, suclsasal and psychological care have no such set
boundaries. The question of including them in thkective financing system is more difficult now
than ever before, owing to restrictions and the flaat expenses have to vie with increasingly gostl

technological health innovations.

Innovation versus precaution The innovation integration process in our soegis making us all
schizophrenic. We look to innovation as a last megpsave us from all sorts of dangers, including
death. Addiction to innovation is growing, influemat by marketing (Deyo 2002) and based on its
expected economic impact (Felt & Wynne 2007). Healte is unable to overlook that pressure, as
research is urged to find solutions to all lifegitening situations and to urgently apply them to
patients, while scientists request deadlines toeradsessments that are time-consuming or simply
impossible. (Teutsch et al., 2005)

As for the consequences of electronics, we contiodizze with uncertainty given that the consensus
of the scientific community is that nobody shouldk®a a serious hypothesis before we are able to
measure changes in diseases in 15 or 20 years' Waméous matters involving chemical and
pharmaceutical products have given rise to a sérgmgcautionary principlafter the eventhat just
goes to show how risk adverse we are after the tevidme promises of innovation and new
technologies have become a "hypernorm" in our $péreasmuch as we are not really adverse to
taking risks. We initially oppose resistance, dednag "serious assessment" that cannot be given

priori, but we accept that innovation is a risk thattoase taken for the good of humanity.

But medical decision-making is all about balancienefits and risks. Although risk is largely
accepted when lethal consequences are forecase ishbrt term, the middle or long term effects of
some treatments might counterbalance some decisi&in&ing a balance between quantity and
quality of life is certainly an issue concerningncer, which is often painful in the final stages.
Considering patients receiving chemotherapy, thecteffects of which is known, the question of
long-term consequences is now open, seeing asanodrenore people are being cured. This brings us

to our last point: our "hypernorms" dilemma elitita.

Short-term versus long-term perspectivesPeople do not seem prepared to abandon the caibifor
technology of mobile phones. Immediate and reahathges versus future consequences are revealing
our preference for present versus future. Campaigertaken to explain the effects of tobacco on
health have partly reduced smoking, but some paephain addicted, knowing full well the risks they

are running, seeing as the relationship betweeactamb and lung cancer has now been firmly
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established. The immediate satisfaction they hdvarmking is preferred to the potential impact it

will have on their health in the future.

The further prevention requested by the WHO pressgp a preference for the future, whereas
humans seem to be widely dominated by a preferemdbe real and pleasant present, which explains
their dangerous behaviour. It is easier to imptisegent care when patients are faced with potiytia
lethal consequences in the short term. Potenttalyc chemotherapy is accepted despite its side
effects, when it offers a chance of survival ratttean certain death if nothing is attempted. But
concerning some habit-forming treatment, when tisegerisk (but no certainty) of recurrence that th
drug will attempt to reduce (but not suppress) witiiential side effects, the situation is more &ven

balanced.

Consequences of the emergence of "macrosocial coamtis” It could be said that the dominant
consensus that is emerging in the decision-makingocgss plumps for bio-
medical/individual/innovation/short term, a positiembedded in the cost-effectiveness ratio. But the
consensus is often challenged, and the decisionngngdtocess can do nothing more but be open to
accept divergence, while every decision is liableviblate one of those contradictory "hypernorms".
When bio-medical efficiency is ignored by presartbichemotherapy as a way of supporting final-
stage cancer patients, when money affected to iwadhsare is used to finance psychological support,
when short-term individual risk is accepted to haéathe long-term effect of germ resistance to
antibiotics, when particularly innovative caredsadred to finance a prevention programme, dilemmas

are handled differently by different decision-maker

The cost-effectiveness ratio, known to be the bsstof every euro spent on health care has become a
powerful argument for promoting new health techga@e, and is supported by another consensus that
is bio-medical/population/innovation/short termh#s grown into a thriving industry (Hollingsworth

& Street 2006), while the demand seems to be dmiteon the producers' side (Hollingsworth 2008).
Beyond the issue of methodology that affects tihensific discussion regarding the real availabitity
undisputable scientific evidence and despite trefulisaspect of this argument in the decision, this
norm is not so "socially acceptable”. Nothing rneagllarantees that the general objectives of theFHCP
are working and will achieve its general objectiveproduce more well-being. And it says nothing

about the other alternative to resource allocation.

The biomedical approach can certainly benefit resmallocation, but psychological and sociological
parameters that escape rational allocation areimlportant. Just as patients need to be treatdd wit
humanity and not only as bio-medical problems, sstnthe common resource pool be used to deal
with individual needs. As great hope has been pldaoeinnovation despite the fact that risk is

omnipresent and not always accepted as a consaxjoésach innovation, preference for the present
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is not always compatible with the potential longrteeffect, but then again life is not just a bio-

medical problem.

For sociologist such as Ulrich Beck (Beck 1992) amtony Giddens (Giddens 1986), "post-modern”
societies are having to deal with unstable humaméworks, owing to different factors such as
cultural pluralism, the complexity of social orgaations or a new conscience of risk and uncertainty
The HCPS is not devoid of such instability, seegsguncertainty prevails in many situations and
scarcity of resources puts the question of efficresource allocation on the agenda. The decision-
making process becomes a reflexive process towgauiéng the upper hand on action and making
sense of it (Weick 1995) And this means that hypens must be discussed and challenged by

stakeholders in every decision-making process.

Who can legitimately define priorities and exclusi® The political process can provide a form of
democratic legitimacy, but won't solve the problefithe multiple decisions that have to be made
within the system. There is no property right héhnat allows hierarchical decision, and the
institutionalisation of key actors appears to bdekly insufficient in itself (Sonpar et al. 2010) iain
means that "stakeholders" have to be included eénddcision-making process to produce decisions
that make sense and are accepted as such. Mandgframaeworks cannot be based solely on
"stakeholder identity", and "who" will be serveditBBwhat" will be served; so more than stakeholder

identity, we need to explore stakeholder expeatatio

3) From the complex "macrosocial contract” to the consquences of the drawing
up of “microsocial contracts”: normative or derivative stakeholders’

expectations

Just as those "hypernorms" leave room for discossigarding "macrosocial contracts”, they are also
proving a dilemma to “microsocial contracts” andoas have plenty to consider given the wide range
of "stakeholder" expectations. Because of thesentilas, "stakeholder" discussions could be
difficult, but the contradictions in the norms thmtund rationality cannot be solved without freedom
to discuss how such norms can be applied to deemigking. To be manageable, some normative
considerations must emerge from the discussion. définitely, as it would not be acceptable to
choose between those dilemmas, but temporarilpetable to make acceptable any single decision.
One of those discussions focuses on the goalsafdéhision-making process, both in terms of general
philosophical considerations and pragmatics, witiakie to be evenly balanced and settled in this
situation, as something has to go. As the sociglpdogy of fairness suggests, people are concerned
about the fairness of the distribution procesdfi{f§&reenberg 1990) (Colquitt et al. 2001), andegtc
poor outcomes in their perspective when the praeeéhr distribution is thought to be fair (Lind &

Tyler 1988). In this perspective, a wide rangetaksholders must be represented in such a context.
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Goals that stem from hypernorms often alter acogrdd priorities and allow for more flexibility in
the way resources are allocated or appropriatedddiition to hypernorms, the HCPS includes a wide
range of interlinked objectives other than life egfancy (ways of measuring created value), such as
incomes for doctors and nurses, profit for pharraacal companies and even economic growth for
countries (both a consequence and condition ofvetiee creating process). Economics and ethics

cannot be treated separately.

Resource-based perspectives give the upper harmbrie stakeholders managing key-resources,
enabling them to reap the benefits of created vatiée other have little possibility of being ahte
assess just how much value is bypassing them iprtheess (Coff 1999). Despite the existence of
powerful hypernorms, decisions might be made tiaedard the main objectives of the system itself.
The process is very efficiently geared in favourdafcreetly dominant stakeholders, or those who
frankly impose conditions on the decision-makingaaiss while overlooking patients, whose ability to
assert their claims remain limited (EIms et al. 200Vhile many actors might claim their legitimacy,
policymakers, and all stakeholders involved aresnmoply responding to "problems" that exist within
the community, but are also actively framing proide(Greenhalgh & Russell 2009) adding a wide
range of claims to the final goal of saving yedrfife. Such dilemmas require that specific goals a

defined by the stakeholders themselves, and jegtifi front of a democratic community.

There is no major ethical consideration neededgardse access to products or services that are not
vital for people, such as owning a car or beingabl go on holiday, yet giving people access to
effective care when they are dying and could beeddw such care is a major problem. Drugs are
assessed in the following terms: are they efficmmiugh to warrant public financing? Lobbying on
the part of the pharmaceutical industry during th&t influenza pandemic for example, is now
considered to have imposed illegitimate expectatidrhe question of sovereignty does of course
belong to political science. But the question ofjonalecisions and trends must be solved, at least
partly, before any management process can be ladnay the political decision-making process, or
by empowering a collective decision-making processle up of legitimate participants (experts,
citizens...). Sovereignty is thus partly transfertedthe stakeholders in charge of supervising the

system, the counterpart being the transparencea$ions.

Focusing on stakeholders in the HCPS's decisiorifggirocess is a great challenge for collective
resource governance, but without a normative agproge can only agree with Philips when he says

it is a useless approach, seeing as all potemdikéolders have different expectations.

Stakeholders' expectations and the rest of the watl The stakeholders in question can't just
supervise a system and decide for the rest of tyothiat expenses simply have to be increased to
satisfy their unlimited needs. Those obliged towith the HCPS for common resource pools are not

stakeholders, but people under potential threathabethics with regard to the rest of the wordd h
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now become the main aim of the closed world of H@R$iagement. This is very much a current
issue, the potentially unlimited and voracious @&ges of which will soon be on par with other
common resource pools such as education or so@ahéiture for example. Managers at every level,
including key constituents representing insurergawernment agencies, must deal with strategic and
ethical problems embedded in the decision-makirargss. A wider normative approach mapping
stakeholder expectancy is a necessity, in viewhef great influence it has on local managerial
practices (Elms et al. 2002). It doesn't intendrdplace the deliberative decision-making process
necessary to political choices, but to contribotelCPS management, once decisions have been made
by the relevant authorities (public or private iresg or agencies) or to replace decisions that hatve
been made for some reason or another (the polagehda for example). When capacities are reduced
in emergency units owing to political decisionsd @octors have more patients than they are able to
deal with, they are obliged to decide who will keated first and who will not receive treatmenteyh
make their decisions alone and risk being exposéebal action in the future. It is not ethicalftoce
doctors to be solely responsible for what shoulé@ loellective decision regarding priority. One loé t
consequences of such a situation is that more aré noctors could refuse to ensure emergency

services.

Our research attempts to clarify the role of stakddrs, proposing a comprehensive mapping model
of the identities, expectations, and perspectifdd@PS stakeholders. We believe that creating more
transparency to that end will be more efficient tioe decision-making process than the current and
usual statement of interest. Phillips suggests #takeholders may be usefully divided up into
normative and derivative stakeholders. "Normatitakeholders are those to whom the organization
has a direct moral obligation to attend to theilllvgng. Alternatively, derivative stakeholders are
those groups or individuals who can either harmbenefit the organization, but to whom the
organization has no direct moral obligation as estakders. The organization is not managed for the
benefit of derivative stakeholders, but to the eiktidat they may influence the organization or its
normative stakeholders, managers are obliged touatdor them in their decision-making. Far from
strict equality, therefore, there are a number ofarconvincing ways that Stakeholder Theory may
distinguish between and among constituency grou@hlllips 2003) We suggest taking stakeholder
expectations into consideration as well as stakkghnoidentity, seeing as we believe the latter is

insufficient.

From goals to side effectsWhat HCPS goals should be considered? The arisvikereping people
alive and alleviating their pain when they haveisease or a physical or psychological ailment. This
includes "achieving or maintaining health statuihe recovery process" and sustaining health”
throughout time (Porter 2010) with regard to the-tmiedical aspect, but in some cases it also means

maintaining whatever life is possible when no cgravailable. Because it is difficult to clearlydan
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directly measure the effectiveness of care, comnietfitameworks generally include the measurement

of intermediate objectives.

Results are therefore mainly oriented towards méagthe efficiency of the processes, like hospital
resource availability, delays for treatment or remsnial infections. These secondary objectives asses
the activities involved in the process of achievitigmate goals. They describe the means to rdaeh t
ends, such as the rate of vaccination or the lelvatcess to care, both of which are linked tofitted
expected outcome, which is to reduce the numbdeaths from disease. Most countries use this kind

of framework (Arah et al. 2003) to describe theszdehain of objectives.

But they also split into different sub-objectiveadaside-objectives. For instance, to improve
performance, hospitals must organize human resswand develop staff training. Good training is
therefore a sub-objective for hospitals. But thiréases staff skills, who then expect a bettangals
a side-objective. Figure 1 summarizes this asfdw.causal chain, from sub-objectives to final ends
of the HCPS, represented on the left side, are kna® "normative expectations" and the side-
objectives that are contingent to the existendb®tausality chain are presented on the right sialg

known as "derivative expectations".

Figure 1: Ends and means in the causality chain, atingencies and consequences

Causality chain Cantingencies and ConseqUENCEs
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In the meantime, representatives who have to maeegeomic growth, employment and the HCPS,
and might simply choose to preserve employmenheir tregion, which would imply that they are

defending a local hospital rather than the efficieaf the health system in general.

Private profit-making health providers must satigifieir shareholders' dividend expectations even
when short-term profits are a potential threabtmterm health outcomes. This is an inescapabée si

effect of a private profit-making sector in heatire provision, just as side revenues (expected by
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nurses, doctors, or any other members of staff) arlogical consequence of HCPS staffing
requirements. Healthcare by public providers is ex@mpt from its own side effects, with doctors
seeking personal notoriety, or the fact that pubtispitals employ a large section of the populaition

small towns, as is the case in France for exaniplstrates just one such contingent objective. 8om
hospitals may perform poorly in terms of healthvesr performance but may fill a socio-economic
mission. Those side-objectives impact the strasegiehealth service providers (in the sense that th

create externalities) and can be viewed as a @nstr

Multiple causality chains complicate the situati@pposing arguments about the effects of causal
chains. It is easy to confuse circular causalitpich with final outcomes and to point out the
counterproductive effects of management measutrescdnflicts and trade-offs between the different
objectives will not necessarily lead to compliang¢h health outcome purposes. For instance, the
cost-shifting phenomenon (choosing patients whogeiherate profit rather than those likely to suffe
from complications) is a side effect that could éva negative impact on health (Meyer & Johnson
1983). The corollary of this is the risk that silgectives substitute for secondary objectiveshsb

the decision may be influenced by an inversiorirdlities/externalities. Externalities become aanaj
priority (making money and prosperity through inaten) whereas finalities (improving patients'
guality of life in the long term) will be attainddter, and too late for assessment. Finalities then

become a mere pretext, which may appear legitimatee short term.

Stakeholders' identity and the legitimacy of theirexpectations The consequence of such analysis
is that normative and derivative are embeddederettpectations rather than in the identity of agiv

stakeholder, and must be a part of the managgmmbach of decision-making processes.

For the purpose of our demonstration, let's firsingine the case of patients. To some extent and
according to the current dominant consensus pesbyeld not be seen as people but as "shareholders"
within the system, considered solely in the lighttteeir biomedical parameters. But as individuals
expecting to receive care in order to avoid eadgtll they are also legitimately entitled to expect
certain quality of life. They are derivative stak&fers when extra medical care is required and a
collective decision decides not to pay for somethaft treatment in favour of another part of the
population, the suffering of which is greater omgly because it could be used to treat a greater
number of patients. But as we explain below, iising they are excluded, and therefore cease to be
"stakeholders", when expressing expectations uetleo the HCPS, like taking advantage of their
iliness to stop work because they do not find tjabrinteresting, or asking for personal attentioat
exceeds the capacity of the system in question. daocer patients receiving terminal care, the
guestion is emotionally expressed by care providetsw can we say 'no' to someone who is going to
die, and continue to care for them, when this isiolation of our 'hypernorm'?" The question that
counterbalances that feeling of violating a "hypemm’ is how fairly resources are allocated to other

patients who also need them, which is far lessudsed with regard to the individual perspectivatha
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the collective approach. To be socially acceptadldecision has to be fair, and conditions must be

transparent.

Close relatives, directly impacted by a patientease and care, are subject to increasing demmand o
the part of the HCPS to be actively involved inigratt care, especially in the case of chronic disgas
They have specific expectations, which are differeom those of the patients themselves, and
considering the part they play, some expectatiemarmative. For Alzheimer or Muscular Dystrophy
for instance, parents and relatives handle thetigmesf care with organizations that collect privat
funds for research and care treatment to compensatde lack of a publicly available common
resource pool. In some cases, they end up becquatngnts themselves due to the distress and disease

caused by having to care for patients.

Providers are diverse: doctors, nurses, and othffris charge of patient care, sometimes working
alone, or as part of an institution such as a halsgiharmaceutical and medical equipment indusstrie
or logistic providers such as ambulance workersthiey work within the system and provide care or
products for the sake of patients, they are noreatiakeholders. But let's take a look for exanaple
the case of pharmaceutical industries seekingdiifyjuhigh prices for the sake of their sharehadder
When do they become derivative for having unacdsptaxpectations? And what of core skills that
are necessary, specific and in some cases scarteaanot be done without, and therefore give some
providers the upper hand when negotiating resoalloeation, as highlighted by the resource-based
approach. This obliges managers to take them iedoumt in their decision-making processes, but it
remains a derivative interest and the question fuditvis acceptable and what is not is forever under
discussion. Two years ago, and prior to negotiatioa French Minister of Health publicly presented
statistics on the rise in doctors' wages over #st pears, as a way of obtaining a political adsget

in the discussion, arguing that doctors had in ag aeen wronged during this difficult period. Yet s
far, the question of pharmaceutical industries @y asserting that innovation requires incregsin

sums of money has not been seriously challenged.

Public authorities, and especially those represgntoters, are faced with complex constraints eelat
to economic development, employment and town-anohry planning. With more that 10% of the
GDP, they are never completely isolated from th& k& the socio-economic world. But while
preoccupation for the public health status of thpytation makes them normative stakeholders, the

expectations they have for socio-economic consampsaremain derivative.

And all those involved: patients, close relativespviders, industrial companies, etc., belong to
different socio-economic groups that have their alynamics. This heterogeneity implies that there
are different interests and contradictions witlie tommunity that will bring derivative interestttee

system, sometimes hidden by their normative legitiynas patient or providers. Of course, statements
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made regarding conflict of interest were an impurtstep, but remain insufficient: "stakeholders"

cannot be dealt with in the sole light of theirntly; their expectations must also be supervised.

Conclusion:

Diversifying the stakeholders involved, as sugge$te Sutton and al, is surely a good point, thoigh
may not be sufficient, in the same way as idemigyconflicts of interest is insufficient. Identihg
who can decide and defend a final outcome in suctingplex relationship of cause and effect is not
exactly consensual, as we have shown and far frmples and the decision must surely not be left to
the discretion of small-empowered groups, includimgy some cases public institutions and
bureaucratic agencies. By way of a conclusion wkel that whoever is involved in HCPS
management will need to be equipped to handle sisons and choices to deal with contradictory
"hypernorms" and stakeholders' normative and déver@xpectations. Adding more "stakeholders" to
decision-making processes will not automaticalBdiéo more acceptable solutions and it could even
add more conflict or more situations in which "sth&lders" will be banding up against others.
Increasing the number of stakeholders will reqairen more transparency in the expectations framing

discussions.

The existence of dilemmas and contradictions dbesean that every citizen is entitled to "help
themselves" from the common resource pool thahtended to ensure access to care for all. We
believe that mapping expectations thanks to Stddehdheory framework is an appropriate way of
understanding the internal workings of the procespegcially when final outcomes are vying with side
objectives, and inversions between final outcomes iatermediate outcomes or side objectives are
possible. Introducing more stakeholders impliega framework of understanding and new cognitive
shapes in the decision-making process. It is nacg$s "map" the goals of common resource pools
on the one hand and stakeholders' objectives andtramnts on the other through a normative
approach. This suggests re-examining democratiergence processes in the future, to rethink
resource allocation decisions and manage avaitaSleurces and interrelations in a sustainable way,
along with their contradictions and expectationd arake acceptable sacrifices based on the resource

allocation process.
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