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Background
• Healthy pop.  happy, productive.
• Health needs are infinite.
• Finance is limited.
• Healthcare hierarchies and 

marginal returns.
• As an economy grows, people 

expect and demand more and 
better healthcare.

• Primary care is the most cost-
effective and equitable way to 
improve health: Riding the ‘Astana 
wave’.

• Case series: food for thought for 
group discussions

Overseas Treatment; Visiting 
Specialists; Dialysis; Chemo;

Central Tertiary Referral 
Hospital (in-house specialists)

Regional Secondary ‘Cottage’ 
Hospitals

Integrated Primary Health 
Centres (district level)

Community Health Services 
(Home/neighbourhood)
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>700k contacts

<20% $

>130k contacts 
>12k Admission

>40% $

<1k patients

>20% $



Choice Architecture to change health 
behaviours: ‘Nudges’
Sanus – latin for Healthy

Source: Quigley M, 2013.



What is Choice 
Architecture?
• We are irrational individuals.

• By ‘changing the way options are 
presented or altering the natural and 
physical environment in order to make 
it more likely that a particular choice 
becomes the natural or default 
preference’.

• Capitalising on cognitive biases for 
certain goals…

• Current examples relevant to health…







Traditional public health 
education and surveillance.

‘Nudges’; 

Choice restrictions tried 
through legal means (banned 
products) or monetary 
incentives (subsidies on 
fruits/veg) or disincentives 
(taxes on alcohol/sugar/ 
cigarettes).

Do Nothing and Monitor

Provide Information

Persuade using social incentives

Persuade using monetary incentives

Change choice architecture

Restrict choice

Eliminate choice
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Cycle Hires
Cycle Hire 
Scheme

↑ Cycling

↑ 
Exercise

↑ Heart 
Health

↓ Traffic

Time 
savings

↓ Air 
Pollution

↑ Lung 
Health

Economic 
Incentives

↓ Fossil 
Fuel Use

Social Norms
Visual Prompts

Improved access



Reducing Alcohol Consumption



Reducing Alcohol Consumption

Men Women



Changing Defaults



Key points…
• Nudges capitalize on 

Cognitive Biases to promote 
Healthy behaviours.

• Does not fore-close choices.

• Reduces consumption 
without price changes.

• More effective and cost-
effective than traditional 
health education.

• Ethics and Morality. Who 
decides?*



Task-Shifting in Healthcare
Sources: WHO, UNAIDS, PEPFAR, 2008; Cawley, J F, 2012.



“The rational re‐distribution of 
tasks among health workforce 
teams. Specific tasks are moved, 
where appropriate, from highly 
qualified health workers to 
health workers who have fewer 
qualifications in order to make 
more efficient use of the 
available human resources for 
health.” – WHO, 2008.

Task Shifting in PHC



Optimising Healthcare Scheduling
Brandenburg L, et al. 2015; Grain H. 2014; Panaviwat C, 2014.



Patient wait-times: Walk-ins vs Scheduling

• Patient wait-times in primary 
care is a long-standing problem.

• Appointment wait-times versus 
actual on-site patient wait times.

• Negatively impacts patient and 
staff experience of health 
system.



Set-backs with Walk-in 
clinics

• Long wait-times

• Irritation

• Inefficiency

• Higher costs

• Bottlenecks

• Provider dissatisfaction

• Unpredictable – difficult to 
plan services and capacity.

Scheduled Appointments

• Shorter wait-times.

• Improved productivity.

• More Economic.

• Patient Satisfaction.

• Walk-ins allowed for urgent 
cases.

• Better M&E can allow more 
advanced scheduling.

Systems Design Approach

• Accommodating patient 
preferences.

• Co-locating equipment, 
supplies, providers and 
assistants speeds-up care and 
improves satisfaction.

• Extended operating hours (for 
working/schooling patients).

• Capitalising on IT: online 
appointments; improved 
monitoring.



‘Performance-Pay’ for Doctors in the UK
Sources: Pennington and Whitehead 2014; Doran 2009; Roland 2004; Whitehead et 
al. 2009; 2014; Gillam et al. 2012; Watt 2014; Steel and Willems 2010;



Typical GPs in UK

• GP Clinics run independently.

• Monitored and paid-for by NHS.

• Has a Quality and Outcomes 
Framework (QOF) as a P4P (Pay 
for Performance) incentive, to 
improve quality of care for 
chronic disease and to reduce 
variation in care between 
practitioners.

Core funding (60-75% income): covers running costs, 
essential GP care. Amount determined by patient list size, 
disease burden, deprivation, etc.

QOF pay-outs (15-20%): determined by patients 
meeting weighted indicators for ten priority chronic 
conditions, with respect to clinical, organisational, 
patient experience and additional services. All personnel 
rewarded.

Enhanced Services (5-15%): covers services provided 
at secondary level of care, extended hours access, use 
of electronic communications/remote care patient 
monitoring, etc.



Monitoring Performance

• Strong IT Platform.

• Multiple levels of M&E.

• QOF has had a positive 
impact on quality of 
care and health 
outcomes, particularly 
for targeted priority 
diseases.

Self-monitoring 
and care 

improvements

Public 
reporting

Community 
Care Groups 

oversight



Point-of-care Diagnostics
Chan 2013.



What are Point-of-care (POC) Diagnostics?

• Small portable devices.
• Used by patients or by health 

professionals at the bedside, clinic 
or home-visits.

• To conduct certain lab tests.
• Range from dipsticks to small 

cartridge devices for a variety of 
tests.

• By providing rapid and accurate 
results at a patient’s location, POC-
testing speeds up diagnosis and 
treatment.



POC testing in Chest pain evaluation…

Current Standard

Evaluation of Chest 
Pain

ECG – suspicion of 
heart attack

Referral to Tertiary 
Centre for Treatment

With Point-of-Care test

POC test for heart 
attack

Confirms/refutes heart 
attack

Fast-tracking; Pre-
hospital Rx; Advance 
directives

In heart attacks, a Minute 
lost is Muscle lost…



POC testing in increasing HIV test uptake…

• Currently takes over a week to 
get results. Requires second visit 
to explain.

• A major set-back to improving 
HIV testing in high-risk groups 
(drug users, sex workers) is, they 
do not return for results.

• POC tests gives results in 
seconds – allows apt decision 
making and referrals in one visit.



POC Testing

Faster 
turnaround time

Faster diagnosis 
and better 

management

Improve clinical 
outcomes

Empowers health 
professionals

Improved patient 
satisfaction

Simplified 
logistics

Fewer sample 
storage/transfer

Fewer errors or 
missing results

Cost-savings

Less patient visits

Less workload on 
staff

Less interruption 
to patient 

employment

Improved gate-
keeping of PHC

Less referrals to 
tertiary care

Less workload on 
tertiary system

Cost-savings

Advantages…



Wide range of uses for POC testing…

Urinary Infections;

Pregnancy Test;

Early Diabetic 
Kidney Damage;

Kidney 
Inflammation;

Urine Tests

HIV Testing;

Electrolytes;

Bleeding Disorders;

Anaemia;

Diabetes (HbA1c)

Clinic Blood Tests

Blood Gas Analysis;

Confirmatory tests 
for Heart Attacks or 
Heart Failures;

Emergency Services

Any bleeding from 
bowels – including 
Faecal Occult Blood 
Test for Bowel 
Cancer screening;

Strep throats;

Other Screening



Amsterdam Healthy Weight Programme
Obesity Research Policy Unit, UK, 2017; European Commission, 2018.



The Why? Obesity-Overweight in Amsterdam

• 2012 – 21% vs 13%.

• Inequitable distribution:
• Low SES

• Minority/Migrants

• Amsterdam Healthy Weight 
Programme (AHWP) introduced 
as a response in 2013.

• City-led.

“reduce childhood 
obesity by enabling 
children to eat and 

drink healthy, 
increase physical 
activity and have 

good quality sleep”

“The healthy 
choice should 

be the easy 
choice”



AHWP

• Whole-systems approach.

• Complements National policies.

• No new funding (2013-15).

• Collaborative.

• ‘Learning by doing’.

• ‘Rainbow Model’ of 
interventions based on social 
determinants of health.



Interventions…

First 1000 days Jump-in schools
School gardens: 
‘field-to-plate’

AHWP Community 
Managers

City-wide initiatives: 
food and activity

Banning adverts; 
Reformulation

Poverty-focused food 
stamps; financial 

supports

Digital coins: 
redeemed for 

healthy purchases

Training 
professionals on 

AHWP

Improved treatment 
of childhood obesity



Results…

• AHWP reached over 2/3 of obese children.

• 12% decrease in obesity-overweight from 2012 
to 2015 (21% to 18.5%).

• All age-groups lost weight.

• Exclusive breastfeeding  5%

• SSBs consumption  10%

• Exercise minutes  4%

• Highest BMI neighbourhoods improved most.

21%

18.50%

13% 13%

2012 2015

Amsterdam

Netherlands Average

Linear (Amsterdam)



Targeted

Rainbow 
Model

Inter-
sectoral

Establish

Delegate

Transferability Political 
Impetus

Long-
term

Research

Robust 
M&E + 

Feedback



Social Prescribing
CentreForum Mental Health Commission, 2014; Lewisham Clinical Commissioning 
Group, 2014; Bickerdike L, Booth A, Wilson PM, et al. 2017.



Social prescribing…
‘a mechanism for linking patients 
with non-medical sources of support 
within the community.’
Referrals through link-workers to 
‘…opportunities for arts and 
creativity, physical activity, new skills, 
volunteering, mutual aid, befriending 
and self-help, as well as support with 
benefits, employment, housing, 
debt, legal advice or parenting 
problems.’
Typically used for patients with 
social/emotional problems, or as 
adjuncts to long-term management 
of NCDs, especially mental health 
problems.

Supported 
referrals through 

link-worker to 
Social Supports 
outside Health 

service

Arts, Books

Social 
Enterprise 
schemes

Prescription 
Exercise

Education/ 
Training; 

Information 
prescriptions

Green Gyms

Healthy-living 
initiatives; 
Time banks



Brief Interventions
Academic & Public Health Consortium, 2005; NICE/NHS, 2006.



To quit-smoking…

• Part of routine physician/nurse 
consultations.

• Very brief advice (5 minutes).

• Asking about current and past 
smoking behaviour, providing 
information on the consequences 
of smoking and stopping smoking, 
and advising on options for support 
and pharmacotherapy.

• Evidence-based: In UK, 1 in 50 
smokers offered are interested to 
access stop-smoking programmes.



Conclusions…
• Public Health:

• Choice Architecture: making the 
healthy option the easy option.

• Monetary; Legal; Social 
Determinants of Health;

• Primary Care:
• Scheduling; Brief Interventions; 

Social Prescribing; Performance 
Pay; Task-shifting;

• Community empowerment.

• Intersectoral policy and action.

• Context-specificity.



Thank you.
Questions during plenary discussions.

Sanjeev K Pugazhendhi

Further queries to: 
Sanjeev.Pugazhendhi@health.gov.sc;
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