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EDITORIAL In February 2019, thirty Nordic healthcare experts from the 
public and private sectors were gathered in Copenhagen to take part in the Nordic Health 2030 
process, a workshop series that aimed to address how to best shape the future of health in the 
Nordics. From the beginning, there was broad agreement among the group that our healthcare 
system is sick, and the prognosis is clear: There is an urgent need for change in health that will 
shift the balance from reactive and costly sick care towards proactive, sustainable, and preventive 
care. But when asked how this transition should be made and who should drive it, silence fell on 
the group. This was the ‘eureka’ moment of the workshop series. It suddenly became clear that 
these were not only the questions the Nordic Health 2030 process should strive to answer, but 
also the questions that have the power to spark a movement to improve health in the Nordics 
and beyond. From that moment on, the remainder of the process was committed to laying the 
foundation for the much-needed transition to a genuinely preventive healthcare system.   

The aim of this publication is to illustrate how we can build on that foundation and propose a 
vision for healthcare that will ensure a set of robust, sustainable, and resilient life conditions for 
future generations. The Copenhagen Institute for Futures Studies’ collaborative exploration of 
the topic has led to some bold conclusions about what is needed to improve the state of health 
in the Nordics towards 2030, as well as the identification of what could be the best catalysts 
for a preventive health revolution. These catalysts – a focus on fostering resilience in individuals 
and communities and the development of new health data models – receive particular attention 
in the following pages given the Nordic countries’ unique advantages and potential to contribute 
in these areas.

As we work towards realising these efforts, it is essential to acknowledge that we may not de-
rive all of the benefits ourselves. Just as the builders who, centuries ago, were among the first 
generations to lay the foundations of the grand cathedrals that cover our continent would never 
know how they would look when completed, we know that we will not see the end results of 
our hard work in our lifetime, but hope that our children and grandchildren will. This form of ‘ca-
thedral thinking’ – embodied by the Nordic Health 2030 Movement that was inspired by the 
outcomes of the workshop series – is not only needed to motivate long-term efforts to reform 
our healthcare systems, but also drive the cultivation of skills to manage and prosper in natural 
and social environments that are undergoing drastic change. 

Most importantly, a push by the founders of the Nordic Health 2030 Movement to spread the 
visionary ideas they have helped develop as widely as possible will ensure that everyone in the 
Nordics can play a role in making the shift from sick care to preventive health. With a sustained 
commitment to a movement and a purpose that goes beyond self-interest, the Nordics can 
shape the future of health and act as a beacon for the rest of the world. 

We can no longer wait for the future to begin. It is time to deliver.
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Part I

WHY DO 
WE NEED A 

NEW WAY OF 
THINKING? 

Understanding the tectonic plates of the emerging health landscape. 
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A need for a radical redesign of how we deliver, practice, and think about healthcare is emerging across the Nordics. 
Changing demographics and new demands from citizens, private actors, and public institutions indicate that a shift towards 
preventive and proactive care is crucial. We must ensure that healthcare systems in the Nordics continue to provide 

excellent care and position the Nordics as leaders for the rest of the world as we draw closer to an uncertain future.

I f we are to believe what the rest of the world tells us in a regular cycle of reports, then 

the Nordic people are among the best-educated, happiest, and healthiest to be found 

on the planet. The consistently high achievement of each Nordic nation when measured 

against certain social, economic, and health indicators would suggest that we are doing 

something right. There are many within our region who attribute this success to the Nordic 

welfare model, which is founded upon principles of trust, equality, fairness, and redistri-

bution. The welfare model has helped establish a sense of social cohesion and security, 

while ensuring that all citizens have access to quality public services and institutions.

Nothing illustrates this better than a trusted universal healthcare system that provides 

comprehensive care from the cradle to the grave. Healthcare is perhaps the one thing that 

everyone in the Nordics has in common, as we all share a dependency upon it. Yet, this is 

also a system under strain, confronted by a perfect storm of challenges. How we address 

these challenges together – in partnership as a region rather than as separate nations – 

could prove to be the true test of our highly admired welfare model.

DEMOGRAPHIC SQUEEZE

The healthcare system, as well as the welfare model that underpins it are subject to sig-

nificant pressure on a number of fronts. This pressure has been created in part by a com-

bination of increasingly uncertain demographic conditions:

First, the population is ageing, with life expectancy now above 80 years of age across the 

Nordics and an ever-growing proportion of the population aged over 65 (already over 20% 

of the population of the Nordic countries today). Paradoxically, longevity and quality of life 

can be attributed to the very system now under pressure, as treatment, education, and 

prevention have served to reduce many incidences of communicable diseases.

Second, a longer average lifespan, nonetheless, can equate to increased susceptibility to 

non-communicable diseases as the population ages. Indeed, the rise in non-communicable 

diseases has been notable in the Nordic countries, accounting for around 90% of disability-

adjusted life years (DALYs) in 2016, according to the World Health Organization (WHO).

THE NEW REALITY OF 
HEALTH IN THE NORDICS

P A R T  I
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Third, the number of people working and contributing taxes that 

feed the welfare system has shrunk. This can be attributed not only 

to retirement, but also to health factors like long-term illness and 

premature deaths, as well as to people working fewer hours than in 

the past and spending more time in formal education and training.

Fourth, birth rates in the Nordic nations either have stagnated 

or fallen, which will have long-term implications for the tax-

dependent redistribution systems that are favoured in the region. 

Each of these in turn highlights the lack of financial viability for 

the current welfare model and healthcare system. Fundamental re-

forms are necessary that can both accommodate these developments 

and mitigate their effects.

SYSTEMIC PRESSURE

Demographic considerations are just one 

of many complex and interacting factors 

that have coalesced into a substantial 

wicked problem confronting the health 

sector. Long-term health conditions, for 

example, place immense pressure on the 

healthcare system. Statistics collected on 

DALYs illustrate the life-span disease 

burden: taxes are no longer contributed to 

the system by those in need of care, while 

money is constantly extracted from it to 

cover the cost of their care. Historically, healthcare spending has 

been increased in order to keep up with citizen demand, but this is 

no longer sustainable. OECD projections indicate that, by 2060, the 

cost of long-term care will have doubled across the Nordics.  Yet, as 

we have seen, the proportion of people contributing taxes towards 

the system will have reduced during the same period.

Notably, technological innovation in healthcare can both allevi-

ate and exert pressure on the system. The aspiration of technolog-

ical innovation is to improve the long-term health of citizens and 

the quality of care they receive, making advances in diagnosis, 

treatment, and prevention. An additional aim is to improve effi-

ciency and effectiveness, reducing bureaucracy and administrative 

costs wherever possible. Healthcare professionals are themselves 

facing their own set of challenges: Burnout is increasingly preva-

lent, exacerbated by a shortage of qualified healthcare profession-

als and the requirement to undertake administrative and manage-

rial tasks in addition to frontline patient care. Technology has the 

potential to automate some tasks, freeing healthcare workers to 

interact directly with patients. However, the price of technological 

innovation – covering research and development, procurement, 

implementation, and associated training – has proven to be pro-

hibitively expensive. Recent WHO studies indicate that 50-75% 

of the increase in healthcare costs can be attributed to technological 

progress and increased service levels. 

In the Nordics, approximately 20% of health expenditure is allo-

cated to long-term care, tending to the chronically ill, disabled, and 

elderly, among whom cardiovascular diseases and cancers are com-

mon. OECD data also illustrate that long-term care expenditure 

has steadily increased over the past two decades, with this trend set 

to continue and accelerate over the coming years. Substance abuse 

and mental disorders also carry direct costs, as a result of medica-

tion and treatment, as well as indirect costs, through lower employ-

ment rates, loss of productivity, and the knock-on effects on loved 

ones who have to take on care responsi-

bilities. The OECD estimates that across 

the Nordics approximately 5% of GDP is 

spent on these combined costs.

The convergence of these disparate but 

interconnected factors creates a sense of 

urgency. The current healthcare system 

is subject to so much pressure that, with-

out a radical change in focus, it is likely to 

collapse. The majority of healthcare ex-

penditure in the Nordics remains direct-

ed towards curative and rehabilitative 

care, even though there is clear evidence 

of the need for more funding to address 

long-term-care, preventive health, mental health, and the treat-

ment of other non-communicable diseases. The escalating trend in 

DALY figures, the surging costs of long-term care, the spike in 

mental disorders, and the professional challenges confronting the 

healthcare workforce are all early signs of a failing system. How do 

we treat these symptoms? What needs to change in healthcare? 

How can we redesign the system to ensure both its effectiveness 

and its sustainability?

TECTONIC SHIFTS

The Earth’s crust is formed of multiple tectonic plates. These can 

be forces for change when they collide with one another, altering 

the topography of the landscape. To be sure, these collisions are 

not always disastrous – they can also be subtle reminders that our 

world is not static. Nor are these collisions exclusively destructive. 

They also create new features that change how the landscape 

looks and the way we navigate through it. In the health sector, 

there are several forces in play that can have a similarly powerful 

effect when they clash together. Indeed, it could be argued that a 

number of plates have already begun colliding along the fault line 

on which the healthcare sector sits, raising new challenges but 

also shaping new opportunities.

“The surging costs 
of long-term care, the spike 

in mental disorders, and 
the professional challenges 
confronting the healthcare 

workforce are all early 
signs of a failing system” 

LONG-TERM CARE
Long-term care (LTC) is defined as a range of services required by people with a reduced degree of functional physical or cognitive capacity, and 
who are subsequently dependent on help with basic tasks for an extended period of time. Long-term care expenditure represents a growing share 
of the GDP in many EU countries — it is not particular to the Nordics.

P A R T  I
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The entry of Big Tech into the health sector – in the shape of 

Google, Facebook, Amazon, and Apple in the West, and Alibaba, 

Tencent, Baidu, and Huawei in in the East – represents one such 

force. By taking advantage of their already deep integration into 

consumers’ daily lives and activities, tech giants have bypassed the 

hurdles faced by traditional healthcare providers and systems. They 

can connect with individuals in a much more intimate and direct 

way. Wearable technologies offer real-time diagnostics and health 

insights. Smartphone apps can expedite visits to the hospital or 

doctor’s practice, as well as even incentivise healthy behaviours. 

More and more of our interactions with healthcare systems are 

mediated through technology, with big 

tech firms designing the healthcare expe-

rience, shifting it into the digital domain 

and away from real-world interactions 

with people and physical structures. 

Another force is centred on a new 

understanding of health. The notion that 

our health is the sum of both nature and 

nurture rather than nature or nurture 

alone is gaining wide acceptance. Rapid 

advancements in genomics and related 

fields have been instrumental in this 

development, paving the way for a new 

understanding of systems biology. We 

now possess sequencing technologies that enable granular 

exploration of human and environmental health and how they 

interact. Access to health and behavioural data is making it 

possible to more accurately predict health outcomes, needs, and 

trajectories. Overall, we are beginning to see how deeply 

intertwined our own health is with that of our communities and 

the rest of the planet.

Individuals and their demands possibly constitute the most 

powerful force of all. The decreasing cost of advanced healthcare 

and communication technologies along with changing social 

norms have had a profound impact on how we think about and 

what we expect from the healthcare system. Immediacy and 

personalisation in nearly all of our interactions, both inside and 

outside the healthcare system, are the new standard. As noted, 

such expectations have been fed in part by the Big Tech companies. 

It is unsurprising, therefore, that there is a high demand for 

health services to conform to individual preferences, and to 

untether us from physical points of care. 

Individual demands on healthcare systems can only be expected 

to grow as the technologies that enable them – from AI consultation 

platforms to blockchain and public digital ledgers – become more 

affordable. This is perhaps best illustrated by the plummeting cost 

of genome sequencing that has managed to break Moore's Law. A 

process that once cost over $2.7 billion and took 13 years to complete, 

involving intense collaboration between scientists from around the 

world, now costs less than $1000 and can be completed in a single 

day. What might happen when the price falls to $100? 

These shifting tectonic plates add to the immense pressure al-

ready exerted from within the healthcare system. The perfect 

storm of internal and external pressures poses an existential threat 

to our healthcare systems in the medium-to-long term. There is an 

increasingly urgent need to accommodate preventive and personal-

ised healthcare models. Failure to anticipate the significant demo-

graphic, economic, technological, and so-

cial changes that will affect virtually 

every facet of our healthcare experience 

can only generate more uncertainty. 

There will be a growing need to support 

and cooperate with new actors in the 

healthcare sector as the system is rede-

signed and evolves.

THE CASE FOR PREVENTION

To ensure the long-term good health of 

Nordic citizens and the sustainability of 

our healthcare system, any redesign 

requires a fundamental shift from 

services centred on sick care to one that promotes preventive 

health. By investing in the latter, the potential for return on 

investment is substantial as costs for treatment should decrease in 

parallel with the reduced number of people requiring treatment. 

Yet, according to figures collected in 2017 across Denmark, 

Finland, Iceland, Norway, and Sweden, the total public 

expenditure on preventive health in the Nordics as a percentage of 

GDP was only 0.3%. This contrasted starkly with the 2017 figures 

for sick care, which amounted to 9.8% of GDP on average.

Today, we are witness to innovative forms of treatment and the 

construction of high-tech super hospitals designed for the effective 

treatment of diseases, but we see little innovation in terms of 

preventive services. Of course, this is not to say that the super 

hospital does not have a place in the healthcare system of the future, 

but it is symptomatic of the long-established tendency to invest in 

treatment rather than developing preventive health capabilities 

and awareness among institutions and citizens. 

A transition towards preventive health can enable well-in-

formed citizens, supported by access to tools, data, and relevant in-

formation, to remain healthy for longer. It will also equip them to 

recover more quickly and effectively from injury and illness, and 

to boost their overall resilience when coping with daily challenges 

“To ensure the 
long-term ... sustainability 
of our healthcare system, 
any redesign requires a 

fundamental shift from a 
services centred on sick care 

to one that promotes
preventive health”

MOORE’S LAW BROKEN
Moore’s Law is in fact an observation made in 1965 by Gordon Moore, Co-Founder of Intel, which holds that the number of transistors on an 
integrated circuit chip doubles every two years. Genetic sequencing technology has broken Moore’s Law, with sequencing times and costs falling 
at higher exponential rate since the first sequencing of the human genome in 2003.

P A R T  I
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A sustainable approach to 
healthcare requires a fundamental 
shift from sick care to preventive 

health. By 2030 the Nordic 
countries should allocate 5% of the 
GDP to treatment and 5% of the 

GDP to prevention.

THE 5/5 
ASPIRATION

P A R T  I
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and significant life events, such as starting a family, moving, or 

the loss of a job or loved one. Collective responsibility for preven-

tive health, moreover, will have the positive effect of ensuring that 

sick care can be delivered where it is most needed.

Preventive health is intended to support a healthy, productive, 

resourceful, and equitable society that enjoys improved quality of 

life. It depends on shifting the point of care closer to citizens and 

their communities. 

A sustainable approach to healthcare, founded upon the Nordic 

principles of fairness and equality, could see a rebalancing of 

expenditure, with a renewed focus on preventive health. This is 

exemplified by the 5/5 aspiration, a 

solution promoted by the Nordic Health 

2030 Movement that requires a slightly 

lower overall allocation of GDP to 

healthcare than in 2017. It assigns an 

equal proportion of 5% of GDP each to 

sick care and preventive health. In this 

way, everyone can benefit, with funding 

and resources allocated to treatment and 

prevention, and with additional room for 

expenditure on related public services.

WHAT WILL ENABLE 

THIS TRANSITION? 

Data has been called the most valuable currency in the future, 

which is especially true in the case of health data. It has the potential 

to improve and democratise healthcare by providing a personalised 

and preventive approach that could inform all health-related 

activities. For individuals, data enables better decision-making 

based on credible information around them, while the system can 

provide better and more personalised care eventually moving the 

point of care closer to individuals and their communities. The 

application of the continuous stream of data around them in the 

form of biological, biological impact and quality of life data 

enables the earliest intervention possible to keep the individual’s 

health trajectory stable and build resilience. The amount of 

personal health data available today, combined with the 

intervention capabilities of the health system, has the potential to 

bring the individuals and systems together while also providing 

service at the convenience of individuals. This ultimately allows 

for creating a synergy between individuals and the system, a 

synergy which is sustained and further developed by the 

application of data.

From the system’s side, the synergy is enabled by better access to 

comprehensive health data from citizen registers managed by the 

public sector and enriching it with analytical insights from other 

organisational partners or additional behavioural data offered by 

individuals. On the individual’s side, the synergy would mean a 

transfer of resources and autonomy to healthcare professionals, 

communities, and citizens to ensure that health systems more ac-

curately reflect the needs and goals of those they serve.  Following 

such a model would not only enable greater cohesion between cit-

izens, communities, care providers, and other stakeholders, but 

also ensure the long-term sustainability and prosperity of the Nor-

dic welfare states overall.

It is imperative that alongside the shift from sick care to preven-

tive health we also move from the quantified self to the qualified 

self. The quantified self is a movement 

that aims to collect as many datapoints 

on the individual as possible through 

self-tracking. However, if these data are 

not qualified for changing behaviours 

geared towards prevention, it is not cre-

ating value for individuals. Likewise for 

the system, collection of data in central-

ised silos that are not being utilised does 

not create value for neither individuals 

nor the system. Therefore, we need to 

move to a qualified self approach that is 

supported by a system that uses the data 

we already possess and creates value by 

applying the data to encourage preventive behaviours. In the end, 

the joint capabilities of the individual and the system are what de-

termine whether we become qualified or not by comparing dif-

ferent data sets, making better decisions based on solid data, and 

turning these into actions that have a positive impact on the health 

of the individual. 

THE NORDIC OPPORTUNITY

The shift demands a consortium of stakeholders across the entire 

healthcare value chain. A consortium that is capable of both inno-

vation as well as implementation in public health systems. The 

Nordics are in a favourable position to spearhead the needed shift 

from sick care to preventive health. Their healthcare systems are 

set up similarly and produce fairly similar outcomes. Nordic soci-

eties are one of the healthiest regions in the world which is both 

due to high quality care as well as a generally healthier lifestyle 

than most. They have also built a well-functioning universal 

healthcare system while also not shying away from modernisation 

and digitalisation. On top of this foundation is a reliable public 

data infrastructure that already allows for a high quantity of high 

quality data to be captured, as it is widely used by citizens. 

Throughout the Nordics, there is also a strong connection between 

“Preventive health is 
intended to support a healthy, 
productive, resourceful, and 
equitable society that enjoys 

improved quality of life”

FOLK HIGH SCHOOLS
Today’s cherished folk high schools and the concept of self-cultivation that drives their educational philosophy were introduced in the Nordics by 
N.F.S. Grundtvig, a Danish theologian, writer, philosopher, and educator. Grundtvig strove to democratise the enlightenment of the Danish population 
by reaching out to uneducated and poorer segments of the peasantry, helping people qualify themselves as active, engaged members of society.
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the public and private sectors, which is highlighted by their long 

track-record in successful public-private partnerships (PPPs). 

PPPs are generally characterised as vehicles for innovation, as 

well as sharing risks between public and private sectors, all for the 

benefit of the citizens.

The potential for redesigning the healthcare system is built into 

Nordic culture as well. Trust among citizens and in govern-

ments is crucial for reinventing the way healthcare is carried out. 

The Nordics are also among the most innovative countries in the 

world, being active in many fields ranging from tech start-ups to 

cutting-edge pharmaceutical research. Moreover, citizens across 

the Nordics participate actively in society and democratic insti-

tutions, which is exemplified by consistently high voter turnout 

as well as through their long history of grassroots and local com-

munity initiatives. These values – trust, innovative thinking, 

and a commitment to democracy, mutual respect, and freedom 

of expression – are among the most cherished Nordic values that 

bind the countries in the region together, and can play a funda-

mental role in designing the healthcare systems that we need in 

the future.

But the shift to preventive health is not only dependent on the 

healthcare system. Citizens also need to take an active part in shap-

ing how they interact with the system on their terms. Traditional 

healthcare systems are set up so that citizens have to conform to 

however the system wants to interact with them. With persistent 

efforts, citizens can demand that points of care instead be designed 

around them in the future. As the primary points of care, citizens 

can engage more effectively in the self-cultivation of preventive 

health. Though it is not always explicit, self-cultivation is a very fa-

miliar concept to most Nordic citizens. Spread throughout Nordic 

history culture by the folk high school movement and inspired by 

the German tradition of Bildung, self-cultivation has to do with 

achieving self-realisation by educating oneself, experiencing the 

world, and acting responsibly in the best interest of both oneself 

and society. Experience with self-cultivation is yet another reason 

the Nordics are highly suitable to adopt such a system.  

While the Nordics have much to offer, it is clear that there are 

areas in which they cannot and likely should not compete with 

other large international players. A largely privatised market in the 

United States, for example, has allowed Big Tech firms to engage 

with individuals directly and innovate healthcare services rapidly, 

albeit at significant costs. Elsewhere, in China, a massive, state-

controlled digital infrastructure and access to the data of over one 

billion citizens has enabled personalised health technologies to 

proliferate and research to be conducted with unprecedented speed.

What unique path can the Nordics take? By taking advantage 

of their unique capabilities, the Nordics have the potential to de-

velop a more secure, equitable, and ethical alternative model for 

the future of healthcare. With strong local democratic institu-

tions, well-equipped data infrastructures, experience with public-

private partnerships, and a commitment to principles of equality 

and fairness, the Nordics already have the fundamental building 

blocks for a healthcare model that places citizens at the centre of 

all activities. 

We can foster a truly sustainable Nordic Health movement that 

has preventive health at its core by leveraging the values and exper-

tise that have already made the Nordics strong in facilitating public 

and private partnerships in concert with citizens. We have the op-

portunity to renew our understanding of Nordic solidarity and 

welfare if we manage to tame the perfect storm headed our way 

through the application of shared values, traditions, collaboration, 

and innovation. Not only that, but the Nordics could also serve as a 

guiding star in preventive health and become leaders in Europe 

and beyond, showing what the future of health could be. Just as the 

Nordics have set an example for the rest of the world in the areas of 

good governance and human-centric design, they now have the op-

portunity to set a new global standard for healthcare innovation. 

What might be the potential of integrating Nordic values into how 

we manage and deliver health care?

This magazine and the Nordic Health 2030 process that 

inspired it serve as the foundation for such a movement and are 

contributing to previous efforts to improve healthcare in the 

Nordics and place individuals at the centre of care activities and 

in control of their own health. The Nordic Health 2030 Movement 

aims to connect both new and existing bottom-up initiatives with 

top-down decisionmaking. ¢

DATA SYSTEMINDIVIDUAL



Definition: A lifelong learning approach to cultivate 
preventive health behaviours and values rooted in an innate 
sense of responsibility to oneself and one’s community.
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Part II

HOW CAN 
YOU BENEFIT 

FROM 
RESILIENCE?

The Nordic Health 2030 workshop series initiated a workstream with the aim of 
building resilience in individuals.To inform and inspire these efforts, the Copenhagen 

Institute for Futures Studies has explored resilience on the following pages.



N o r d i c  H e a l t h  2 0 3 0   19

P A R T  I I

Good health in the future will not only be dependent on well-designed healthcare systems – you will also have 
an important role in proactively ensuring your own health. The combination of adopting a healthy lifestyle 

and cultivating transformative resilience may be among the best responses to this challenge.

TRANSFORMATIVE 
RESILIENCE

T here is little doubt that over the coming decades you will need to take more 

proactive action when it comes to your health and that of your loved ones. 

It is increasingly difficult for the healthcare system to cope with a rising demand for 

services. The burden is worsened by the growth of the elderly population, as well as by 

higher rates of heart disease, cancer, diabetes, Alzheimer's, depression, and anxiety. 

Western societies today discuss how we transfer some of the responsibility from the 

centralised healthcare system to local communities and even to individual citizens. 

Surely, for example, it is in everyone's interest to stay healthy for as long as possible 

without the need for healthcare services. Today's hospitals, moreover, do not play any 

significant role in preventing diseases from occurring. 

So how do you prevent yourself from getting sick in the first place? 

If you ask your doctor or search the internet, the most likely advice will relate to the 

adoption of a healthy lifestyle. Stop smoking, get your BMI into the safe zone (18-25), 

exercise for at least 30 minutes, and eat a minimum of five different fruits and vegetables 

daily. There is no doubt that a healthy lifestyle is vital for your health, yet only a tiny 

fraction of the population lives up to all these recommendations. Managing to establish 

and maintain a healthy lifestyle carries a lot of potential for you and your loved ones. 

But what if there were something even more critical at play? An underlying condition 

that profoundly impacts all of us. 

According to the Doomsday Clock, it's 2 minutes to midnight. You live in dangerous 

times. Threats like nuclear warfare and climate crisis are destabilising the world we live 

in. Add to that the increasing amount of information and interfaces you have to engage 

with each day. In today's world, you may feel overwhelmed more often by the pace of life, 

experiencing mounting pressure, pain, and even trauma. 

No matter if you are conscious or not about the stress you are exposed to, you have to 

strengthen your overall ability to bounce back and thrive. 
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Such an ability is known as resilience. Traditionally, resilience has 

described how we bounce back in response to difficulties, whereas 

newer interpretations cover how we thrive in the face of such chal-

lenges. The latter relates to how you transform with difficult cir-

cumstances to become a better and more sustainable version of 

yourself. This has become known as transformative resilience. 

The combination of a healthy lifestyle with the ability to 

achieve a positive transformation under stress is both an essential 

and natural way to boost your health and to avoid getting sick 

in the first place. 

There is a vast amount of research on transformative resil-

ience that provides guidance on this topic. It should be high-

lighted, however, that the advice in this article is by no means 

comprehensive. It is intended to inspire you and spark your curi-

osity. Transformative resilience is, after all, a very dynamic concept, 

open to different interpretations, and continuously leading to 

new insights. 

You should think about transformative resilience as a funda-

mental balance in your life that you must identify, establish, and 

strive to maintain. This can take place through your own efforts, 

through the help of others, or most likely, through a combination 

of the two.

Transformative resilience includes life wires, life skills, and life 

framing.

Life wires help you to better connect with the context of your 

life. You can use life wires to establish a healthier relationship 

with the world around you: 

RELATION TO FAMILY, FRIENDS, 

AND COMMUNITY 

There is nothing more important than how you connect with 

your family and friends. This is where you find a safe harbour 

from all the stressors of modern life and where you connect with 

other people with whom you can share values, sympathy, trust, 

and forgiveness. Whereas experiences outside the inner circle can 

often be very individualised, a close relation is usually based on a 

conscious or unconscious agreement of belonging that goes beyond 

the individual experience. This agreement is most robust if it can 

function across family, friends, and communities. The more fragile 

and uncertain family relations are in your life, the more critical 

friends and local communities become. 

RELATION TO WORK, SCHOOL, 

AND LEISURE ACTIVITIES 

This is where you as an individual gain a sense of your place in the 

world. It is a source of stability filling your every day with rituals 

and habits you can relate to and train yourself to master. Experiences 

at work or in school are based on a conscious or unconscious 

agreement of solidarity. The functions you perform together with 

colleagues or the things you learn along with your fellow students 

serve a higher purpose than anything you could achieve yourself. If 

this solidarity cannot be experienced at work or in school, it can be 

experienced through meaningful leisure interests or activities 

shared with other like-minded people.

RELATION TO NATURE, ART, AND HISTORY 

This is where you experience that you are a tiny part of something 

much more significant than yourself. That everything that sur-

rounds you, everything that went before you, and all that inspires 

you on a profound level have done so for millions of other people. 

You establish a conscious or unconscious agreement of harmony 

between you and the things that you can only begin to under-

stand, even when these things seem threatening and impossible. 

You learn that you are not the centre of the universe and that you 

can live a more meaningful life outside the realm of your selfishness. 

All 3 life wires have in common that they enable you to experience 

that life cannot be controlled from the inside, but instead must be 

inspired from the outside. 

As the German poet Rainer Maria Rilke wrote:

I live my life in widening circles

that reach out across the world.

Life skills help you to optimise your life wires better.

“Traditionally, resilience has described how we bounce back in 
response to difficulties, whereas newer interpretations cover 

how we thrive in the face of such challenges”
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SELF-QUALIFICATION 

This life skill is the ability to know yourself on a deeper level: 

How you see the patterns of your experiences; how feelings, 

thoughts, and behaviours are connecting to increase or reduce 

your overall vitality; and how you understand your place in the 

world better and accept your reality as the starting point of a 

meaningful journey. Self-qualification is ultimately about 

developing a more profound personal empathy for other people 

and outside circumstances that help you better respond to social 

interactions. 

SELF-EXPERIMENTATION 

This life skill is the ability to experiment with better ways of living 

your life: How you see the negative impact of your past experiences, 

shortcomings, and failures and respond to your sense of shame, 

blame, resentment, and heartbreaks with constructive actions; and 

how you use your creativity and imagination to improvise, innovate, 

and problem-solve with better daily rituals. Self-experimentation is 

ultimately about claiming personal agency over your life by trying 

new things that help you better take control over your life. 

SELF-CULTIVATION 

This life skill is the ability to identify what enables you to trans-

form successfully over time: How you better listen to the lessons 

you learned in life, allowing you to reflect on the problems you 

enjoy having and the ones you enjoy solving; and how you learn 

to recognise what works and what does not work for you when 

you experiment with better ways of living and interacting with 

your surroundings. Self-cultivation is ultimately about building 

more trust in your personal behaviours and values to help you better 

respond to changing conditions. 

All 3 life skills have in common that they enable you to qualify 

the things that matter most in your life.

Your life framing motivates you to build transformative resilience. 

Either by you forming an enhanced life story and/or by you being 

supported through social facilitation.

LIFE STORY 

You are the architect of your life story. Your emotions are not 

hardwired in your brain. Emotions are best guesses that your 

brain constructs at the moment where millions of brain cells are 

working together. You have far more control over those guesses 

than you might think. It is not what happens in your life that 

upsets you, but rather how you interpret it. By constructing and 

documenting a life story of how you use your life skills to optimise 

your life wires, you can create a self-reinforcing, positive spiral – 

or, at a minimum, find better acceptance of the current state of 

your life. Everything from that point on can then be interpreted 

as something you can engage with much more constructively. 

SOCIAL FACILITATION

Every human being has a specific starting point, a unique set of 

abilities and values, and a varying degree of available resources. 

Maybe you are dealing with addiction, long-standing illness, prob-

lems at home, poor mental health, or money problems. You might 

not be able to cope with these challenges. Remember that the sourc-

es of your transformative resilience go beyond what is within you. 

It relies just as much on what is between you and your world. If 

you cannot find the resources to boost your transformative resil-

ience yourself, then make your expectations heard in your commu-

nity. Ask for social facilitation through a programme, a structure, 

or a sense of direction that can open up the relational spaces you are 

looking for. Get activated in your community so you can experi-

ence the supernormal interactions that will enable you to contribute.  

We all need both transformative resilience and a healthy life-

style going forward. No one should be left behind. Everyone 

should contribute. That is the balance of the responsiblity that we 

should all bear together. If you can't help yourself, you should 

have access to help from your family, friends, community, or society. 

If you can help others, you should proactively support the health 

of those around you. We transform better when we contribute to 

one another. Especially if you have children, you should act on 

their behalf so they can thrive into the future. ¢

“We all need both transformative resilience and a healthy lifestyle
going forward. No one should be left behind. 

Everyone should contribute”
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TRANSFORMATIVE 
RESILIENCE 

The ability to thrive under difficult circumstances
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‘‘Transformative resilience describes a living system’s capacity to transform 
itself in response to changing conditions and disruptions” 

- DANIEL CHRISTIAN WAHL

‘‘The personal qualities that enable one to thrive in the face of adversity’’
- CONNOR & DAVIDSON

“A dynamic process encompassing positive adaptation within the 
context of significant adversity” 

- LUTHAR

‘‘Resilience relates to the social structures, networks and interdependencies 
that make communities able to flourish in response to adversity” 

- WORLD HEALTH ORGANIZATION (WHO)

‘‘To develop a better balance between protective factors and risk factors” 
- WERNER

‘‘The capacity to adapt successfully to disturbances that threaten 
function, viability, or development” 

- MASTEN

‘‘Negotiations between individuals and their environments for the 
resources to define themselves as healthy amidst conditions 

collectively viewed as adverse” 
- UNGAR

‘‘An interactive concept that is concerned with the combination of serious 
risk experiences and a relatively positive psychological 

outcome despite those experiences” 
- RUTTER

‘‘Resilience incorporates the dynamic interplay of persistence, adaptability 
and transformability across multiple scales and multiple 

attractors in social-ecological systems” 
- FOLKE

‘‘Resilience offers a different way of understanding the world around us 
and of managing our natural resources. It explains why greater efficiency 

in itself cannot resolve our resource issues, and it offers a constructive 
alternative that creates options rather than limits them” 

- WALKER



Page 26 · Average age of being under the influence of alcohol for the 
first time: 14 years old 

Page 27 · Most common mental health issue: Anxiety disorders  

Page 28 · Average age to give birth for the first time: 29 years old  

Page 29 · Average age of getting married for men: 35 years old 

Page 30 · Average debt: 483,185 Danish Crowns 

Page 31 · Most common job: Social and healthcare helper 

Page 32 · Average height of men: 179 cm 

Page 33 · Average daily television consumption: 3 hours and 14 minutes

A VISUAL EXPLORATION OF RESILIENCE 
AMONG “SUPERNORMAL” PEOPLE 
SITUATED IN THEIR DAILY LIVES

Individuals were selected based on their match with 
an average demographic marker
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Part III

WHERE 
WILL DATA 

MATTER 
MOST? 

The Nordic Health 2030 workshop series initiated a workstream to 
better utilise health data. To inform and inspire these efforts, the 

Copenhagen Institute for Futures Studies has explored future 
opportunities and obstacles for health data on the following pages.
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Until recently, healthcare was associated almost exclusively with places you had to travel to, experts whose 
advice you sought when sick, and health professionals who did things for you when you weren’t

capable of doing them yourself. But this scenario is changing.

YOU ARE THE KEY TO 
PREVENTIVE HEALTH 

A n increasing quantity and quality of data derived from a wide range of sources 

both within and outside of the traditional boundaries of the healthcare system 

is creating a vastly different landscape for health. With improved knowledge about how 

to prevent disease before it occurs, manage disease, and recover most effectively, you can 

play a key role in reshaping the logic of the healthcare landscape from one of ‘sick care’ 

to preventive and personalised health. You have the potential to be at the centre of this 

new landscape because you are the primary source of the data that enables a more 

preventive and personalised approach to health.

HOW YOU DRIVE PREVENTIVE HEALTH

That you as an individual are the key to the shift towards preventive health is not as 

radical as it may sound at first. Overall, you are more equipped to act preventively 

than today’s healthcare systems. You have a number of advantages when it comes to 

preventive health: At the most fundamental level, you have a natural preference for 

and ability to keep yourself healthy, whereas the healthcare system focuses on 

addressing problems after they arise. While you may not actively practice preventive 

health, you have the means to learn about the basic elements of a healthy lifestyle and 

you are well-positioned to achieve and realise them. Of course, healthcare systems can 

recommend and motivate certain courses of preventive action, but the power to take 
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preventive action lies with you.You also have a more fluid and 

holistic understanding of your health than that of today’s 

healthcare systems. You are constantly aware of how you feel. 

Your perception of your health is on a gradient – it is not that you 

are just sick or healthy, but that you feel either more or less 

healthy given a wide range of factors that are related directly to 

your physical and mental condition as well as your environment 

and social interactions. Today’s healthcare systems, on the other 

hand, are characterised by mostly incident-based, reactive care 

that operates on snapshots of your health and follows a black-

and-white logic. In the context of the healthcare system, you are 

either healthy or sick. 

While the healthcare system can 

provide detailed diagnostics on specific 

aspects of your health, less attention is 

paid to how your health status fluctuates 

and evolves over time. The diagnoses 

that lead to treatment often rely on a 

very granular understanding of health: 

a specific problem is sought in a specific 

part of your body, and there is no 

assessment of the sum of the internal 

and external factors that have an impact 

on your health. The data that you 

produce from your everyday experiences 

have a significant impact on how you can act preventively 

compared to the data that are collected periodically by the 

healthcare system.

DATA CAN ENABLE PREVENTIVE HEALTH 

FOR YOU AND HEALTHCARE SYSTEM

This is not to say, though, that healthcare systems are not needed in 

a world where preventive health is becoming the rule rather than 

the exception in health. On the contrary, an approach to health that 

emphasises prevention should aim to deepen the synergy between 

you and the healthcare system. You will inevitably be dependent on 

services that only the healthcare system can provide at certain 

points in your life. So, a system that can respond to problems after 

they occur is something you cannot do without and cannot separate 

yourself from.

To be sure, the biological and behavioural data that you 

constantly produce and that enable you to act preventively is 

also data that can improve the healthcare system’s ability to 

support prevention. Take, for example, wearable technologies 

that monitor health data, such as your pulse, in real time. This 

data can be used to develop a more accurate picture of your 

cardiovascular health for both you and health professionals, 

allowing for more preventive action or personalised care in the 

event of a health emergency. Over time, a more open flow of 

data between you and the healthcare system can also help push 

the healthcare system to offer a wide array of more tailored 

services as the system manages to develop a better picture of 

your individual health needs.

This relationship not only works directly to your benefit, but 

also to the benefit of society. Your data, when further analysed 

and qualified by the healthcare system, have the potential to con-

tribute to population health data sets, which can in turn improve 

preventive care for you and others.

But all of this raises a crucial question – how can healthcare sys-

tems be redesigned to provide both the reactive care and improved 

preventive services you need as well as support the preventive 

behaviour for which you are naturally built?

YOU AS THE PRIMARY POINT OF CARE

The most fundamental aspects of this redesign may have to do 

with time and location. As things stand today, the clinical points 

of care are largely centralised, found in 

physical spaces such as hospitals, com-

munity health centres, and GP offices. 

When you make an appointment to see 

a healthcare professional, it is the sys-

tem that decides when, where and with 

whom that will happen. This set of 

conditions is not sufficient in a health 

landscape that is making the shift to-

wards prevention.

However, digital technologies and 

the data on which they depend chal-

lenge the idea that points of care can 

only be associated with physical loca-

tions and fixed times. A different way of thinking about this is 

emerging. Already by using a wide range of digital health ser-

vices and technologies, you are drawing the point of care closer 

to where you are at any point in time. And, as you assume more 

autonomy in monitoring and acting on health information, you 

have the potential to become your own personalised point of 

care. This means that a redesign of the healthcare system to ac-

commodate the shift towards preventive behaviours and servic-

es will be a redesign of the healthcare system around you.

This redesign makes sense because – just as you are better pre-

pared than the healthcare system to drive a shift away from sick 

care – you are also more equipped than the healthcare system to 

be at the centre of data-intensive activities that make preventive 

and personalised health possible. 

Think of the four categories of data-related activities that are 

central to preventive and personalised health – generation, assem-

bling, application, and sharing – and how you play into them. 

Whereas the healthcare system can provide necessary insights 

into health problems you experience, you and your surroundings 

generate the data that make up the basis of preventive and per-

sonalised care. 

Moreover, although the healthcare system may have the abil-

ity to assemble your data to create a meaningful picture of your 

health, it is your activities and health status over time that in-

form this assembly. How the health data that you generate are 

acted upon in both your own activities and those of the health-

care system is also directly dependent upon your motivations 

and preferences. Accordingly, how your data are shared should 

be based on consent and permissions that you provide to the 

healthcare system.

“The data that you produce 
from your everyday experiences 

have a significant impact on 
how you can act preventively 
compared to the data that are 

collected periodically by 
the healthcare system” 
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But just knowing that you are well-positioned for the transition 

to more personalised and preventive healthcare isn’t enough. In 

order for you act proactively in the interest of your own health 

and to contribute to the transformation of the health landscape, 

you may need an idea of what you are capable of – a concept that 

clearly shows how you and your data make up a personalised 

point of care.

A DATA CONCEPT FOR THE 

PERSONALISED POINT OF CARE

In response to this need, we propose a data concept that both 

highlights your potential in the emerg-

ing health landscape and identifies 

ways of more proactively engaging 

with your health. This concept is appli-

cable to everyone, while at the same 

time unique to each individual, much 

like our fingerprints. Everyone has one, 

and at the same time yours is unique to 

you. This concept is also built around 

the notion that you as an individual 

have advantages over the healthcare 

system in driving a shift towards pre-

ventive and personalised health. We 

call this concept the Humanome. 

THE HUMANOME – A PERSONALISED 

POINT OF CARE DATA CONCEPT

The term ‘Humanome’ is made up of two parts, ‘Human’ and the 

suffix ‘-ome’. The suffix ‘-ome’ refers to the totality of a subject. The 

subject here is the health of a human. Therefore, a Humanome is a 

qualified data pattern that correlates a set of health-related data 

markers in real-time to constitute a personalised point of care. The 

personalised point of care is continuously utilised to develop knowl-

edge, make informed decisions, and enable more conscious interac-

tions around the holistic care of the individual.

As a visualised concept (see page 38), the Humanome is split 

into four rings where you and your data are in the two inner-

most rings as the primary source of data, the ecosystem and 

publicly- and privately-held data about you are in the third ring 

as the secondary source of data and the fourth, outermost ring 

features data requirements. Both data source layers are split 

into four categories of data. The vertical axis features more nov-

el types of data on the top and more traditional types of data on 

the bottom. The horizontal axis features more static data on the 

left and more dynamic data on the right.

More specifically, the innermost rings feature data markers 

that are informed by data primarily generated by the individu-

al. The centremost ring features individual preferences that are 

subjective and only you have the capacity to measure. The mid-

dle ring features biological data, novel biological data, behav-

ioural data with biological impact, and novel behavioural data 

with biological impact. 

The outermost ecosystem ring features data markers primarily 

generated by your surroundings. These data markers are still 

related to you, but are secondary to the data within your body. It 

features static environmental factors, dynamic environmental 

factors, static public records, and dynamic public records.

The following list provides examples for each data marker. Note 

that the Humanome concept is not meant to be a complete list of ex-

isting types of data. It is meant to serve as an inspiration for what 

types of data that are already available to you either within your 

body or in your surroundings and that you can begin using today. 

THE CENTRE OF THE MODEL

Individual preferences where you would ask yourself questions:

• Are there early signs of stress or de-

pression in my life?

• How can I best self-cultivate values and 

behaviours around preventive health?

• Whom and what do I depend upon to 

preserve my health?

THE PRIMARY SOURCE OF 

DATA RING

• Biological data: blood tests, cardiovas-

cular tests, and urine tests. 

• New biological data: genomics, micro-

biome, and proteomics.

• Behavioural data with biological im-

pact: dietary habits, exercise patterns, and sleep patterns.

• New behavioural data with biological impact: digital pheno-

types, social media usage, and wearable data.

THE SECONDARY SOURCE OF DATA RING

• Static environmental factors: climate, geography, and rural/urban 

setting.

• Dynamic environmental factors: air quality, noise, and weather.

• Static public records: demographics, employment, and socio-

economic climate.

• Dynamic public records: citizens services, commercial services, 

and transport.

THE OUTER RING – DATA REQUIREMENTS

• Data controls: security, traceability, and transparency.

• Data contracts: data donation, data sharing, and data consent.

The Humanome concept at its best can be used to qualify your 

personalised point of care. Although there is already a quantified 

self movement thriving today, it is not enough to collect as many 

data points on yourself as possible. You need to go a step further 

by qualifying the separate data points through combination and 

correlation. The first level of data qualification is what the major-

ity of the quantified self users tend to do, i.e., to collect a vast 

amount of data on themselves for the sake of collecting data. The 

Humanome concept proposes that these separate data markers be 

correlated and combined to form a data pattern that leads to 

deeper insights for you. The establishment of data patterns are 

the highest level of data qualification you can reach for your per-

sonalised point of care.

“The term ‘Humanome’ 
is made up of two parts, 

‘Human’ and the suffix ‘-ome’. 
The suffix ‘-ome’ refers to the 

totality of a subject. The 
subject here is the health 

of a human” 
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personalised point of care. The personalised point of care is continuously utilised to develop knowledge, make informed 

decisions, and enable more conscious interactions around the holistic health of an individual.
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HUMANOME SCENARIOS

The scenarios below are meant to be seen as snapshots in time. 

In reality, your interactions with the healthcare system are 

much more fluid and constantly shifting between the scenarios, 

hence the gradient logic. The scenarios demonstrate how indi-

viduals can be placed in the centre of preventive care while also 

managing and applying their data to varying degrees. 

Scenario 1

Individual-driven preventive health

In this scenario, you are the primary initiator of a lifestyle change 

towards more preventive behaviour for 

your health, and you are also the one 

who can take action on generating, as-

sembling, applying and sharing your 

health-related data. You have all your 

data assembled in one easy-to-use inter-

face, and you become your very own per-

sonalised point of care. You interact with 

the system on terms that are aligned with 

your needs and interests based on your 

real-time flow of data. For example, 

through digital health platforms, you 

can upload a wide range of clinical, 

genomic, digital, and quality-of-life data 

that can be analysed to produce a holistic picture of your health 

and highlight potential health risks. 

Scenario 2 

Individual-driven preventive health 

motivating the system

In this scenario, you are still the primary initiator of preventive 

behaviour for your health, and the health system can therefore 

take action based on your preferences. By having your data as-

sembled in one easy-to-use interface, you can clearly articulate 

your expectations towards the health system. You interact with 

the system when you want to, but it is the system that decides 

what treatment or intervention you need. You can already expe-

rience this scenario today through wearable technologies with 

blood pressure tracking apps that notify you of irregular read-

ings. Then, in the event of an issue, you can go to your GP and 

tell them and make a decision about what to do together.

Scenario 3

System-driven preventive health 

motivating the individual

In this scenario, the health system is the primary initiator of pre-

ventive behaviour for your health, but you are the one that takes 

action. You have access to all of your assembled data in one in-

terface and so does the system. The health system makes its 

preferences towards you heard by notifying you of changes you 

could make to live healthier. Through insights gained from your 

data, it can motivate you to take preventive action in exchange for 

an incentive. For example, the healthcare system can identify a risk 

for diabetes based on your genetic profile and recommend life-

style changes that could prevent its onset. The cost of the most ef-

fective lifestyle changes could be subsidised to motivate you to 

make them.

Scenario 4

System-driven preventive health

In this scenario, the health system is the primary initiator of pre-

ventive behaviour for your health and helps you to take action. 

You and the system have access to all of your assembled data, 

but you might not have the capabilities to take action, so the 

health system gives you support. A key difference between this 

and the other scenarios is the question 

of awareness. In this scenario, the sys-

tem might make health decisions on 

your behalf and implement them with-

out you necessarily being made aware 

of them. You are both incentivised and 

rewarded for taking the actions the 

health system recommends. For exam-

ple, every time you visit your GP, they 

could take a blood sample and auto-

matically screen for an array of vitamin 

deficiencies. Afterwards, the health 

system could support you with advice, 

incentives, or rewards for dealing with 

possible issues to prevent any further complications.

Each individual has a unique starting point in life and a set of 

resources for generating, assembling, applying and sharing data 

with others. This means that there will be people more capable 

of applying the Humanome concept starting today as well as 

people that don’t have the capacity or the resources to apply it to 

the same extent in their own lives. 

Therefore, the Humanome concept has to evolve over time 

into something that is more system-driven to take care of indi-

viduals who cannot necessarily start the transition themselves. 

In turn, the individuals who do start the transition today can re-

lieve some of the pressure on the health system by living health-

ier and therefore use fewer services. This frees up the health 

system to concentrate more resources on those who are in need 

of more support. In addition, the Humanome concept could al-

low more resourceful individuals to better contribute to those 

less capable.

But how can the healthcare system drive the implementation 

of the Humanome concept and better support your preventive 

behaviours? It is clear that a redesign of the system is needed in 

order to work effectively with so many different types of data 

and ensure that your data can follow you. 

Right now, the effort with the most potential impact is the de-

velopment of a shared premise for data management and shar-

ing across borders. The cohesion created from opening up the 

health  data  value chain will  enable  both  you  and  the  health-

care  system to get the most out of your unique and personalised 

point of care. A more navigable data landscape will make for a 

more navigable healthcare system and a more navigable future 

for you. ¢

“The cohesion created from 
opening up the health data 

value chain will enable both 
you and the healthcare system 

to get the most out of your 
personalised point of care”
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Finland holds the 2019 Presidency of the Council of the European Union. During its tenure, Finland has prioritised 
strengthening common values and the rule of law, making the EU more competitive and socially inclusive, highlighting 
the EU’s position as a global leader in climate action, and protecting the security of citizens. The Copenhagen Institute 

for Futures Studies interviewed three Finnish data experts who participated in the Nordic Health 2030 
workshop series about their work and what health data means for people in the Nordics.  

SPOTLIGHT ON FINLAND
A PROGRESSIVE NORDIC COUNTRY WITHIN HEALTH INNOVATION

Q&A

What health data projects focusing on benefits for the individual are you currently working on?

Minna: At Business Finland we are facilitating the creation of innovation and busi-

ness ecosystems aiming for better health and business growth. Our focus areas are 

personalised medicine, digital health data and exponential technologies. Examples of 

some of our flagship projects include FinnGen, which combines genome information 

with digital health care data, and the CleverHealth Network, which is a health tech-

nology ecosystem in which companies and healthcare experts develop better treatment 

solutions for Finns and produce successful export products for companies.

Jaana: At Sitra we’re currently working with the IHAN® Human-driven data 

economy project which aims to build the foundation for a fair and functioning data 

economy. The main objectives are to create a method for data exchange and to set 

up European-level rules and guidelines for ethical use of data. We are creating a test 

ground for consent-based data sharing, which is needed to build new digital services 

based on trust and transparency. This benefits individuals and their health by making 

it easy for service providers to reuse and link health and wellbeing data in personalised 

health services.

Dr. Minna Hendolin, Senior Director for 
Health and Wellbeing at Business Finland 

and a member of the World Economic 
Forum Expert Network on the Future of 
Healthcare as an expert in healthcare 

and precision medicine.

Jaana Sinipuro, Project Director at Sitra, 
the Finnish Innovation Fund and Steering 

Group Member of MyData Global 
working to empower individuals by 

improving their right to self-determination 
regarding personal data.

Dr. Maritta Perälä-Heape, PhD., 
Director at Centre for Health and 

Technology, University of Oulu, and laid 
the foundations for the MyData 

movement through the Digital Health 
Revolution programme. 
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Maritta: I was leading a large strategic research program 

called the Digital Health Revolution, which worked on defin-

ing the human-centred data management principles used in the 

MyData movement. It was also essential for creating the service 

scenarios for the P4 Medicine and Healthcare project, which 

emphasises predictive, preventive, personalised and participa-

tory healthcare instead of reactive disease care. I am very proud 

of that since, at the time, nobody was talking about MyData-

based service development. At the moment, I am working on a 

Horizon 2020 project called MIDAS, which is also inspired by 

the power of MyData in health policy making. I am in the pro-

cess of preparing a co-innovation project with THL, the Na-

tional Institute for Health and Welfare in Finland, called 'My 

data and my genomics to healthcare'.

What do the recent Finnish regulations in secondary use of health care 

data mean for individuals? 

Maritta: Good question! The new Act on the Secondary Use 

of Health and Social Data opens the use of social and health data 

from only research and statistics to also include management, 

development, innovation and education.

Minna: Yes, this regulation establishes FinData, a one-stop shop 

for the secondary use of social and health data that starts operat-

ing at the beginning of 2020. It will create a stronger knowledge 

base that relies on data, and facilitates research and development 

for better social and healthcare services through smoother service 

pathways, new drugs, improved treatments and trust. The new 

regulation implements the GDPR (the EU’s General Data Pro-

tection Regulation) in Finland. It is one of the first implementa-

tions of the GDPR for the secondary use of data in Europe.

Jaana: Finns are quite positive about the use of their data for sci-

entific research, and new legislation will streamline research prac-

tices and ensure that it is used in a safe environment. Individuals 

benefit from research in many ways – evidence-based care is one 

example. The health and social care service providers can measure 

outcomes much more precisely and therefore enhance service qual-

ity. Patients also receive better care through access to novel drugs, 

which perhaps can be brought to markets faster with the use of re-

al-world evidence. Individuals will be assured greater transparency 

and security of their personal data, and society benefits when there 

are new methods of estimating effectiveness of new medicines.

 

How can we make sure that technology and data serve the purposes 

of individuals? 

Jaana: I think this is both a concrete and philosophical question. 

By integrating lifestyle and wellbeing data into your health status, 

it is easier for individuals to take an active role for their own 

health. Still, for novel data like genetics, we need to be careful 

when returning data back to individuals. It is important that we 

do not cause unnecessary concerns about their health, and in that 

sense, the role of professionals as data interpreters is changing. On 

a more philosophical note, technology can be considered neutral, 

and responsibility for its appropriate use must be at the systemic 

level and based on common values. The system needs to ensure 

that less capable people also have access to the latest benefits from 

technology and data. 

Minna: I have two good Finnish examples for preventive and 

holistic approaches to health. Neosmart Health uses a wide range 

of scanning, mapping and measuring methods of the body’s 

functions to gain a holistic view of health risks and opportunities. 

Through gathered data and artificial intelligence, their medical 

experts provide insights on how to optimise performance and 

reach one’s full potential. Also, Buddy Healthcare reduces the 

administrative burden and improves patient experience and 

outcomes. It is a mobile care coordination platform that automates 

and digitises pre-and post-surgery care pathways and performs 

care-related education.

“Finns are quite positive about the use of their data for scientific research, 
and new legislation will streamline research practices and ensure that

it is used in a safe environment” 
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Maritta: I think we can ensure that technology and data 

serve the individual by creating MyData-based services and 

technical infrastructures to support dynamic consent manage-

ment, as well as by making data actionable with tailor-made 

services for individuals. Interoperability of IT systems will be 

crucial in order to fulfil integration and coordination of health 

and social services. Planning and execution of integrated care 

models is not possible without access to health and social in-

formation as widely as each individual case requires. The most 

likely way to organise all the interoperability needs in the socie-

ty is through the personal databases, which are all controlled by 

citizens through their personal data accounts. Publicly available 

information and comparisons are fundamental requirements 

for choice and competition. Without adequate and reliable in-

formation on quality, individuals are restricted in exercising 

their freedom-of-choice of treatment or provider. 

Jaana: The IHAN project tries to build a self-regulated eco-

system focused on data sharing with transparent rules and con-

sent-based data sharing controlled by individuals. We’re also 

investigating whether a "Fair Data Label” could be an option 

for those companies who want to be seen as fair and transpar-

ent. We are hoping to create an open ecosystem of companies 

that are respecting individual rights in their personal data usage 

– companies who are seeing the GDPR as an opportunity, not 

as a sanctioning tool. 

In terms of dynamic consent, do you think we can give citizens con-

trol over how and when their data are used? 

Maritta: Yes, we absolutely should give citizens the possibil-

ity to decide where, for what and by whom their data is used. 

Minna: In most of the cases it will work, I think, but we need 

a dialogue on where to draw the line with regards to children, 

disabled people, or in emergencies or life-threatening situations. 

Jaana: I agree, consent is a good tool for specific use cases, but 

especially in health, data needs to be available for emergencies 

in primary use and, when used for the public good in research, 

from the public registries in secondary use. Consent will become 

more usable when people start having more health data outside 

the public registries and official health care services. Novel 

service providers including Apple Health have more and more 

data about people. Here, dynamic consent is the best tool to grant 

access for both primary and secondary use of that data. We should 

be more precise on what regulated data is, its use cases, and how 

to use consent. 

What ethical dilemmas will individuals face in the future concerning 

health data utilisation?

Minna: The obvious one is data security – can my employer or 

insurance company get access to my sensitive data? Also, genetic 

data may cause concerns since it affects not only the individual, 

but also their relatives – do I have the right not to know? Then 

there is the power of social media and consumer data - will AI 

develop and be used such that it starts to affect my mindset and 

behaviour in a bad way? 

Jaana: The ethical dilemmas are much debated, but I would 

highlight one that is usually less discussed. Will the benefits of 

health data and personalised services be available for everyone? 

Usually the discussion tends to lead to the possible misuse of 

data or data leakage risks, but the access to care will – in my 

opinion – become a bigger issue in the future. Companies that 

invest heavily in Big Data, AI, and genomics will need return 

for their investments. Will the access to personalised healthcare 

services be limited to the wealthy or people with occupational 

health insurance, or only people living in western societies? 

How do we ensure that innovations that require huge datasets, 

which can be considered a public good, will be able to be accessed 

in fair terms by everyone? Sustainable health management systems 

“The most likely way to organise all the interoperability needs in the society 
is through the personal databases, which are all controlled by the 

citizens through their personal data accounts” 
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need to have a broader and more systematic view on contributors 

of health – covering both professionals and citizens as agents for 

better health.

Maritta: Some of my concerns are related to the fact that 

citizen-generated data is not taken into account in the treatment 

and/or health coaching, and that standardised care recommenda-

tions are only based on population-wide research. The personal 

data in the private cloud is not accessible in the large quantities 

needed for the evidence-based research. Personal intervention 

should be based on that research when evaluating individuals' 

risks of certain diseases.

How can we ensure that individuals experience the same quality of 

healthcare across borders with the best possible access to their own 

relevant data?

Maritta: Healthcare systems are very different, as well as the 

quality of care being delivered. One could ask whether the access to 

one’s relevant data is a guarantee for quality care in another country.  

I think that there must be changes in the health system before we 

can really see the benefits of our own data traveling across borders.

Jaana: I think this is a difficult question because it’s always in 

relation to existing structures and their regulation and culture in 

different countries. As Maritta said, the existing structures are so 

different that a simple transfer of data across borders does not 

necessarily lead to quality care. However, we are trying to facilitate 

the move of a basic set of health records across countries and 

healthcare professionals with the consent of individuals.

Minna:  I agree there is a huge amount of work that needs to 

be done to ramp up infrastructure and update policies in many 

countries, while also ensuring harmonisation and standardisa-

tion. However, I believe that the Nordics could lead the way and 

set standards for that.

How do you in Finland work towards a citizen-centric personalised/

preventive health care model, and how could it inspire Nordic health 

collaboration to become a European lighthouse?

Maritta: Today, the documentation of patient data in the 

Finnish healthcare system is 100% digitalised. In public hospitals, 

electronic patient records (EPR) were widely adopted in 2007. In 

public primary healthcare centres the complete availability was 

reached in 2010, and even earlier than that among private health 

care service providers. The Finnish health and social care system 

has been a success story in many aspects, but there is still more 

work to be done.

Jaana: Indeed, we are in a strong position, but we are still hard at 

work on multiple fronts to achieve a citizen-centric health model. 

One important step has been to set up a comprehensive national 

health sector growth strategy for Finland in collaboration with 

all relevant stakeholders. It includes steps towards personalised 

healthcare, including the national data authority (FinData), the 

Genome Center Finland, biobanks, Neurocenter, etc. What we 

are trying to do in Finland is to use the current environment, 

plans, and national engagement to showcase how regulated 

data can be combined with data collected by individuals, which 

leads to the next phase for value creation and innovation. On 

that note, we are happy to invite bright-minded professionals, 

active public servants, and responsible companies to join this 

effort. We are open to participate in Nordic collaboration, as I 

believe it is crucial.

Minna: I believe Finland is in a good place to reach our goals 

with emphasis on facilitation of the public-private-people part-

nerships already present, such as the CleverHealth Network al-

ready mentioned. Additionally, it is important to keep a high level 

of transparency in policymaking and preparation of legislation, as 

in the case of the Genome Act that is being discussed now. Sitra’s 

work on IHAN is a good example as well.

“I believe Finland is in a good place to reach our goals with emphasis on facilitation 
of the public-private-people partnerships already present, such as 

the CleverHealth Network already mentioned”
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Jaana: Sitra is currently working on the IHAN project to fa-

cilitate the sharing of personal data and pilots in healthcare. An 

example of a citizen-centric personalised health care initiative 

that IHAN’s “technical & business pilots” are focusing on is ac-

cessing national health registries. A specific case is My Travel 

Health, Tokyo 2020. It is a mobile health wallet for Tokyo 2020 

Olympic visitors, which sets up the convenient and reliable use 

of health data recorded in Finland to help international travel-

lers if they run into health-related problems away from home. 

Additionally, IHAN-projects can shed light on Nordic initia-

tives such as Case Alva. Case Alva is a project that is focused on 

consent-based, real-world health data collection from monitor-

ing devices that can be brought directly to all relevant stake-

holders for the benefit of a diabetic adolescent. 

Maritta: Finland has achieved a lot in national interoper-

ability especially on patient health records through Kanta, 

which is the national online health platform. It has the potential 

to fulfil some of the information needs in service integration. 

Similar databases related to other sectors of life, especially re-

lated to lifestyle, must be made available and usable parallel to 

healthcare data in Kanta. 

What do you hope to achieve from the Finnish EU Presidency in 

relation to health? 

Maritta: I hope to see the new Finnish Government agenda 

be promoted during the Finnish EU presidency, especially its 

statement on MyData principles: The right of citizens to their 

own digital information and privacy. Individuals are given the 

possibility to manage their personal data in public information 

systems and to give consent to data reuse in other services. I hope 

to see these principles promoted in both national and interna-

tional regulation. The Finnish Government agenda should be 

aligned with the Digital Europe programme’s priority to estab-

lish EU-wide common data spaces for pooling and sharing of 

data in sectors identified as priorities (including, but not limited 

to, health, climate, environmental, manufacturing, agriculture, 

energy, financial and mobility data). The large-scale actions may 

include the creation of data platforms enabling secure and com-

pliant sharing and re-use of sensitive, confidential, proprietary 

and personal data, as well as large-scale experimentation based 

on AI and advanced analytics. These programmes, in my mind, 

are creating the foundation of MyData-based service develop-

ment in health care.

Minna: My hopes are that we can spread wider awareness 

of Smart Health throughout the EU. Smart Health solutions 

combine technological developments in mobile devices, mobile 

data connectivity, application development, sensor technology, 

big data analytics, and cloud computing, with groundbreaking 

ideas on health monitoring in remote communities, and pre-

vention of unhealthy lifestyles. As such, Finland, by pushing 

the agenda further in Smart Health, has the potential to deeply 

transform the healthcare sector. This would also lead to data- 

and innovation-driven, sustainable health outcomes. Outside of 

health, Finland is working towards achieving an ‘economy of 

wellbeing’, i.e., a new approach to how people’s wellbeing en-

hances productivity as well as generates economic growth.

Jaana: I really hope that Finland’s pioneering legislative work 

on secondary use of sensitive data and terminology defined in 

legislation will be used as a blueprint for streamlining GDPR 

compliant data governance practices across the Nordics. Prac-

tical interpretations and guidelines are needed for the ethical 

and secure use of AI and other applications. Finland, together 

with the other Nordic countries, has a long history of digitalisa-

tion, and data storage is extensive. Let’s make this data work 

for our health and wellbeing and ensure that when it happens, 

it is based on trust and it enhances our sense of belonging in the 

society. Surely, Nordic values are the bedrock for sustainable 

care in the future. ¢

“Let’s make this data work for our health and wellbeing and ensure that when it 
happens, it is based on trust and it enhances our sense of belonging in the society. 

Surely, Nordic values are the bedrock for sustainable care in the future” 







50N o r d i c  H e a l t h  2 0 3 0 

P A R T  I I I

The Nordic countries have invaluable health-related data that remain underutilised. If legal, ethical, and 
technological challenges are met, these vast datasets, in combination with data generated by 

individuals, present significant opportunities for radical innovation in research and the 
delivery of more sustainable health for the benefit of people across the Nordics.

NORDIC DATA COHESION 

enmark, Finland, Iceland, Norway, and Sweden, as 

well as the autonomous regions within the Nordics, all 

have the potential to harvest untapped value through health-re-

lated data. Such data could provide competitive advantages for 

the regional health and life science industry, leading to innovation 

of healthcare systems and services in addition to access to im-

proved information. Access to a broad array of data will make it 

possible to act on early detection of disease and other health con-

ditions, shifting the emphasis from sick care to prevention. By 

leveraging the strengths of universal equal access to healthcare 

and a reliable public data infrastructure, we can begin to develop 

solutions to some of the most pressing issues in healthcare today.

DATA AS AN ENABLER OF HEALTH

Health-related data is collected at great volume and frequency to-

day. Analysis and use of health-related data have improved and in-

creased exponentially in recent years, resulting in a profound trans-

formation affecting the capabilities of professionals, researchers, 

and everyday people. The shift affects the entire data spectrum, 

spanning people’s private lives and activities, social studies, the hu-

manities, sport, economics, climate science, and genomics. How-

ever, the collection of data in healthcare has probably outpaced 

most sectors and, accordingly, our ability to translate and interpret 

that health data into knowledge and actionable information.

Technological evolution has introduced us to new terms and 

concepts that now are interwoven with our everyday lives. These 

include artificial intelligence, machine learning, and big data. 

However, while our technical capabilities and vocabularies have 

developed, there remain significant gaps, ideological challenges, 

and differences of interpretation regarding data-driven ap-

proaches to personal and population health. Correlation of bio-

logical, behavioural, environmental, and public data can lead to 

more effective and sustainable delivery of healthcare. But this 

necessitates a common framework that serves the needs of all 

stakeholders, facilitating access and meaningful use of data.

SCALABILITY MATTERS IN HEALTHCARE DATA 

For effective use of healthcare data, scalability matters. This re-

quires cross-border collaboration on larger datasets. Hence, the 

emergent interest in cumulative population data from across 

the Nordics. The health-related data held in the Nordic 

biobanks, genome centres, registries, statistics agencies, hospitals, 

and public records have been collected over a lengthy period. It is 

a significant resource, including almost 100% population cover-

age, with unique individual identifiers that have been recorded 

over a 50-year period, and rich data for 70 million people, both 

living and deceased.

The ability to combine expertise and data across borders will 

help improve research, the study of disease, the analysis of out-

comes, and the early detection of population trends, especially 

D
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when compared to the current use of disparate datasets with small 

sample sizes. At a micro level, analysis and use of this data also has 

the potential to enable well-informed individuals to take control 

over their own health, responding to early warnings and designing 

personalised healthcare plans. 

INTEGRATED HEALTH DATA 

When information is placed within a meaningful context, it can 

become knowledge and wisdom. Data such as an individual’s 

name, smoking status, age, ethnicity, blood type, or a test result 

holds little value on their own. However, when they are used dy-

namically, placed in new and different 

contexts, combined and correlated, they 

offer immense value. The potential pat-

terning of structured and unstructured 

data held in institutional repositories, to-

gether with user-generated data, offers 

the potential to generate new informa-

tion, knowledge, and wisdom. With a 

wealth of health-related data, the Nor-

dics are well-positioned to become a lab-

oratory of integrated health data, especially 

once they have determined the most suit-

able way to collect new data from indi-

viduals in this age of increasing digital 

connectivity. Over time, we will be able to provide meaningful, 

contextual, and actionable information related to an individuals’ 

health. This will help improve the quality of interactions between 

individuals and healthcare professionals as well as inform their 

own self-care as we shift towards a more preventive health model.

HOW DATA CAN ENABLE THE TRANSITION 

FROM SICK CARE TO PREVENTIVE HEALTH 

Preventive health is driven primarily by those who take proactive 

ownership and accountability for their own wellbeing. This con-

trasts with the more traditional, reactive sick care model where in-

terventions are driven primarily by healthcare professionals. Posi-

tive outcomes in health are dependent on timely action, whether 

that relates to clinical interventions or personal lifestyle changes. 

Integrated health data can inform these actions and the type of 

guidance that is made available to individuals. The well-informed 

can self-cultivate preventive health, thereby alleviating the burden 

on the healthcare system and ensuring that professionals can direct 

their energies to those most in need of their services. From a profes-

sional’s perspective, data also can serve as a catalyst to timely inter-

vention, breaking disease cycles, and ensuring the effective delivery 

of care. Early intervention is not only beneficial to the individual, 

but is cost-effective, too. In this way, the system and the individual 

become increasingly dependent on each other. 

A COALITION OF STAKEHOLDERS 

The effective collection, analysis, sharing, and combination of data 

by both individuals and healthcare professionals can have meaning 

and utility not only in the provision of care, but can help us better 

understand and serve the society in which we live. Seamlessly 

integrated data can help us establish a horizontal overview that 

extends beyond health, making connections with public datasets 

relating to socio-economic analyses, population trends, and other 

studies. In addition, viewed vertically, the combination of multiple 

data sources allows us to extract contextual information about an 

individual or community. The potential for data cohesion could 

play a significant role in the shift from sick care to preventive 

health, but it is entirely dependent on a coalition between policy-

makers, healthcare professionals, system providers, and individuals 

with a concern for data management, integration, and security. 

Transdisciplinary research, drawing on interoperable, rich 

datasets could explore, for example, the 

link between genomics and diseases, or 

offer an analysis of inclusivity and the 

equitable distribution of health benefits. 

Data could also be used to address the 

challenge of health illiteracy, with the 

aim of fostering healthier and more pro-

ductive communities, as well as ena-

bling the early identification of popula-

tion health trends. This will require 

policymakers to consider a number of 

questions relating to data curation and 

sharing. How to curate the best digital 

tools to empower citizens? What can be 

done to enable individuals to become more involved and account-

able for the management of their own health? How can the effec-

tiveness of healthcare be improved through evidence-based, tar-

geted, and timely treatment? What can be done to make the 

interaction between the public health system and the broader 

health industry more efficient and cost-effective? 

A VISION FOR PAN-NORDIC DATA COHESION 

Underpinning any move towards pan-Nordic data cohesion are 

shared values relating to trust, fairness, equality, openness, re-

sponsibility, and self-cultivation. Within the Nordic nations, there 

is a social contract between citizen and state, reflected in the welfare 

system. Individuals work in service of the collective; what they do 

helps not only themselves, but the broader community. This is 

fundamental to how Nordic societies operate and could scale in 

relation to data-enabled Nordic Health practices, bypassing tradi-

tional jurisdictions such as country borders. In this sense, the 

Nordic Health 2030 initiative aligns with the agenda of the 

Nordic Council of Ministers and its vision of making the Nordics 

the most integrated and sustainable region in the world.

A new form of cohesion between policymakers, healthcare pro-

fessionals, system providers, and individuals is one that allows for 

co-management of health, encouraging greater proactivity in 

terms of both action and expectations. Such an approach also 

needs to account for the fact that not all individuals have the 

same capabilities and resources to make a shift in their lives hap-

pen. It has repeatedly been documentet that a minority of the 

population constitutes a majority of the healthcare costs. An in-

teroperable network of data sources will serve to decentralise the 

healthcare system, enabling individual autonomy, and greater 

“Over time, we will be 
able to provide meaningful, 
contextual, and actionable 
information related to an 

individuals’s health” 
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flexibility for the roles taken on by healthcare professionals and 

local communities in relation to preventive health. The use of 

data by individuals and professionals alike will help generate 

even richer data that can inform the further improvement of 

both care and individual guidance. This may not go as far as the 

retrospective imposition of a uniform set of data standards and 

protocols, but will require people uniting around the promotion 

of a shared vision: 

To improve health across the Nordics, all individuals and profes-

sionals should be able to experience meaningful input and output 

of health-related data in real time.  

In order to make this a reality, it will be 

necessary to coordinate the many differ-

ent professional and political projects re-

lated to health data. It is essential that 

these have a common purpose and that 

there is interaction and knowledge shar-

ing between the different teams responsi-

ble for them, bringing together stake-

holders from private enterprises, the 

Nordic public sector, and representatives 

of large-scale EU programmes. 

TOP-DOWN AND BOTTOM-

UP SYNERGY 

The establishment of a meaningful and improved premise for 

data cohesion across the Nordics furthermore requires an in-

depth mapping of stakeholders needs, including the capture of 

contextual and supporting metadata that describes and provides 

information about other data. This will make it possible for data 

to be discovered, understood, and used in a variety of ways, sup-

porting public services, research projects, and personal use. It is 

inevitable that we will need agents who are specifically tasked 

with making contact with stakeholders among policymakers, 

healthcare professionals, systems providers, and citizen groups in 

order to promote data availability and potential use cases. They 

will also need to raise awareness of the variety of ways data can be 

used, and how the notion that ‘less is more’ means that what can 

seem to be a minor contribution can have far-reaching positive ef-

fects. This ethos has been reflected in Finland recently through 

the Act on the Secondary Use of Health and Social Data which 

came into force in May 2019, which entails the launch of FinData 

in 2020, a one-stop-shop for health data.

Equally pressing is the need for a grassroots societal movement 

within the Nordics that leverages the opportunities created by the 

proliferation of technology and improved data capture, harness-

ing them in support of preventive health initiatives. It is the better 

alignment of top-down initiatives in conjunction with better acti-

vation of civil society that holds the potential to unlock the un-

tapped value of Nordic data cohesion. 

FAIR BEYOND RESEARCH

The EU is also leading the way in its exploration of simplified 

data use for research and innovation, as documented in the 2018 

report Turning FAIR into Reality. The principles-based approach 

and technical requirements advocated by the EU could provide a 

useful model for a cohesive Nordic health programme beyond 

their original research purpose. 

In order to discover relevant data, perform analysis at scale, or 

employ techniques such as artificial intelligence to identify pat-

terns and correlations not visible to the human eye alone, we need 

well-described, accessible data that conforms to community stand-

ards and protocols. The FAIR data principles articulate the attrib-

utes required to enable and enhance reuse by humans and ma-

chines. These provide guidance about making data findable, 

accessible, interoperable and reusable, and are relevant to all stake-

holders in the current digital ecosystem.

To be Findable: Data should be 

easy to find for both humans and com-

puters, with searching enabled and sup-

ported by metadata. 

To be Accessible: Data should 

be stored over the long-term so that it 

can easily be accessed, downloaded, or 

streamed. 

To be Interoperable: Data 

should use definitions that can be used by 

humans and machines to interpret the 

meaning, enabling automation, compari-

son, and combination with other datasets. 

To be re-usable: Clear conditions for reuse should accom-

pany data as well as details about the provenance of the data and 

how they have been evaluated for reuse in the past.

The EU emphasis on standardisation where possible, open-file 

formats, metadata, and persistent and unique identifiers, are all 

pertinent to what we are trying to achieve in the Nordics. They 

would enable greater interoperability between health profession-

als, service providers, researchers, government agencies, and indi-

viduals. The adoption of common data sharing and governance 

practices, supported by compatible legislative, security, and ac-

creditation frameworks within each Nordic country, could help 

overcome current restrictions and barriers of lengthy and compli-

cated access processes. 

THE NORDIC WAY

A common ground for Nordic data cohesion can represent a 

way that is true to Nordic values and the shared ideology for 

Nordic wellbeing. It can serve as an alternative to the compre-

hensive approaches of major economies like the US and in Chi-

na, which feature commercial and state-controlled data ideolo-

gies, respectively. Such a ‘Nordic Way’ could be a guiding light 

for others to follow.  

 There is an urgent need to promote a shared data agenda that 

moves beyond party politics and short election cycles. The aim 

would be to inspire the needed innovation in social contracts 

and business models by putting health-related data at the centre 

of a paradigm shift from sick care to preventive health. Ulti-

mately such an agenda could provide the foundation for a Nor-

dic Way and enable both individuals and professionals to expe-

rience meaningful use of health-related data in real time. ¢

“To improve health across 
the Nordics, all individuals and 
professionals should be able to 
experience meaningful input 
and output of health-related 

data in real time”
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Charles Alessi’s breadth and depth of experience working within health provides a relevant and interesting 
overview of how healthcare is practically being delivered today as well as cutting-edge 

ideas on how it should be delivered in the future. 

THE NORDIC WINDOW 
TO THE WORLD 

AN OUTSIDE-IN PERSPECTIVE ON DATA STRUCTURES, 
PRECISION HEALTH AND THE NORDIC POTENTIAL

side from working as a general practitioner in South 

West London for over 30 years, Charles Alessi now 

serves as the Chief Clinical Officer for Healthcare Information 

and Management Systems Society (HIMSS) International. HIMSS 

is a not-for-profit organisation working to improve healthcare in 

quality, safety, and cost-effectiveness through information 

technology and management systems. Additionally, he is a senior 

adviser to Public Health England, a government agency set up to 

protect and improve the nation’s health and to address inequalities. 

His interests today lie in ageing, dementia and helping patients 

with two or more chronic conditions (multimorbidity), as well as 

how digital health and behavioural science can assist people in 

making better decisions. The Copenhagen Institute for Futures 

Studies interviewed Charles to get his perspective on what the 

future of healthcare might look like.

From your perspective, what are the most significant challenges in 

healthcare today?

It’s very clear that the systems we have at the moment are not sus-

tainable.  First, we practice medicine by body part rather than look-

ing at an individual holistically. We don’t appreciate that non-

health determinants are as important as they are. Therefore, we 

continue to focus on biomedical models which only provides 20% of 

value to the individual while ignoring the 80%. Secondly, our sys-

tems are set up in a way that not only values but also benefits organ-

isations that provide care rather than organisations that prevent the 

need for people to recieve care. Essentially, we reward illness and 

we don’t reward the prevention of illness.

How could the incentive and reward structures of systems be changed 

to promote the prevention of illness?

Systemically, there are two things that need to change. One that is 

absolutely fundamental is defining new financial metrics that drive 

the system. As long as we continue to reward organisations for pro-

viding solutions to illness, we cannot expect those organisations to 

concentrate on prevention. It’s not because people working there 

are malicious or because they are not trying to do the right thing, 

but because their organisations are set up to treat diseases. The sec-

ond thing is that we need to assist organisations in making this 

transition. We need to both reward organisations for delivering 

good care, but we also need to start the introduction of new metrics 

which prevent illness in the first place. We cannot expect systems 

that are already struggling with coping with multi-morbidity, the 

burden of non-communicable diseases (NCDs) and cardio-meta-

bolic disorders to also be able to cope with prevention.  If we don’t 

sort the financial metrics out, this will remain an aspiration.

On that note, in the Nordics, about 9.8% of GDP is spent on reactive 

treatment of diseases whereas only about 0.3% is spent on prevention. 

The Nordic Health movement should be built on the principle that 

A
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Nordic governments in the future should spend half of the health 

budgets on treatment and half on prevention in what is called the 5/5 

Aspiration. Based on your experience and knowledge, how can we 

start to make this shift happen?

First off, let me say that I agree that it is essential that you reallocate 

funding so it is spent equally on treatment and prevention, but you 

have to be careful how you do it. If you do it by taking money away 

from the health system and putting it into a new system, you’re 

more likely to get pushback from the health system that won’t have 

enough money to deliver care. Additionally, it is probably not the 

most efficient way to do it. I think the best way to do it is to leave 

the money where it is and change the financial metrics that drive 

the existing health system and give them the challenge. Health 

systems are pretty effective at following the money, so let’s use that!

During the Nordic Health 2030 workshop series, it was also pointed 

out that healthcare systems have been trying to make the shift for a 

long time now…

I agree we have been on the path to try and make a change the last 

30 years, and we still haven’t made it. However, I would suggest 

that we continue on that path with an addition. That addition is 

something called precision health. It is the flipside of precision 

medicine and focuses on predicting, preventing, and curing 

disease precisely. I think that is our only hope. If you manage to 

do that, there will be two things you will achieve. First, by 

empowering people, you will get more activated populations, and 

evidence shows that an activated individual is less likely to express 

symptoms. The second is that if you manage to increase traction 

around risk-reducing behaviour preventing disease means that 

individuals will be healthier longer as well as more productive 

and contribute more to society. Precision medicine, in the 

beginning, would decrease costs but because of specialisation we 

may not see the reductions in cost that we had hoped for. 

Therefore, the answer is precision health, which combines both 

preventive as well as predictive health.

What does precision health mean for individuals? How can it activate 

them to better care for themselves? Could you give some examples of 

how they could experience health in the future?

If we look towards behaviour, there is no reason why we can’t 

introduce gamification in the process and establish direct 

communication with the individual which doesn’t need to be 

mediated via the medical system. For example, if someone 

stopped smoking, they would get some points they could cash at 

the supermarket shopping for groceries. In addition, it could 

also help alleviate some of the inequalities between people from 

lower socioeconomic groups through financial incentives to buy 

healthier foods. And the point here is on incentivising and not 

forbidding! In the 21st century it is not the clinician’s place to 

tell individuals how to live their lives. Instead, the clinician is 

there to ensure you are aware of the fact that if you do something 

today in a certain way, it could have consequences down the 

line. The decision is ultimately down to the individual and 

should always remain their choice. 

In order to empower people and make this shift a reality, the Nordic 

Health 2030 workshop participants concluded that a data sharing in-

frastructure is crucial. What do you think is required for creating an 

effective data sharing infrastructure?

As a starting point, we need to understand what we’re collecting 

and to try and collect it in approximately the same way throughout. 

To be working with the collected data we need to set up a system 

which enables that data to be correlated across multiple data types. 

That same system needs to be able to process payments based on 

the levels of success in terms of achieving whatever outcome has 

been determined. The third thing you need is to set up an 

interoperability layer in which all data is put that is completely 

transparent both to the individual and to everybody else. This 

transparency can also help dramatically improve performance of 

systems through competition. We have to encourage that.

Working for both HIMSS and Public Health England gives you a 

broad view of international developments in healthcare and with that in 

mind, what is the potential for the Nordics in general from an outside-in 

perspective? 

The Nordics are in such a wonderful place because they started 

on this journey of looking at general population health and mak-

ing interventions many years ago. The main advantage you have 

“The Nordics are in such a wonderful place because they started on this 
journey of looking at general population health and making 

interventions many years ago”
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“It’s about time you provided a window to the world to show that it is possible 
for an individual to move from one jurisdiction to another and have the 
same sorts of processes in place, which I think is within your capability”

is a different one and it is much more fundamental. The Nordics 

trust each other in general. Trust in government and in your sys-

tems is significantly higher than in a lot of other countries. Trust 

is at the basis of the relationship. You can have the world’s best IT 

systems and the world’s best infrastructure, but if you have a 

breakdown of trust between an individual and an organisation it’s 

not going to get you very far. Another significant advantage is the 

strong coherence as a group of countries going back to prehistoric 

times. The Nordics also have an educated population and the po-

tential to activate that population in getting more involved in 

their health as well as care.

Do you think there is potential in greater collaboration across borders 

in the Nordics?

I think the opportunity the Nordics have is enormous. It’s about 

time you provided a window to the world to show that it is possi-

ble for an individual to move from one jurisdiction to another and 

have the same sorts of processes in place, which I think is within 

your capability.

Who do you think should be involved in making this happen?

Clearly the population needs to be there, which is a challenge in 

itself, but it is crucial that a very strong citizen voice is present in 

the development of these processes. On top of that, our colleagues 

from the healthcare sector also need to be included, as it is them 

that need to go through this transition. It’s a very big ask we’re 

making of them, so they have to be a part of the discussion. Lastly, 

without governments, the likelihood of anything happening 

decreases. While the Nordics have a reputation for conducting 

successful public-private partnerships, I am not entirely sure if it is 

the best way to go. It really depends on what level of trust the 

citizens have in their governments. To be honest, in my view, it 

doesn’t matter who provides the service, as long as they provide 

consistent, transparent, and high-quality care.

For example, for pharma companies, I think this is a wonderful 

opportunity to rescue a business model that clearly is under sig-

nificant pressure. That doesn’t mean they need to take control of 

an ecosystem, but there are ways they can contribute and remain 

a vibrant and important player. 

What do you think the biggest challenges are in making the transition?

I’m most worried the providers of traditional services, as they are 

the ones going through the most significant change. People who 

are caring, be they physicians, nurses or whoever need to be com-

fortable in the digital age. There’s a lot we should be doing in 

terms of digital immersion for these individuals to assist them in 

their digital journey.  The training for physicians isn’t quite what 

it could be, they are asked to fill the gaps, treat disease and now 

they’re being asked to manage non-communicable disease risk 

factors all within a very tight consultation.

We also have to manage physician burnout better by ensuring 

we get the right training for clinicians. Currently, we’re still train-

ing physicians for the 20th century and it’s 2019! 

There is a heated debate around ethical issues in relation to health 

data. What is your perspective on this matter?

Ethics are important especially in that people are not discriminated 

because of the choices they make. The other ethical issue we face is 

the issue of consent. We need to rethink consent, as we have used 

consent in a binary fashion to death. So-called blanket consent is 

what we tended to use up until now, but in the world of precision 

health, we have got to be thinking far more in a dynamic consent 

situation. Here, consent is something which is associated with the 

interchange of information. In addition to how the system treats in-

dividuals, it is crucial how this new form of healthcare is deployed. 

Everyone worries about ethics and consent when it comes to 

healthcare data. Nobody cares about ethics when it comes to eve-

rything else that we do. Even though it is harvested freely by all 

other organisations from the place you buy your books and your 

clothes to the supermarket. I think ethical issues related to health 

data are in the hands of the citizen. If the citizen is willing to share 

data with an organisation by giving consent that they trust not to 

sell their data indiscriminately, I don’t know what the ethical is-

sues are. Ethical issues only arise if somebody is not aware of what 

is happening. People are fixated around who owns data, it doesn’t 

matter who owns the data, what matters is how it’s used.

If people are not given a choice, however, and it’s perceived that 

people will be told what to do, I think you’re going to have revo-

lution in the streets. ¢



We want your input on how the ideas and 
concepts presented can become a reality and how 

they can be improved.

WHAT DO YOU THINK? 

Scan the QR code with your smartphone to access the 
Nordic Health 2030 survey and let us know.
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WHAT DID 
30 DECISION 

MAKERS 
AGREE ON? 

Presenting the outcomes of the Nordic Health 2030 workshop series.
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The Copenhagen Institute for Futures Studies facilitated 5 workshops with the participation of 30 leading 
decision makers within the Nordic health landscape. The overarching aim of the workshops 

was to inspire an emerging Nordic movement for sustainable health.

WORKSHOP I

STOCKHOLM 

January 24, 2019
Identified internal and external pressures on the healthcare system. Outcomes are explored 
in the article "The New Reality of Health in the Nordics"

WORKSHOP II

COPENHAGEN 
February 5, 2019
Identified shared Nordic values responding to future dilemmas within health

WORKSHOP III

OSLO 
March 5, 2019
Developed the sustainable health model motivating the Nordic Health 2030 Movement

WORKSHOP IV

HELSINKI 
March 27, 2019
Developed the granular philosophy of the Nordic Health 2030 Movement

WORKSHOP V

UN CITY
May 20, 2019
Developed magazine outline and discussing next steps for Nordic Health 2030 Movement



60N o r d i c  H e a l t h  2 0 3 0 

P A R T  I V

THE NORDIC 
HEALTH 2030 
MOVEMENT

The fundamental shift from sick care to preventive health requires a movement that will 
inspire and activate people across the Nordics.
 
Such a movement is, in many ways, already on its way. A large number of innovative 
initiatives both on individual, grassroots and institutional levels are emerging. These 
efforts make use of a variety of bottom-up and top-down instruments to promote 
preventive behaviours among individuals and redesign our healthcare systems. However, 
until now, these initiatives have taken place in the relative isolation of one another.
 
The Nordic Health 2030 movement strives to facilitate a shared agenda and dialogue 
between the ongoing efforts and stakeholders that are active in the health value chain. 
Accordingly, the movement serves to inspire stakeholders to take collaborative action. 
Equally, the movement will grow in strength and impact as surrounding activities inside 
and outside of the Nordic region continue to gain momentum.
 
An early version of this shared agenda is now in existence. The following pages lay out 
the philosophy and the key concepts developed over the course of the Nordic Health 
2030 workshop series.
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CREATIVITY AND
INNOVATION

5 SHARED
NORDIC VALUESOPENNESS CULTIVATION

RESPONSIBILITY

TRUST

New ways of thinking, 
focusing on creativity 

and innovation.

A belief in everyone’s 
right to express their 

opinions constructively. 

Building of values, 
citizenship, and 

peoplehood through 
societal movements.

Individual responsibility 
for societal welfare, 

social order, personal 
freedom and well-being 

within a community.

Trust in each other 
and also, because of 

proximity, trust 
in institutions.

NORDIC VALUES

During the Nordic Health 2030 process, the Copenhagen Institute for Futures Studies facilitated an exercise to identify 
shared values across the Nordics. The workshop participants identified and refined five values that emphasise 
fundamental aspects of life, culture, and society shared among the Nordics. Trust, highlighted in red, was 

highlighted as the most profound value.The shared values should serve as a guiding light for 
making the shift from sick care to preventive health a reality.
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THE SUSTAINABLE HEALTH MODEL

The sustainable health model visualises the philosophy and the key concepts developed over the course of the 
Nordic Health 2030 workshop series. Sustainability surfaced as the main discussion point throughout the 

workshop exercises. The loop below illustrates how individuals, data, and the system can enable the urgent 
transition from sick care to preventive health. The red arrow shows how a societal movement 

drives the synergy between these three elements that will support preventive health.
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THE 5/5 ASPIRATION 

NEW 
BUSINESS 

MODEL
based on a renewed 

understanding of fairness

A sustainable approach to healthcare requires a fundamental shift from sick care to 
preventive health. By 2030 the Nordic countries should allocate 5% of the 

GDP to treatment and 5% of the GDP to prevention. 
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PHILOSOPHY OF THE 
NORDIC HEALTH 2030 MOVEMENT

NEW SOCIAL 
CONTRACT

NEW DATA 
MODEL

NEW BUSINESS 
MODEL

We must inspire and inform a grassroots 
movement around the self-cultivation of pre-
ventive health to secure the long-term pros-
perity of the Nordic population. We must 
encourage the individual to become their own 
point of care. We must reward the sustainable 
self-carer proportionately for their efforts, 
while still providing the necessary support to 
those who need it. 

Sense of self:  The individual should be able to gain a 

holistic understanding of their health.

Sense of time: The individual must be able to predict the 

most likely development of their health over time.

Sense of purpose: The individual must be able to identify 

values and preferences that are meaningful to their health.

Sense of belonging: The individual must be able to rely 

on a network of people and resources that can support 

their health.

Sense of literacy: The individual must be able to identify 

realistic changes in behaviour that can improve their health.

Sense of impact: The individual must be able to posi-

tively impact their health through their actions.

We must establish data infrastructures that 
accelerate the self-cultivation of preventive 
health to secure the long-term prosperity of 
the Nordic population. We must encourage 
data flows centred on the individual as the point 
of care. We must reward the sustainable self-
carer and stakeholder proportionately for 
their joint participation in data streams, while 
still respecting the confidentiality of health data. 

Data sources: The individual must be able to capture 

biological data, behavioural data, and self-reported data 

about their health.

Data sets: The individual must be able to aggregate, en-

rich, use, and share their health data.

Data identity: Individuals and stakeholders must be able 

to apply identified health data without having safety com-

promised.

Data altruism: Individuals and stakeholders must be able 

to allow the system to access health data for the greater 

good of the population.

Data standards: The system must be able to apply inter-

operable standards to enable the transdisciplinary utilisa-

tion of health data.

Data outcomes: The system must be able to demon-

strate health outcomes both for individuals and for the 

population.

We must repurpose and redesign the provi-
sion of preventive health services to secure 
the long-term prosperity of the Nordic popu-
lation. We must encourage systems that en-
able individuals as points-of-care. We must 
reward the sustainable stakeholder propor-
tionately for their provision of preventive 
health services, while still incentivising those 
who provide high-quality sick care. 

Systemic synergy: The cross-functionality of the sys-

tem must enable the holistic provision of preventive health 

services across the lifespan of individuals and populations.

Systemic scalability: The built-in intelligence of the sys-

tem must proactively identify better preventive health op-

portunities across the lifespan of individuals and populations.

Systemic ethics: Societal discussions must stress how 

the system can become more sustainable based on a pre-

ventive health model and mandate better ways of devel-

oping and enforcing the law.

Systemic coalitions: The preventive health model must 

operate beyond the limitations of short-term political lifecy-

cles and traditional public-private stakeholder relationships.

Systemic flexibility: The transition to preventive health 

services must be able to scale through the increased flex-

ibility of workforce and technology capabilities.

Systemic value: The incentive structures of the system 

must reward the acceleration of preventive health services 

based on demonstrated value.
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Join us in the transition towards preventive 
health in the Nordics.

HOW CAN YOU 
TAKE PART?

Scan the QR code with your smartphone to get involved by 
signing up for the Nordic Health 2030 Movement.



Part V

WHO CAN 
DRIVE THE 

TRANSITION? 

The Nordic Council of Ministers 2030 Vision and the future 
roles of stakeholders in health.
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The Nordic Prime Ministers met in Reykjavik in August 2019, where they adopted a new vision for the Nordic Council of 
Ministers. Now the work begins to put action behind the words: The Nordic region will become the most sustainable and 

integrated region in the world.  The co-operation in the Nordic Council of Ministers must serve this purpose.

E stablished in 1971, the Nordic Council of Ministers is the official body for co-

operation between governments in the Nordic region where all decisions are 

made by unanimity. The work of the Nordic Council of Ministers is divided into eleven 

subject-area councils, such as the Council of Ministers for Health and Social Affairs 

(MR-S), and the Council of Ministers for Nordic cooperation (MR-SAM).  

The Secretary General post is currently occupied by Paula Lehtomäki, who took over 

in March 2019, moving from a position as State Secretary to the Prime Minister of 

Finland. Paula is the first woman and the youngest person ever to take on the position of 

Secretary General at Nordens Hus in Copenhagen. The Copenhagen Institute for 

Futures Studies had the opportunity to meet with Paula and learn more about her plans 

for strengthening the Nordic region and how cooperation will become even more 

relevant for the people in the Nordics.  

 

Given the new vision adopted by the Nordic Prime Ministers for the region to be the most 

integrated and sustainable region in the world by 2030, what are the most important steps to 

drive this vision forward?  

The vision is our ambitious goal for the coming decade, and we are currently developing 

action plans and programmes to bring it to life.  These must be set for 2021 with continuous 

revision as we progress in order to make sure we achieve the target. We must keep up to 

date and take advantage of new opportunities to facilitate mobility and ensure our 

policies so that our societies, our economies and our way of life in general take a more 

sustainable direction. I want to emphasise the prime ministers’ focus and discussions on 

sustainability and climate change. They have made it clear that they expect clear priorities 

in these terms. This is going to be at the core of Nordic cooperation and the process we 

are now embarking on. Further, I believe the vision is so clear that it enables us to 

harmonise the efforts under one umbrella while making sure that we are working in the 

same direction. So, what we are doing will be clearer for our stakeholders, while we 

work to align the many ongoing initiatives that are under the purview of the Nordic 

Council of Ministers.  

2030 VISION FOR NORDIC 
COOPERATION 
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What kinds of Nordic stakeholder collaboration will be needed to 

drive this vision? 

We need the engagement of a multitude of stakeholders to drive 

this vision forward, as there are a broad range of issues that need 

to be solved. If you look at data, and not only health data, we need 

standardisation, a secure platform, and we need to ensure high 

quality capture of data, as well as the way we use data. It’s a very 

complicated entity I would say, and it requires shaping regulative 

frameworks and securing technical solutions in order to make 

sure that citizens' sensitive data is kept and used in a safe way. We 

absolutely need private actors involved, they are partly the ones 

that are going to utilise the data in the future, and we are the ones 

that help figure out the structures that need to be in place for it to 

be used. So, I think public-private partnerships should have a 

central role. They represent a strong and sustainable model for 

collaboration that ensure that a wide range of voices are heard in 

the development, implementation, and maintenance of large-

scale projects. 

 

What do sustainability and integration mean for the long-term 

development of Nordic healthcare and welfare models?  

First of all, sustainability also concerns social sustainability, and in-

tegration means not only integration between the Nordic countries, 

but it also means integration into society. It's important that you feel 

that you are a member of society and that you feel that you have 

equal opportunities. And here we come back to health services and 

the importance of good and equal possibility to live a healthy life in 

the Nordics. There is a growing amount of social issues where your 

health is often linked to your social background, so it is very impor-

tant that we are able to support equal health for everybody.  

 

How do you see strong Nordic cooperation enabling the region to 

overcome the challenges ahead?  

The background of Nordic cooperation is based on a similarity 

between the countries. As a result of that similarity, we also have a 

lot of the same challenges that we tend to look at in a similar 

manner. So, when we can find solutions together, its often much 

more efficient, and that is why we share best practices among each 

other when each country has realised what is working and what is 

not. Nordic and European countries share many of the same 

challenges as well as aspirations to implement concrete solutions 

aimed at digitalising and ensuring better, more secure, and flexible 

use of health data. This is to support substantial value creation for 

patients and society, including new growth and business 

opportunities in the life science and health sectors.  

 

Why is there a need for collaboration on health data in the Nordic 

countries? 

For the Nordics to be the most sustainable and integrated region 

in the world, health data will play a crucial role. Essentially 

because it can provide us with better health and improve the 

general welfare, where we still have a lot of work to do. It will 

allow us to innovate and help countries develop healthcare based 

on  the high-quality data we have recorded over a long time. 

There is a quite practical example here. Let’s say that if I have an 

accident on my bike on my way to work here, there will be no 

data available from my personal health history, simply because it 

is locked up in Finland where I am originally from. If I am 

unconscious, I cannot give consent for my data to be used or 

transferred, so in terms of making a digitally integrated region, 

this is something we are working towards achieving.  

 

In terms of making Nordic cooperation more relevant for the people in 

the region, how do you see the proactive involvement of citizens making 

the vision a reality for all? 

 

Yes, sometimes cooperation in the Nordic region can feel a little 

bit distant from everyday life in the Nordics. So, we need to clarify 

what we are doing and also remember that our purpose is to serve 

the people of the Nordics. We are trying to have more active and 

open channels with civil society now. I'm planning visits to all the 

Nordic capitals, where we will discuss climate issues. We are also 

talking to environmental and civil society organisations in order 

to discuss what should be done on an institutional level in the 

Nordics. In connection to the work with the new vision during 

the fall, we will try to arrange a Nordic chat on social media 

where citizens will have the opportunity to talk directly to us 

about ideas, initiatives, needs, or suggestions concerning life in 

the Nordics countries and Nordic cooperation.  

 

In order to achieve the vision for the region, three priorities have been 

made. The first one is the promotion of a green transition of our societies, 

working towards carbon neutrality, and a sustainable, circular and 

bio-based economy. As the health sector makes up a significant part of 

“...if I have an accident on my bike on my way to work here, there will be no data availa-
ble from my personal health history, simply because it is locked up in Finland...”
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the Nordic economies, how will this transition impact healthcare in 

the Nordics? 

 

The Nordic Ministers for Business have already agreed to support 

innovation in the health sector by making it easier for different 

actors in the industry to access health data across national borders. 

The ministers will also support the transition to a circular economy 

in the business community through new Nordic programmes 

launched by the business ministers in Reykjavik in June this year. 

Practically, Nordic Innovation’s and NordForsk’s health pro-

grammes are vital instruments that contribute to making the Nor-

dics a leading region for research, sustainable growth, as well as 

supporting entrepreneurship, innovation, and competitiveness in 

the region. A part of the green transition in health care has to do 

with the implementation of different e-Health initiatives, where 

patients for example don’t have to travel to see a doctor, but can 

have long-distance consultations. This allows for both more effi-

cient care and less transportation.  

 

The second priority concerns the promotion of green growth in the 

Nordic region based on knowledge, innovation, mobility and digital 

integration. How do you think this priority relates to the interaction 

between individuals and healthcare systems? 

 

I think the interaction relates to and relies on a high level of 

trust, which is a rather unique feature of the Nordic countries. 

Now that we are entering the digital era with all this information, 

it is our responsibility to use it for innovation and for the public 

good in order to maintain the high levels of trust between the 

people of the Nordics as well as trust in Nordic institutions –  

especially in health, since data in this area is often considered 

quite sensitive.  

 

The third priority focuses on social sustainability by promoting an inclu-

sive, equal and interconnected region with shared values and strength-

ened cultural exchange and welfare. How can we ensure that the princi-

ples of inclusivity, equality, and welfare are also present in healthcare? 

 

Demographic challenges have a major impact on health care 

systems, and in terms of equality we still have quite some work 

to do. Clearly, there needs to be a focus on how to cover the costs 

of our increased disease burden and continuously improving 

treatments, while keeping treatment costs down. We need to 

make sure that healthcare is economically sustainable for the 

region. In terms of inclusivity and equality in healthcare, we 

have people in multiple regions of the Nordics living in scarcely 

populated areas like the Arctic. We must also provide them 

with access to healthcare services. E-health initiatives could 

especially help citizens living in remote areas that have 

historically had more limited access to traditional points of care 

to receive better and more timely advice. Social sustainability 

has to do with people feeling included and equal in a society, 

and in healthcare it means that everyone has the possibility for 

high-quality treatment and health services. It is crucial that all 

the people in the Nordics feel that they have equal opportunities 

regardless of their capabilities and mobility. 

 

You are working towards a digital update for the Nordic passport union?  

 

Yes, we sometimes call it the 'Passport Union 2.0', as we have the 

union from the 1950s, which is a traditional passport union. The 

aim of the new union is to enable the use of national eID across 

the Nordic countries. It is the digital counterpart to a physical 

form of identification in the offline world such as a passport, ID 

card or driver’s license. It is a verified identity that provides the 

credentials necessary to trust that a person is who they claim to be 

online. I think it is important for Nordic citizens to be able to use 

their national eID and digital services safely in neighbouring 

countries since the Nordics are already so digitalised.  

 

Could the Nordic e-ID be extended to include not just the personal ID, 

but their health data as well? 

Enabling access to a citizen’s health care data through their Nordic 

e-ID makes sense. It is a logical next step to work towards in terms 

of a Nordic digital identity, but there are still many questions to be 

solved with regard to standardisation of data across the countries, 

permits, infrastructure and safety. 

 

How can cooperation in the area of health data give the Nordic 

countries an advantage within the EU?  

I believe in a Nordic advantage. Even though we get the frame-

work legislation from the EU, we can form more tailored initiatives 

that benefit the Nordic region as a whole because we are so similar 

both socially and structurally. But this still requires political agree-

ment on what we want to achieve, what to prioritise, and how we 

should all contribute to realising a unique Nordic Way. ¢

“Enabling access to a citizen’s health care data through their Nordic e-ID makes sense. 
It is a logical next step to work towards in terms of a Nordic digital identity...”
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NORDIC INNOVATION 
& NORDFORSK 

The Nordic Industrial Fund was estab-

lished in 1973 with the purpose of promot-

ing research, innovation and education 

within the industrial sector of the Nordic 

countries. In 2011, it was renamed Nordic 

Innovation and now has the promotion of 

cross-border trade and innovation as its 

main goal. Nordic Innovation is an instru-

ment for the Nordic Ministers of Business 

and Innovation. The mission of Nordic In-

novation is to contribute to making the 

Nordics a leading region for sustainable 

growth and to increase entrepreneurship, 

innovation and competitiveness for Nordic 

businesses. Nordic Innovation supports 

projects and programmes where there are 

complementary skills, knowledge, and ex-

pertise in the Nordics in order to stimulate 

innovation and improve conditions for 

Nordic markets and exports.  Nordic Inno-

vation is a small and agile organisation 

working together with key stakeholders 

within the business and start-up communi-

ties, cluster organisations, trade promotion 

agencies, investors, and decisionmakers. By 

bringing people together and connecting 

the right stakeholders, Nordic Innovation 

gives the Nordics an even greater edge. 

Svein Berg, Managing Director, 

Nordic Innovation

“At Nordic Innovation we are very fortunate 

to be one of the tools for achieving the Nordic 

Prime Ministers’ vision of becoming the most 

sustainable and integrated region in the world 

by 2030 and, I would like to add, the most in-

tegrated health region in the world. We are 

aiming at finding solutions to how we can 

bridge Nordic health data and personal data, 

because that is essential for achieving an inte-

grated health region – but also essential for in-

novation, cross-border collaboration and, most 

of all, the benefit of the Nordic people”

Nordic Innovation’s programme 

on health: Health, Demography 

and Quality of Life

The overall goal of the programme is that 

by 2030, the Nordics will make up the most 

sustainable and integrated health region in 

the world and provide the best possible 

health care for all. The programme is built 

around four action areas, which will con-

tinuously be developed as the programme 

progresses. The aim of the “Bridging Nordic 

Data” initiative is to support and find solu-

tions on how to bridge Nordic health data 

and personal data for utilisation in the 

Nordic health ecosystems. Nordic Innova-

tion has been a part of the Nordic Health 

2030 process, has co-funded the Nordic In-

teroperability Project (N!P) with the aim 

of putting health data to use in cross-bor-

der settings, and has financed three hack-

athons showcasing how health data can 

provide new health products and solutions. 

Additionally, an overview of the main legal 

obstacles and differences in how rules and 

legislation are implemented in each of the 

Nordic countries will soon be completed by 

Nordic Innovation, as well as an interna-

tional metadata symposium on the poten-

tial of putting Nordic health data at stake. 

All activities within “Bridging Nordic Data” 

have the aim of pushing the health data 

agenda for the benefit of Nordic businesses, 

organisations and Nordic people, making 

the Nordic region a frontrunner.

The “Healthy Cities” initiative has the 

aim of improving health and quality of life 

for Nordic citizens by creating a healthy 

and supportive environment based on in-

novative solutions for mobility, nutrition 

and urban spaces. The “Prevention and 

Healthy Patient” initiative will focus on 

prevention and value-based health care, 

prepare for the development of solutions 

using personal health data, and increase 

the involvement of the patient in treat-

ment to ensure the best possible quality of 

life. Finally, “Value Chain Collaboration” is 

a contribution to boost exports of Nordic 

solutions, strengthen Nordic export net-

works, and create value chain collabora-

tions in markets with a high potential for 

Nordic involvement. Nordic value-chain 

collaboration projects are taking place in 

the US, Germany and Canada, where 

cluster organisations and Nordic trade 

promotion organisations are providing 

platforms and network opportunities for 

Nordic companies to meet new partners 

from both inside and outside the Nordics 

in order to position themselves and cre-

ate new opportunities. 

NORDIC INNOVATION 

P A R T  V
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The vision of the Nordic Council of Ministers is to make the Nordic region the world's most sustainable by 2030. The 
Nordic Council of Ministers strives to realise the vision put forward by the prime ministers of the Nordic countries 
and a number of Nordic institutions operating within different sectors. Two institutions under the purview of the 
Nordic Council of Ministers, NordForsk and Nordic Innovation, are especially active in realising this vision. NordForsk 
provides funding for and facilitates Nordic cooperation on research and research infrastructure while Nordic 
Innovation is working to promote cross-border trade and innovation. The complementary nature of the two institutions 
is promising for joint activities, especially within the areas of health, social sustainability and green growth.

NordForsk was established in 2005 by the 

Nordic Council of Ministers with the task 

of facilitating Nordic research and re-

search infrastructure collaboration. Nord-

Forsk administers Nordic research pro-

grammes within a broad range of areas 

and often with interdisciplinary compo-

nents. The initiatives are co-funded by the 

main Nordic financiers of research and in-

novation, which ensures a high Nordic 

added value.  Through its activities, Nord- 

Forsk brings together national research 

groups and promotes research activities of 

the highest scientific quality. NordForsk 

seeks to enhance the quality, impact and 

efficiency of Nordic research cooperation, 

thereby helping the Nordic region to be-

come a world leader in research and inno-

vation. Facilitating cooperation on digital 

infrastructures has become increasingly im-

portant during the past few years. Nord- 

Forsk has put an emphasis on the need for 

better preconditions for research that uti-

lises register data across Nordic borders. 

Activities include identifying obstacles 

and challenges that impede Nordic re-

search on health data and to propose ways 

of overcoming them.

Maria Nilsson, Special Adviser, 

NordForsk and Leader of the 

Health and Welfare Programme

“The Nordic registers and biobanks consti-

tute a unique asset of digital information 

that have great potential for research and 

innovation. Research utilising sensitive data 

is, however, challenging and time-consum-

ing, especially at the Nordic level. This 

knowledge resource, which is unique to the 

Nordic countries, is not utilised to its full 

potential. NordForsk has therefore put a fo-

cus on identifying obstacles impeding Nor-

dic research cooperation on sensitive data 

over the years and has initiated activities 

with the aim of facilitating health data 

sharing across borders, keeping the individ-

ual’s integrity in focus.” 

NordForsk and health data: 

The Nordic Programme on 

Health and Welfare and digital 

infrastructure collaboration 

The overall goal of the Nordic Pro-

gramme on Health and Welfare is to im-

prove health in the Nordic countries by 

finding solutions to societal and public 

health challenges through high-quality re-

search. The Nordic Programme on 

Health and Welfare was launched in 2014 

and has a budget of more than NOK 445 

million. To date, the programme has 

funded more than 30 projects, many of 

which address opportunities and chal-

lenges related to register-based research, 

i.e., utilising sensitive data in research 

across borders. The vast majority of pro-

jects will utilise health and register data in 

combination to answer research questions 

of high societal value. 

Initiatives with infrastructure compo-

nents that use Nordic health data include 

the eScience Globalisation Initiative, the 

Tryggve project for sensitive data, and 

the Nordic Biobank Network pilot on 

colon cancer. The incentives strive to de-

velop best practice in handling sensitive 

data across borders from different angles 

and include piloting the development of 

digital solutions, methods of analysis, 

and processing of sensitive data. 

Together with Nordic experts repre-

senting different actors in the health data 

sector, NordForsk has placed an empha-

sis on identifying and overcoming the 

challenges and obstacles impeding shar-

ing of sensitive data in Nordic research. 

More recently, NordForsk has coordi-

nated activities within the Norwegian 

priority project, 'Nordic Collaboration 

for Better Health', with the aim of 

strengthening Nordic research collabora-

tion on health data. The “Nordic Com-

mons for Health Data” is a vision for a 

shared virtual space where scientists can 

work with the digital objects of biomedical 

research. 

The Nordic Commons will allow re-

searchers to find, manage, share, use, and 

re-use data, software, metadata and 

workflows. The concluding report on 

this project, to be published in late au-

tumn 2019 will include recommenda-

tions for the next steps towards imple-

menting a Nordic Commons for Health 

Data. ¢
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NORDIC INITATIVES

SPOTLIGHT ON HIGH-IMPACT COLLABORATIVE EFFORTS ACROSS THE REGION

The Nordics have embarked on a number of collaborative efforts for the sharing of data, expertise, 
and experience in order to drive the development of personalised and preventive healthcare.

Headquartered in Reykjavik, Iceland, deCODE takes 
advantage of unique expertise and rich population resources to 
analyse and better understand the human genome. deCODE 
has already discovered genetic risk factors for a number of 
common diseases such as cardiovascular disease and cancer. 

Copenhagen Healthtech Cluster established Data Saves 
Lives in 2017. The partnership brings together health actors 
across public and private sectors to secure better use of Danish 
health data and has made The Data Map that explores 
160 Danish health databases.

EOSC-Nordic is the Nordic branch of the European Open Science Cloud, which is an initiative to accelerate and 
diversify transdisciplinary research by increasing access to, sharing, and harmonising existing data between countries 
in order to reduce the need for preliminary data collection in new research projects. 

Nordic PerMed is a collaborative research funding initiative supported by a number of stakeholders across 
the Nordics with the aim of advocating for the benefits of data-driven personalised medicine as well as the potential of 
the Nordics to implement it efficiently and effectively while setting an example for the rest of Europe and the world.

The Nordic Commons for Health Data is a NordForsk vision of a shared virtual space 
where scientists can work with the digital objects of biomedical research. This is a system that will allow 
investigators to find, manage, share, use and reuse data, software, metadata and workflows.

The Nordic Interoperability Project is a bottom-up initiative led by a number of 
stakeholder organisations that strives to break down barriers to cross-border health data sharing across 
the Nordic countries. NIP develops technical interoperability showcases that start sustainable, solution-
oriented dialogues about the future of data-driven health in the Nordics.

The Nordic Society of Human Genetics and Precision Medicine (NSHG-PM) 
has been established to foster greater pan-Nordic cooperation in research related to genetics and 
precision medicine. NSHG-PM also aims to make its findings easily accessible and understandable in 
order to increase their potential of improving public health and promote the highest possible legal, 
regulatory, social, and ethical standards.    

Tryggve is a collaborative programme that develops scalable data infrastructures for secure, 
efficient, and ethical storage, analysis, and sharing of sensitive biomedical data within and 
across the Nordic countries. The programme involves public and private stakeholders and 
aims to demonstrate the benefits cross-border data and biomedical sample sharing for 
research. 

The Nordic Alliance for Clinical Genomics is 
and independent NGO that seeks to share valuable health data responsibly 
among Nordic partners in order to improve 
medical diagnosis and treatment as well as research.

P A R T  V
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SciLife Lab - Genomic Medicine Sweden is a national resource hub that provides life scientists 
with access to state-of-the-art technologies for personalised medicine research. The lab strives to bring together scientists 
from various fields to produce transdisciplinary research.

The Danish National Genome Center is 
the national institution for genomic research and bioinformatics 
that seeks to advance personalised medicine in Denmark. The 
National Genome Center collects, stores, and analyses 
samples for research and tailored treatment, as well as provides 
other research institutions access to research tools.

The Oslo Cancer Cluster is an oncology 
research and industry partner cluster that strives to accelerate 
the development of new cancer diagnostics and treatment in 
order to improve patient experiences. The cluster represents a 
successful example of broad public-private stakeholder 
collaboration to advance precision medicine in the Nordics.

The Finnish Innovation Fund Sitra’s International Human 
Account Network (IHAN®) project aims to build the foundation 

for a fair and functioning data economy. The main objectives are to create a 
method for data exchange and to set up rules and guidelines for ethical use 

of data on a European level. 

FinnGen is a nationwide, public-private genetic 
research program in Finland that aims to collect and 
analyse samples from 500,000 Finns (about 10% of the 
population) in order to improve diagnostic accuracy and 
develop more effective, personalised treatments.

Finland is trailblazing by passing new enabling legislation on the 
secondary use of social and health data. The new FinData service 

will start at the beginning of 2020. The process is an excellent example 
of successful cooperation between public and private stakeholders. 

BigMed is a Norwegian partnership of organisations that aims to identify 
and eliminate obstacles that are hindering the advancement of precision 
medicine. As a part of this effort, BigMed develops and demonstrates tools for 
the implementation of precision medicine that create value for both patients, 
clinicians, and other stakeholders. 
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WHAT'S HAPPENING 
BEYOND THE NORDICS?

As the Nordic countries are members of both the European Union and 

the European Economic Area, any Nordic development is dependent on 

the broader European context. Innovative health initiatives on a European 

level have a decisive impact on the future of healthcare in the Nordic 

region. The Nordic countries have the autonomy to innovate, and with 

their blend of unique expertise, experience, and drive to collaborate, they 

are among the best positioned to set best-case examples. Potentially, the 

Nordic region could, through a joint effort, pave the way for a more 

equitable, effective, and human-centric healthcare system. By contributing 

significantly to several large-scale European initiatives and actively 

participating with local nodes in pan-European initiatives, the Nordic 

countries have an opportunity to share their expertise, proactively respond 

to regional developments, and shape the future of data-driven preventive 

health care in the EU and beyond.
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Biobanking and BioMolecular resources Research Infrastructure – 

European Research Infrastructure Consortium (BBMRI-ERIC) is 

the world largest biorepository of human samples and data. 

BBMRI-ERIC connects more than 500 biobanks from nine-

teen countries in the EU. The consortium aims to facilitate re-

search on human samples in order to advance personalised 

medicine. It brings together a wide range of stakeholders includ-

ing researchers, biobankers, industry, and patients to support 

biomedical research.

European Clinical Research Infrastructure Network (ECRIN) is a 

non-profit research infrastructure that supports multinational 

clinical trials in Europe. The infrastructure provides increased 

access to patients, resources and expertise across Europe. ECRIN 

also aims to enhance the ability of European institutions to con-

duct multi-country clinical research.

European Research Infrastructure for Translational Medicine (EA-

TRIS) is a research consortium that focuses on preclinical and 

early clinical development of drugs, vaccines and diagnostics. 

EATRIS provides support in the fields of advanced therapy 

medicinal products, biomarkers, imaging and tracing, small 

molecules, and vaccines.

Horizon 2020 is the financial instrument implementing the 

Innovation Union, a Europe 2020 flagship initiative aimed at 

securing Europe's global competitiveness with a programme 

on Health, demographic change and wellbeing. The out-

comes of Horizon 2020 will be continued by Horizon Europe 

between 2021-2027, which is a 100 billion Euro research and 

innovation programme in which the EU increases science 

spending levels by 50%.

WHO Regional Office for Europe’s Digitalization of Health Sys-

tems, Division of Health Systems and Public Health: The Digital-

ization of Health Systems Initiative operates under overarching 

focus areas for facilitating the application of digital health in 

Member States by enabling the transition to integrated, people-

centred models of care and facilitating the move from treatment 

to prevention. The initiative further supports achieving health-

related SDGs by strengthening efforts for universal health cover-

age and transforming the delivery of care.

European Society of Pharmacogenomics and Personalised Therapy 

(ESPT) is a non-profit organisation that promotes training and 

research in pharmacogenomics and personalised therapy in 

order to improve the quality of information that is used in clinical 

practice as well as given to patients. ESPT also facilitates contact 

between stakeholders that share its objectives, particularly those 

working in Europe.

ELIXIR is an European intergovernmental organisation that 

aims to unite life science organisations in managing and protect-

ing the data and gathered created by publicly funded research 

projects. The ultimate goal of ELIXIR is to coordinate bioinfor-

matics resources to form a single data infrastructure that offers 

convenient access to researchers in academia and industry.

The European Bioinformatics Institute (EMBL-EBI), a part of the 

collaborative European Molecular Biology Laboratory initiative, 

connects scientists and engineers around the globe and provides 

the infrastructure needed to share data openly in the life sciences. 

It develops databases, tools and software that make it possible to 

align, verify and visualise the diverse data produced in publicly 

funded research.

INFRASTRUCTURAL 
INITIATIVES

INFORMATION AND 
COLLABORATIVE NETWORKS

P A R T  V
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THE DRIVERS OF THE TRANSITION

This figure illustrates the outcome of an exercise carried out during the final workshop in 
the Nordic Health 2030 series at UN City in Copenhagen, where participants voted on 
which stakeholders should drive certain aspects of the Nordic Health 2030 philosophy. System

primary driver

secondary driver

not a driver
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The following article outlines an aspirational personalised health scenario in 2050. Through this 
scenario we explore how the changes in the health landscape could create a 

personalised and preventive health care system.

PERSONALISED 
HEALTH 2050            

he healthcare system is deeply integrated and influ-

enced by social norms, policies, legislation and behav-

iours. We present a world where systemic, social and personal 

changes contribute towards a holistic and integrated health sce-

nario. A central aspect of the personalised health scenario is the 

role of the individual – how does the individual evolve in relation 

to the system? How does individual behaviour interact with and 

shape the environment? 

The scenario describes the developments in the past decades to 

shape our present-day reality in the Nordics in 2050.

PRESSURE POINTS FOR THE CURRENT 

HEALTHCARE SYSTEM

In the 2020s the health system was plagued by an onset of challenges: 

an ageing population, rising prevalence of chronic conditions, 

complex patients with multiple comorbidities, resulting in 

inefficient healthcare spending and a healthcare system grappling 

to overcome these challenges. Reduced prioritisation and decreasing 

resource allocation towards healthcare created a system that was 

wrought with challenges and underperforming. The pressures 

were felt by healthcare personnel and citizens, culminating in 

public unrest and a disengaged workforce, and political pressure to 

address an increasingly compromised and inadequate system. 

Widespread public support for healthcare personnel captured the 

zeitgeist and forced politicians and legislators to act. 

Significant strides have been taken since then and the emphasis 

has categorically shifted from late treatment, to prevention, early 

detection and intervention. There is increasing acceptance that a 

combination of primary, secondary and tertiary interventions is 

needed to achieve a meaningful degree of preventive care. In 

2030, EU member states agreed to devote half their health budget 

to prevention and half to treatment by 2040. This ‘5/5 concept’ ac-

commodated a holistic quality-of-life approach, as opposed to the 

traditional short-term, incident-based treatment, which concen-

trated on treating the disease rather than the individual. The 5/5 

concept has been applied in conjunction with a wider application 

of data; by using data and statistics, governments are proactively 

tracking progress and ensuring that their decisions are evidence-

based. During the 2030s and 2040s, the healthcare system was in 

the process of being remodelled: decision-making was increasingly 

integrated with real-world evidence, frequently referred to as the 

data revolution. This allowed for intervention before symptoms 

were detected, for example, real-time tracking of cholesterol to 

prevent coronary heart disease before it manifests. Consequently, 

a measurable reduction in disease burden and an improved quality 

of life has been achieved that exceeds global trends. 

Globally, one of the biggest challenges has been the widening 

gap between citizens with access to healthcare and those without. 

This disparity in access primarily affects the global North & 

South, but even within the EU, 20% of the population struggle 

with access to healthcare. Efforts to alleviate this disparity have 

seen some success within the EU. In 2030, a pan-EU health culti-

vation programme was implemented with educational approach-

es delivered to all citizens from the age of six and throughout 

T
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their lives, with the ambition of empowering individuals and 

building resilient citizens. On the global level, the global North 

continue to remain ahead of the global South in relation to access 

to healthcare. There are, however, developments in technology 

that hold the promise of closing the gap.  

Individuals have experienced frustration with an underper-

forming health system. There has been a lower tolerance for inef-

ficiencies, and citizens expect integrated solutions from both the 

public and private sectors. This intolerance and the resulting 

momentum have been a primary driver of systemic innovation. 

Individuals are increasingly resilient and resourceful, finding 

solutions for themselves if they feel that the system has failed 

them. Armed with access to data and the understanding of how 

to deploy this data, individuals are increasingly empowered and 

knowledgeable. 

INNOVATION IN HEALTHCARE SYSTEMS 

The 2020s saw the emergence of tech players in the healthcare 

sector. This was initially viewed with scepticism, as the interests 

of the healthcare system (public good) and the interests of tech 

players (profit) were at odds with one another. Over time, how-

ever, the distinction between public and private became blurred 

because of changing priorities. Citizens and healthcare personnel 

demanded efficiency and results, irrespective of the governance 

structure. The overriding sentiment called for a prioritisation of 

health, both sick care and preventive care. The healthcare system, 

which had been largely reactive and continually catching up with 

developments in the external environment, aspired to be resilient 

to keep up with the entrance of privately-owned players in the 

healthcare system in the past decades.  Though initially chal-

lenged, key players in the healthcare system began to recognise 

the potential in reorganising the healthcare system, and the 2030s 

saw an increase in public-private partnerships and innovation tar-

geted towards the healthcare sector. 

The 2030s bore witness to an application of real-world evi-

dence data management, digital services and increased connec-

tivity, which facilitated the development of a sustainable health-

care system. With the aim to deliver affordable and cost-effective 

outcomes, sustainable healthcare systems require cooperation 

from numerous stakeholders and coordinated actions across 

various system components. Key players and decision-makers 

in the public sector recognised the growing need and benefits of 

forming a healthcare ecosystem buttressed by public-private 

partnerships. 

Shifting the focus from treatment to prevention and valuing the 

individual experience, while viewing technology as a tool assist-

ing healthcare professionals and caregivers, paved the way to-

wards a highly efficient and integrated healthcare system. New 

reimbursement structures and business model innovations com-

bining wellness, quality of life, and health services were imple-

mented. The individual became the primary ‘point-of-care’ al-

lowing for convenient, timely, testing at various locations, such as 

physician’s office, ambulance, home or hospital, resulting in fast-

er, more cohesive care. 

Opening the healthcare sector to tech players created opportu-

nities for more non-traditional parties to enter. This included 

insurance and pension funds, who entered the preventive 

healthcare arena as they recognised the benefit of a healthier 

population and lower disease burden. Though their motive is 

profit, their entrance in the healthcare sector has had a win-win 

outcome – healthier individuals and better economic efficiency 

for the public sector. 

In 2050, health providers have access to data due to a global 

agreement on standards and requirements for interoperability, 

across both public and private sectors. This development was 

inspired by the International Telecommunication Union (ITU), 

which ensures maintenance of the communication infrastruc-

ture and continued updates and improvement of standards and 

protocols. As a part of GDPR 2033 Basel Agreement, EU countries 

decided to build on the success of the European Reference Net-

works and made the individual the official carrier of their own 

data. This was enabled by the 2029 EU agreement to adopt the 

Estonian x-road approach for interoperability and standards and 

enriched with the MyData approach, which ensured that citizens 

maintain the right to access and use data directly involving them. 

Distributed ledger-enabled technology has supported transparen-

cy and traceability, including the right to use data in different set-

tings. This is built on the Responsible Dynamic Consent Princi-

“Armed with access to data and the understanding of how to deploy this data,
 individuals are increasingly empowered and knowledgeable”
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ple, which continuously develops models for ensuring individuals’ 

rights to data and control over its use, and includes the commit-

ment for compiling aggregated data sets to ensure the most ac-

curate understanding of the totality of the human health experi-

ence (the Humanome). Data is no longer divided between 

research, clinical and lifestyle, but assembled as the Humanome, 

which draws upon the correlation of personal quality of life 

preferences, biological data, behavioural data, environmental 

data and public records.

Social expectations around privacy and anonymity have 

evolved to accommodate high expectations of lifelong health 

outcomes. Real-world data and real-world evidence are at the 

centre of service provision. 

Individual needs and expectations are more fragmented than 

ever before, but the influx of tech players and development of 

innovative solutions means that the one-size-fits-all solution is 

from days past. Healthcare no longer requires a visit to a doctor, 

and in many cases a device connected to the global net of data can 

solve the problem. As a result, individuals can access their very 

own personalised point-of-care in real-time. Those generations 

that have grown up with heightened connectivity and are tech 

savvy prefer this solution, whereas older people and families often 

crave human interaction and a visit to the doctor. These more 

direct interactions are also increasingly accessible, as GPs now 

have more time per visitor. Doctors find their interactions more 

rewarding, while citizens feel heard. 

Individuals are shaping their own journeys towards creating 

their healthiest selves. Our perception of health and identity is in-

extricably bound. Health is seen as an identity marker, with 

younger people defining themselves and others around them 

based on perceptions of health. Many people start their health 

journeys from a performance mindset, and there are several com-

panies offering data solutions to create your healthiest self. The 

performance mindset, however, evolves into a holistic view of 

health – individuals move away from a mindset where health is 

used to showcase a perfect life, towards viewing health as a source 

of renewal and energy. Individuals are reclaiming their health 

journeys by investing themselves in self-cultivation of preventive 

health. Children born in the last decade have been the biggest 

beneficiaries of this attitude shift, as the conversation around 

health has been present their entire life, so they are empowered to 

make healthy choices and live a balanced lifestyle. Everything is 

enjoyed in moderation.

REDESIGNING HEALTHCARE

Technological development and diffusion have had far reaching 

consequences for the individual. While the ethical debate in the 

2020s centred on privacy and anonymity, it is now focused on 

accessing the relevant information needed to create the best 

quality of life. Hacking attempts in the past have been met by 

successful application of blockchain technology and efforts such 

as the Internet Freedom League, where countries abide by re-

specting digital boundaries. As a consequence, digital informa-

tion is more secure than ever. The development of standards and 

principles, for example, OPEN data, FAIR Principles, Open 

Educational Resources (OER), have set data free and democra-

tised access to knowledge, thus empowering the individual to 

share their data to their own benefit. 

Fast technological development has enabled a Humanome ap-

proach that reliably provides a much deeper understanding of bi-

ology, health, and disease. A new disease taxonomy was estab-

lished, alongside a better understanding of the environmental 

impact on the person thanks to extensive sequencing of our natural 

surroundings. These comprehensive data sources have enabled the 

‘connected individual’, which considers the individual within the 

context of their life, beyond their disease profile. It more appropri-

ately supports individuals taking multiple medications (polyphar-

macy), and the treatment of complex co-morbidities, with solu-

tions tailored to individual needs, and leads to a greater 

likelihood of adherence and success. This has allowed for a tran-

sition from the quantified self to the qualified self with seamless 

interfaces to allow citizens to manage a tailored quality of life 

approach according to their values and personal preferences. 

Sophisticated AI has allowed the creation of individual and ag-

gregated data repositories. This empowers people to shape their 

own data diaries. On the other hand, the healthcare system can de-

velop a stratified understanding of diseases and develop tailored 

solutions for them. The concept of the Digital Twin has made it 

“Individuals are shaping their own journeys towards creating their healthiest 
selves. Our perception of health and identity is inextricably bound”
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“Individuals are very proactive in developing and understanding genomics, 
which has become the baseline for modern health”

possible to develop tailored solutions for individuals based on 

models that are produced using their own data and has been a 

significant factor in improving quality of life. Beside these devel-

opments, in 2035, gene editing reached a level of clinical scalabil-

ity for most diseases. It partly built on the improved knowledge 

that single cell sequencing in the 2020s provided, combined 

with the huge investment in multi-omics. Massive public en-

gagement campaigns have allowed gene editing and data usage 

to move into mainstream discussion, featuring in popular enter-

tainment and reaching a wide audience. This has encouraged 

transparent discussion around implementation, leading to 

strong public support for the technology. The 2020 Earth BioG-

enome Project, which pioneered the sequencing movement, 

made sequencing an accepted element of modern life and drove 

the price of sequencing down significantly. It is commonly re-

ferred to in lifestyle tools, including fitness apps, and is a com-

mon source of information for food and nutrition choices, sup-

plements, and even pet choices.

Networked approaches to regulation and governance have sup-

ported the secure sharing of data across jurisdictions and provid-

ed a framework to support regulation of international corpora-

tions that deal in health-relevant data. The social contract that 

requires global organisations to consider the health-related conse-

quences of their services has clarified responsibilities and enabled 

better practices to be shared.

Citizen-driven health and patient networks have a large role in 

the New Digital Social Contract, which is both geographical, re-

lating to the local community, and thematic, focused on specific 

health and disease issues, where the power of large volumes of 

data is to provide aggregated insights as well as individual speci-

ficity. Cooperative movements inspired from the MyData and 

Swiss health COOP are an important enabler of cross-boundary 

data schemes where the individual person is the formal data car-

rier enabling the true personalised health. Crucially, individuals 

now have real-time oversight of how their data are being used, 

and the opportunity to exert their preferences. The challenge is to 

ensure that democratisation genuinely leads to free and fair access 

to new care opportunities for all, realising universal and equal ac-

cess to quality, sustainable health care. 

High speed global internet provided by key players via high and 

low orbits has reached all corners of the globe and citizens in 2030. 

This initiated large-scale development in previously remote areas 

of the world. VR, AR and distance expertise has grown exponen-

tially to allow care and expertise to travel to the individual on a 

global scale, drawing on the lessons from the European Reference 

Networks in the early 2000s, and expanding to all disease areas. 

Health services can be provided from a distance and are becom-

ing rapidly scalable, with the biggest market to benefit being the 

global South. 

Individuals are very proactive in developing and understanding 

genomics, which has become the baseline for modern health. Us-

ing lifestyle- and real-time data, the best possible quality of life 

from cradle to grave can now be achieved. Personalisation occurs 

at the prevention and therapy levels, but also in terms of informa-

tion and data delivery. Resources, updates, and oversight at dif-

ferent stages in the health lifecycle or lifespan, are carefully tai-

lored to meet the information needs of the individual, at a time 

and in a format that is most appropriate for them. This supports 

genuinely informed decision making and allows people from all 

demographics to be partners in their own health. Despite a large 

segment of the population enjoying these opportunities, there are 

also those who for a number of reasons are unable to avail these 

opportunities. For example, those dealing with addiction, long-

standing illness, problems at home, poor mental health or finan-

cial troubles may have other priorities. There are many instances 

of societal structures that support such individuals, this could be 

in the form of family, neighbours, friends, colleagues, etc. Culti-

vating a sense of community and intertwining positive interac-

tions in our daily routines go a long way in creating a healthy life. 

CONCLUDING REMARKS

This scenario was written as an aspirational scenario towards 

2050. Many of the events described could be wishful thinking, 

but they take their cues from current happenings. While there 

could also be some who view certain developments as unwel-

come, our goal in exploring this Future of Health 2050 has been 

to create a world that provides preventive and personalised care 

for all. There are of course many ways to achieve this goal. ¢
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MOTIVATION We talked to several young people, asking them questions 
about health. What would help them become more aware of their own health? What would 
inspire them to take preventive action to strengthen their health? They responded that their 
personal health is not something that they think about often or identify with strongly. For them, 
health is a topic to be addressed later in life. Something that they associate with the elderly, 
especially as they become infirm.

This prompted a new line of enquiry with the young people. What do they identify with? With-
out exception, all of them responded that their primary concern relates to the health of the 
planet. They strongly identify with any attempts to promote awareness of the climate crisis and 
feel motivated to take action in support of this cause. 

We made something of a breakthrough when we brought these two topics together. Did they 
know about the correlation between their health and the health of the planet? They all replied, 
'No, we don’t, but we would really like to know more about this.' Would they try and learn more 
about their own health – and how to strengthen themselves through preventive action – if they 
knew this could strengthen the health of the planet too? 'Absolutely,' they said.

Investing in future generations is the only way to eliminate short-termism. Enabling young 
people to self-cultivate a preventive approach to their health not only could help prevent an 
imminent healthcare calamity, it also could contribute significantly to long-term efforts to 
save our planet.

We have written a futuristic take on this opportunity. We call it The rise of the eco individual.
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The health of the individual is inseparable from the health of the ecosystem. To take proactive responsibility for 
our health is to contribute towards planetary care. By 2030 a bottom-up movement will pave 

the way for a more sustainable form of coexistence.

D uring the Crimean War of the mid-1850s, Florence Nightingale would earn 

the epithet ‘The Lady with the Lamp’. It was among the wounded soldiers, 

whom she visited during solitary rounds at night at Selimiye Barracks in Turkey, that 

Nightingale came to understand the cause of the high attrition rate for the British forces 

during the conflict. 

Nightingale realised that it was not battle wounds that were causing so many deaths, 

but a combination of poor nutrition, lack of supplies, stale air, and secondary diseases. 

Nightingale would later record in her book Notes on Nursing: ‘We know nothing of the 

principle of health, the positive of which pathology is the negative, except from observa-

tion and experience.’ She continued, ‘[i]t is often thought that medicine is the curative 

process. It is no such thing.’ For Nightingale, medicine and surgery could remove ob-

structions, but ‘nature alone cures.’ The role of nursing, she argued, is ‘to put the patient 

in the best condition for nature to act upon him.’¹

INDIVIDUAL AND ECOSYSTEM HEALTH IS INSEPARABLE

Florence Nightingale’s methods of observing health patterns and assessing how they 

were shaped by other environmental factors are an early example of systems thinking 

applied in healthcare. Systems thinking teaches us that everything connects – that all 

life on Earth is part of the same biosphere. We humans are interdependent on other 

living systems with which we interact and from which we learn. A multidimensional 

perspective enables us to establish a deeper appreciation of what forms complex 

systems of coexistence.

Such an approach is what filmmaker and educator Nora Bateson refers to as 

transcontextual research,² the practice of which generates relational information 

known as ‘warm data’.³ This enables us to see the interdependencies and interactions 

between wholes and parts, to increase our knowledge about the symbiotic relationships 

THE RISE OF 
THE ECO INDIVIDUAL
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between living and non-living systems. In this way, 

transcontextuality highlights how it is impossible for a system to 

exist in a single context. Nothing is singular, everything is plural. 

It is innate in us to attach ourselves to nature. Understanding 

the incredible and sometimes painful ways in which we connect 

to such a vitality of coexistence is itself inherently vitalising.4 It is 

our primary source of strength. The health of the individual is in-

separable from the health of the ecosystem. To care for the envi-

ronment and biodiversity, in all their complexity, is to care for 

ourselves and our loved ones. To take proactive responsibility for 

our health is to contribute towards planetary care.

THE ENVIRONMENTAL 

IMPACT OF HUMAN 

ACTIVITY HAS RESULTED IN 

SUPER WICKED PROBLEMS

The more we learn about the life of the 

planet, the more we understand human-

kind’s tiny place within its 4.6-billion-

year history. Our time on Earth has been 

short, yet the detrimental consequences 

of our behaviours and lifestyle choices on 

the health of the planet have been dis-

proportionate in size. Humankind’s in-

separability from the ecosystem – and 

the threat we pose to it – has come into sharper focus.

The environmental impact of human activity has intensified 

as we have shifted from early nomadism to localised agriculture 

to technocentric urban dwelling. The resultant climate crisis ex-

acerbates global issues relating to rising sea levels, waste dispos-

al, air quality, acidification, food sustainability, population 

growth, governance, healthcare, and the likelihood of mass mi-

gration, pandemic disease, economic collapse, and global con-

flict.5 The more we learn about their potential interacting ef-

fects – as ‘super wicked problems’ that are impossible to 

disentangle – the easier it is to imagine our own demise within 

the timespan of a few generations. This is not a legacy for dis-

tant descendants. It concerns our children and their children, 

deeply affecting how we experience the world.6

OUR EGOCENTRIC WAYS MUST NOT ENDURE

We now live at an inflection point in human history. We are 

confronted with an urgent need to reassess how we interact 

with all Earthbound life. The way to care for ourselves, our 

families, and future generations, is to care for life as a whole.7 

The accelerated convergence of super wicked problems forces 

us to confront a new reality. This is one that demands radical 

new ways of seeing – granularly, fractally, holistically, across 

time, between contexts and dimensions – in order to make any 

sense of it. 

Rather than allowing ourselves to be overwhelmed by the 

enormity of the situation, we can take the opportunity to gener-

ate new knowledge that will provide solutions. Our under-

standing of the world should be informed by our coexistence 

and the relationships between systems. This requires a shift in 

perspective from either/or to both/and. It is characterised by a 

kaleidoscopic mixture of pre-industrial and metamodern be-

haviours, practices, and technologies, blending ancient wisdom 

with what we have learned in recent decades and reconciling 

the tensions between different ideological views of the world.8 
Considered in terms of complex systems, there can be no center, 

no ‘us and them’. More eco, then, than ego. It is not overstating 

the case to claim that our future depends on it.

WE MUST COME DOWN TO EARTH

If we are to acknowledge our coexistence with and interdepend-

ence on other life forms, then change 

has to start now to ensure the survival of 

our shared ecosystem. This requires us 

to move away from seeing ourselves as 

above and apart from nature. As philos-

opher, anthropologist, and sociologist 

Bruno Latour argues, we have to come 

back down to Earth. We should stop 

speaking about humans, appreciate that 

we are in and of nature, and refer to 

ourselves as terrestrial beings among 

other terrestrials.9
This fundamentally challenges our 

existential understanding of what it is to 

be human. What is the edge of a human? What is the edge of an 

immune system? Our silo-based mentality is rendered obsolete. 

Science has revealed that the notion of ‘we’ extends well beyond 

the human and challenges the extent to which ‘I’ is sustainable as 

an ideal. In this new transcontextual reality, as hosts to trillions of 

microorganisms, every human is, in fact, a humming multitude. 

To coexist is to assume a loop with other terrestrials. We experi-

ence the integrated, interdependent role we fulfil in relation to 

other complex systems. We learn from the vitality of our contri-

bution and that of other terrestrials. Our existential vulnerability, 

paradoxically, can result in re-attachment to the ecosystem, to so-

ciety, to the local community, to our sense of identity. It is like 

knowing, but more like letting be known. It is like a knowing 

that knows itself.10
For Latour, therefore, it is essential that we carefully consider 

the other terrestrials with whom we will share resources and 

create what he calls ‘dwelling places’ in the future. This will 

serve to define what we will depend on and what will depend on 

us: our very template for coexistence. As he phrases it in Down 

to Earth, ‘[e]xisting as a people and being able to describe one’s 

dwelling place is one and the same thing.’ If we can describe our 

dwelling place, if we can list the properties necessary for our 

subsistence, we know what we need to defend as if our very 

coexistence depended upon it. 

WE HAVE LOST OUR SENSE OF ORDER

In many respects, industrialisation has ossified our thinking and 

practices, straining our symbiotic relationship with our environ-

ment. This has resulted in alienation from any notion of coexist-

ence, prompting us to question what it now means to live a mean-

“This requires us to move 
away from seeing ourselves as 
above and apart from nature. 
As philosopher, anthropologist, 
and sociologist Bruno Latour 

argues, we have to come 
back down to Earth” 
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ingful life. Our personal energies are exhausted in service of 

all-consuming entities – neoliberalism, globalisation, the internet 

– so massively distributed through time and space that it is impos-

sible for humans to see or touch them directly.11
The human experience of recent decades has reshaped the 

fundamental structures of our lives. The patterns, codes, and 

rules with which we can identify are in short supply in an era 

defined by ambivalence and uncertainty. The accountability for 

pattern-weaving and sense-making falls primarily on the indi-

vidual, as we struggle to adapt our thinking, values, and iden-

tity.12 We are left on our own to navigate the temporal and spa-

tial vastness of our own subjectivity. 

Here our entropic experience of time 

and space combines the emotions asso-

ciated with the order of the past and the 

emotion-based anticipation of future 

order.13 We attempt to use time and 

space to compute and navigate our lives 

emotionally.

This has resulted in a ‘shrinking of the 

present’, a decrease of the period during 

which expectations based on past experi-

ences reliably match the future.14 It has 

also caused an ‘expansion of the self’, in 

the form of an ever-presence, accompa-

nied by the centrifugal collapse of external spaces into ourselves. 

We relentlessly seek to accelerate the speed of our lives and to in-

crease our share of the world.15 What is not self-serving is dis-

carded or disregarded. Ironically, this brings us within grasping 

distance of the ungraspable reality of things.16 As we desire to see 

and touch the things that are impossible for us to see and touch di-

rectly, we mistakenly become the order with which we seek to 

identify ourselves. 

WE HAVE SURRENDERED OUR AGENCY

To further strengthen this self-reinforcing loop, we surrender 

our intrinsic interest and perceived self-efficacy to algorithms. 

Just as human authority was justified by the liberal story, so the 

coming technological revolution might establish the authority 

of data algorithms, while undermining the very idea of individ-

ual freedom.17 We transfer the authority of how we compute 

and navigate order to algorithms, thereby diminishing our re-

sponsiveness to other living systems. We lose our ability to listen 

to how we listen to the transcontextuality of the world.

Our modern technologies can have a distancing effect. Today, 

interaction with the world is mediated by vehicles, screens, and 

artificial intelligence. Even as our interfaces are giving us the 

impression of enabling bonds with others who are like us, 

intimacy is counterbalanced here by exhaustion caused by an 

ever-accelerating, always-on lifestyle. Acceleration in 

production and consumption – as we have manufactured more, 

travelled further, expanded our range and methods of 

communication, and surrendered our agency – has inevitably 

depleted the Earth’s resources and disturbed its natural balances. 

The speed of modern life, the rate of exploitation of natural 

resources, and the escalating effects of the climate crisis have 

resulted in the foreboding sense that our experience of alienation 

is widening.

WE HAVE BECOME DETACHED 

FROM OUR WORLD

A qualified life, informed by mutual dependence and coexistence 

within an ecosystem, has been supplanted by a quantified life 

powered by the egocentric desire for faster and for more, with little 

regard for the consequences. We have become detached from any 

understanding of ourselves as vital systems interdependent on 

other terrestrials. We have lost any con-

nections we might have had with our 

dwelling place. 

This opens up several gaps. Now, 

what depends on us enables how much 

we are depended upon. What we know 

enables how much we know. What we 

own enables how much we own. The 

negative spiral contributes further to 

our exhaustion. Any opportunity for 

renewal then depends on closing the 

gaps, in finding solutions in the liminal 

spaces of the in-between. What depends 

on us, what we know, and what we 

own must purely serve the purpose of qualifying coexistence.

The eras of modernity and postmodernity have served to 

highlight the supreme irony of our existence. Our consumption 

ignores the climate crisis, and, on some profound level, we find 

this unbearable. The ideology of rampant consumerism serves 

as a blockage to and critique of a more hopeful ideology of co-

existence.18 Today, a vision of the future is more likely to depict 

a fuel-guzzling spacecraft than an oxygen-generating tree. 

WE HAVE ENTERED INTO A STATE 

OF HYPER-EXHAUSTION 

We have entered into a self-perpetuating hyper-exhaustion loop 

(see hyper-exhaustion figure), founded upon our experience of ex-

treme acceleration and widening detachment, that leads us towards 

collapse. We suffer today from a crisis of identity, losing any sense of 

purpose in our lives, discovering that the structures that we once 

identified with have become much more difficult to navigate. We 

come to view the rest of the world as cold, rigid, ugly, and unre-

sponsive. Our place in the world is further undermined by the sur-

real realisation that we are witness to the beginning of our own end. 

Within the loop, there is a debilitating, self-reinforcing, never-

ending cycle of cause and effect that spans multiple interacting con-

texts. Think, for example, of how slow-moving disasters like 

drought or the localised collapse of biodiversity can affect an indi-

vidual’s livelihood. This can result in conditions like increased 

workloads, household and family tension, uncertainty and concern 

for the future, anxiety, dietary changes, diabetes, and depression.19
There is a constant transcontextual interplay in such a scenario 

between the climate crisis, a multitude of living systems, the econ-

omy, mental disorder, non-communicable diseases, and the state 

“We have entered 
into a self-perpetuating 
hyper-exhaustion loop,

 founded upon our
experience of extreme 

acceleration and widening
detachment”
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of our healthcare system. The more we know about this hyper-

exhaustion loop, and the more we try to resist it, the more we be-

come entangled within it. Yet the more entangled we become, the 

more the cascading effects will exhaust our capacity and capabili-

ties for coexistence. The pressures exerted by the hyper-exhaus-

tion loop are experienced systemically as well as individually.

HYPER-EXHAUSTION WILL CAUSE 

MENTAL HEALTH PANDEMIC

The acceleration and accumulation of mental health conditions 

are symptomatic of such a modern sensibility. The obvious con-

clusion is that the psychological crisis of 

late modernity, as manifested in the 

symptoms of stress, depression, anxiety, 

and burnout-related disorders, as well as 

in phenomena such as ADHD, can be 

understood, with good reason, as a crisis 

of exhaustion.15
As the climate crisis continues and deep-

ens, we face the very real prospect of a 

mental disorder pandemic. This will add 

to a collective experience of hyper-exhaus-

tion. Such a pandemic will be further in-

formed and reinforced both by ecological 

grief, regarding the damage already done 

to the ecosystem as a direct consequence of human activity, and by 

ecoanxiety, in relation to the detrimental future effects and the leg-

acy we will leave behind.20 These have immediate and long-term 

implications for our state of health – not only mental, but physical 

and communal too.

The implications are alarming: a mental health pandemic, cata-

lyzed by the climate crisis, could result in the accelerated collapse 

of our healthcare system. Currently, mental health conditions are 

already one of the leading causes of disability-adjusted life years 

(DALYs) recorded by the World Health Organization. They ac-

count for 11.4% of healthy years lost among the whole population 

and 28.6% among the population aged 10-24 years.21,22
It is anticipated that the global cost of mental illness will ex-

plode, placing a greater economic burden on our societies than 

cardiovascular disease, cancer, chronic respiratory disease, and di-

abetes.23 In 2010, it was estimated that the global figure stood at 

USD 2.5 trillion. By 2030, when both direct and indirect costs are 

taken into consideration, this is projected to surge to a total of 

USD 6 trillion. 

WE MUST ESTABLISH A TRANSCONTEXTUAL 

UNDERSTANDING OF THE MENTAL HEALTH 

PANDEMIC WE FACE

Mental disorders, then, poses one of the most significant threats to 

how we think about, practice, and educate people regarding sus-

tainable health and coexistence. As such a pressing issue, we need 

to radically review and redesign how we attend to its transcontex-

tual effects. In fact, no other health condition matches mental ill-

ness for the prevalence, persistence, and breadth of its impact.24 

Where there is detachment, and loss of order and agency, mental 

illness and self-neglect can often follow. This is evident in several 

ways, through eating disorders, self-harm, and self-medication 

with both drugs and alcohol. Inevitably, this affects our physical 

health too, with knock-on effects on our loved ones, work col-

leagues, carers, and the wider socio-economic domain.

This requires the application of a warm data concept where 

data is put back into its natural contexts, serving to transform 

our use of it. 

With such a concept the ‘super wicked problems’ we are facing – 

and the responses we need to initiate – can be identified, applied, 

and even self-cultivated in the liminal spaces of the in-between. We 

can move the individual beyond the 

quantitative to the qualitative, enabling 

both the individual and the system to ex-

plore the unexpected, indirect patterns, 

and patterning processes that allow 

something to surface that becomes an en-

try point into a systemic shift. 

We can use warm data to map the 

causal processes of mental health and 

how it is directly correlated with the cli-

mate crisis. Over time, it helps us under-

stand the mental health pandemic we 

face in fundamentally different ways.4

WE MUST RESPOND WITH MENTAL 

HEALTH PREVENTION AT SCALE

There is a compelling case to approach mental health as an oppor-

tunity for early prevention rather than a risk for secondary disease 

as historically has been the case. The question is how to respond 

to a mental health pandemic via the self-cultivation of preventive 

health rather than reactively through systemic sick care. 

While we cannot govern the ecology, we can change the eco-

nomic system, which is wholly manmade and entirely unfit in its 

current form for our long-term survival.7 

We have to work out what constitutes a transcontextual economy, 

based on set of purposeful incentives that draws on both monetary 

and non-monetary logics. An economy aimed at rewarding inter- 

and intra- species solidarity, on the identification and defence of our 

dwelling places. What, then, constitutes such a return on coexist-

ence (RoC) and how do we scale our healthcare system accordingly? 

Individual perspective:

• How can individuals best identify their dwelling place?

• How can a supporting warm-data concept be implemented?

• How can individuals use such a concept to self-cultivate mental 

health prevention?

System perspective:

• How can we meaningfully reimburse preventive health services?

• How do we best proactively address the interplay between men-

tal disorders and non-communicable diseases? 

• How do we nurture a healthcare system that depends equally 

on super-hospitals, on proliferated technology, on data algo-

rithms, and on empowered communities and individuals?

“The question is how to 
respond to a mental health 

pandemic via the self-
cultivation of preventive 

health rather than reactively 
through systemic sick care” 
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We have entered into a hyper-exhaustion loop between the ‘shrinking of the present’ and the ‘expansion of the self ’. 
As we navigate the temporal and spatial vastness of our subjectivity, we mistakenly become the order with 

which we seek to identify ourselves. Our hyper-exhaustion is further accumulated and accelerated 
by the surrender of our intrinsic interest and perceived self-efficacy to algorithms.

HYPER-EXHAUSTION

A condition threatening the health of individuals and the ecosystem

Acceleration of self Detachment of self

What we know 
enables how much 

we know

EXPANSION 
OF THE SELF

SHRINKING 
OF THE PRESENT

What depends on 
us enables how 

much we are 
depended upon

What we own 
enables how much 

we own

TRANSFER 
OF AUTHORITY 

TO ALGORITHMS
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WE MUST STRENGTHEN OUR RESILIENCE TO 

BOOST MENTAL HEALTH PREVENTION

One of the most visionary features of Florence Nightingale’s theory 

about the environment in health is its elimination of the distinction 

between being sick and being healthy. Since environmental condi-

tions are ever-present but ever-changing, the focus, according to 

Nightingale, should be to alter the environment to affect a positive 

change in health. ‘The same laws of health, or of nursing, for they 

are in reality the same, obtain among the well as among the sick.’1 

This is a future-oriented conviction based on her insistence that 

humans should not only be well but be able to use every power they 

have. Nightingale was, by all accounts, an 

early ambassador of resilience. 

Resilience is today primarily regarded 

as a method by which hyper-exhausted 

individuals can develop the capacity to 

withstand more of the same. The resil-

ient personality is oriented towards re-

balancing and stabilisation. Ironically, 

this not only provides a fragile founda-

tion for coping with the uncertainty and 

instability of contemporary society but 

also constitutes a core competence in de-

taching oneself further from the social 

and ecological disasters produced 

through our industrial practices.25 In the traditional sense, resil-

ience serves the purpose of accelerating and accumulating even 

more hyper-exhaustion.

As vulnerability is the underlying, ever-present, and abiding un-

dercurrent of our natural state. The only sustainable choice we 

have as we mature as resilient beings is how we inhabit our vulner-

ability. It is how we become more significant, more courageous, 

and more compassionate through our intimacy with this profound 

state of hyper-exhaustion.26 Going forward, resilience should not 

only be about mere endurance but more a manifestation of how we 

can move beyond the edge of our selfishness. How we can trans-

form to become better versions of ourselves during the most diffi-

culty circumstances. (see transformative resilience article)

THE RISE OF THE ECO INDIVIDUAL

The combination of science and technology will enable us to 

gain a more holistic and granular understanding of the insepa-

rability between our health and the health of our ecosystem. We 

can become more conscious of the transcontextual nature of hu-

man biology – namely, that we are subject to and agents of both 

nature and nurture in one multidimensional living system. 

Learning how these two forces interact from within and with-

out such systems provides us with a deeper understanding of 

how we can identify our dwelling place and renew our relation-

ship with the world.

A renewed focus on coexistence, shifts the emphasis from hy-

per-exhaustion to hyper-renewal (see hyper-renewal figure), from 

the quantified self to the qualified self. The continuous stream of 

warm data on biological coexistence can, if qualified, proactively 

shape and inform the very fabric of our health. Eco individuals 

who so desire will gain the capacity to have their warm data, in 

addition to their cold data, seamlessly aggregated, updated, and 

processed, for their resilience as well as their physical and mental 

health. This can provide a baseline literacy that can be self-culti-

vated in the pursuit of hyper-renewal. (see the humanome figure)

THE ECO INDIVIDUAL WILL LIVE 

IN A STATE OF HYPER-RENEWAL

By contrast, the hyper-renewal loop manifests itself in terms of the 

slowing down and qualification of attachment, resulting in resil-

ience. To enter the hyper-renewal loop, though, we have to move 

from the egocentric perspective of What’s 

in it for me? to the ecocentric perspective 

of Who depends on me for subsistence?

To further strengthen this self-rein-

forcing loop, we can indeed turn to pro-

liferated technology and algorithms to 

reclaim our intrinsic interest and per-

ceived self-efficacy. New technologies 

can offer additional interfaces through 

which the eco individual can collect and 

analyse real-time data regarding interac-

tions and interdependencies between sys-

tems. As such, we can self-cultivate our 

ability to listen to how we listen to the 

transcontextuality of the world. How we listen to our own health.

Future developments in AI health assistant, sensor, and DNA 

sequencing technologies, as well as in the fields of epigenetics, 

neuropsychology, and synthetic biology is likely to be significant 

factors in the proliferation of such a warm data concept. Take, for 

example, the application of deep phenotyping that will enable a 

more profound knowledge about the eco individual than ever 

previously attainable or even conceived. This is a knowing letting 

itself be known – a knowing that potentially knows itself. Deep 

learning and deep empathy can be a significant remedy to the hy-

per-exhaustion of the eco individual by promoting bespoke pre-

vention and therapies.27 Hyper-renewal, then, is not something 

eco individuals eventually have to adapt to, but a tangible solution 

they can proactively seek to implement.

HYPER-RENEWAL IS A TANGIBLE WAY OF 

QUALIFYING ONE’S ABILITY TO COEXIST 

What are the practical applications of a hyper-renewal solution? 

The German philosopher and sociologist Hartmut Rosa argues 

that we should use ‘resonant’ experiences to self-cultivate a mean-

ingful relationship with the world.15 For Rosa, resonance illus-

trates how we qualify our coexistence. The sum of our resonant 

experiences results in attachment and renewal, whereas non-

resonant experiences contribute to the hyper-exhaustion loop, 

detachment, and alienation. There is a correlation, therefore, 

between resonance and resilience. Resonance serves as a more 

sustainable coping mechanism when we are confronted with hy-

per-exhaustion, and it is through the sum of our resonant experi-

ences that we reattach ourselves to the world. Resonance is the 

key to our hyper-renewal.

“A renewed focus on 
coexistence, shifts the emphasis 

from hyper-exhaustion to 
hyper-renewal, from 

the quantified self to the 
qualified self ” 
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We can enter into a condition of hyper-renewal when we manage to identify our dwelling place. As we learn to qualify 
our pattern of coexistence and develop a more resonant relationship with the world, we can transform from a 

quantified self to a qualified self. Our hyper-renewal is further accumulated and accelerated by our 
ability to self-cultivate behaviours and values concerning preventive health.

HYPER-RENEWAL

A framework for qualifying coexistence

Dwelling Place

Hyper renewal pattern

Biological and biological 
impact data

Qualified Self

Quantified Self Non-resonant experiences

Resonant experiences that your 
coexistance is dependent upon

Resonant experiences

LEVEL OF INTROSPECTION 
(VALUES)

LEVEL OF INTERACTION 
(BEHAVIOURS)

LEVEL OF CO-EXISTENCE
(SELF-CULTIVATION)

Wisdom

Singular
context

Multiple
contexts

Trans-
contextual

Meta-
contextual

Knowledge

Information

Data

–

+ +
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Rosa distinguishes between three varieties of resonant relation-

ships, spread across different axes. The horizontal axis covers so-

cial relationships such as friendships, the familial, and even the 

political. The diagonal axis is concerned with objects and the 

world of things. This includes material objects, as well as our ex-

perience of activities like sport or our interaction with locations 

and spaces. The vertical axis covers our connection to existence 

and the world as a whole and can be experienced through our re-

sponse to nature, art, history, and religion.

Our own renewal is dependent on experiencing resonance 

across all three axes. These provide insight into the multidimen-

sional nature of our lives. The axes highlight the potential for 

both attachment and detachment, hyper-renewal and hyper-ex-

haustion. Rosa refers to each axis as a ‘resonant wire’. When we 

focus on only one of these, he argues, we will have no other sourc-

es of resonance and, as a consequence, little or no resilience when 

that axis falls mute in a crisis. Where there is accelerated and ac-

cumulated resonance, we will find our dwelling place. The prac-

tical application of hyper-renewal solutions is, therefore, to enable 

the eco individual with tangible ways of correlating warm data 

with resonant experiences.

HYPER-RENEWAL HAS THE POTENTIAL TO 

GIVE BIRTH TO A SOCIAL MOVEMENT

Social movements have been transformative in the past and will 

be even more so in the future. With modern worldwide connec-

tivity, social movements can build momentum very quickly. 

This is especially true when there is an immediate crisis or a 

cause that prompts people to take to the streets.28 We are al-

ready witnessing this with the Extinction Rebellion movement 

and the young climate crisis activists mobilised by the example 

of Greta Thunberg.6
The rise of the eco individual will not only form and inform 

such a social movement, it will provide self-cultivation of hyper-

renewal at scale. The radical transparency, solidarity, and vulner-

ability of such a movement will not only inspire eco individuals, 

communities, and societies to hyper-renew, but will also prompt 

the urgent defence of the dwelling places we wish to inhabit. 

What is effective at a micro level can scale to a macro level, from 

the eco individual to a multicultural, multinational, and even 

global society.

Supporting the rise of the eco individual is not only our best 

hope for long-term survival, it is also our moral obligation to fu-

ture generations. The citizens of tomorrow are granted no rights, 

nor in the vast majority of countries are there any bodies to repre-

sent their concerns or views regarding decisions taken today that 

will undoubtedly affect their lives. This is a blind spot so enor-

mous that we barely notice it.29 It is incumbent on us to be good 

ancestors. Investing in the eco individuality of our children and 

their children is the best way for us to eliminate the effects of the 

short-termism that has shaped our own lives and that of previous 

generations.

THE NEED FOR FUTURE ROLE MODELS

Imagine if Nightingale were a modern-day nurse and role model. 

She would not only embrace the idea of redesigning our entire 

healthcare system, but also lead by example. The Lady with the 

Lamp would be observed alone, during night, making her soli-

tary rounds among the hyper-detached. She would show them 

how to translate their sense of disconnection into action. She 

would demonstrate how a practical beginning, however small, 

can lead to profound change. 

Even in the direst and most devasting of circumstances, con-

fronted with the beginning of our own demise, Nightingale 

would embody how attachment, resilience, and resonance are de-

pendent on the prosperous coexistence between humanity and all 

other living systems.

 That would be a cause she would be ready to defend as though 

her life depended upon it. ‘Rather, ten times, die in the surf, her-

alding the way to a new world,’ she once said, ‘than stand idly on 

the shore.’30 It is time for action, she would argue today. It is time 

to deliver. ¢
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