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INTRODUCTION:  
THE NEXT  
TRANSFORMATION  
IN HEALTHCARE 

We stand on the precipice of a healthcare 
transformation. In recent decades, societies  
have tried to shift the focus from treating  
acute conditions in emergency settings to  
managing chronic conditions.1

Right now, half of all adults live with a chronic condition. 
Almost two-thirds (60 per cent) of over-65s live with 
two or more chronic conditions. Health systems have 
had to adapt. 

Health system managers are grappling with two 
big questions: 

• how to put the patient at the centre of treatment 
decisions, and, 

• how to share risk between stakeholders to give 
patients better outcomes and more value.

But this isn’t the transformation we need to talk about. The 
next big change is already at the door – moving from the 
management of chronic conditions to the prevention and 
cure of disease. 

We call the result of 
this new transformation 
‘care=cure’. 
Data will transform healthcare as we know it. The 
combination of large data sets and algorithms able to 
analyse them will open new areas of knowledge and 
research. Data will also help drive more personalised 
and preventative care. 



As well as data, advances in genetics will make 
personalised cures a reality – for a price. We already have 
treatments, like the cancer treatment CAR-T, that are 
completely personalised to the patient. Many of these 
therapies have achieved better efficacy than the standard 
of care in their approved indications. While these therapies 
are still in their infancy, the future will undoubtedly see 
more, marking a revolution in healthcare.

Instead of managing conditions, we’ll prevent or cure them. 
We’ll see new business models appear to fund this kind of 
healthcare and deal with the ethical implications. 

The impact on society of this transition will be at least as 
profound as that of acute-to-chronic.

What can healthcare stakeholders do now to meet the 
challenges of this future? It starts with understanding 
what’s coming. We’ve gathered some of the top thought 
leaders in healthcare and life sciences to understand their 
perspectives on the future, examining four key questions 
about the transformation to care=cure: 

• Where and how will we deliver care?

• Who will deliver care?

• How will we fund care?

• What are the ethical questions? 

The next transformation of healthcare 
 

 
MASS ACUTE CARE SICKCARE & HEALTHCARE CARE=CURE

Description Traditional healthcare The current trend to managing 
chronic conditions

The future of healthcare 

Main aim Treat acute illness Continuously treat or manage 
illness and avoid acute episodes

Cure or prevent illness

Target Mass population Sub-population Individuals

Driver Epidemiology Behaviour Genetics

Categorisation By body part Full body Individual body in relation  
to population of bodies

Short term cost 
(upfront)

Low Low per patient treated High

Long term cost Low High Medium

Almost two-thirds of over-65s live 
with two or more chronic conditions.
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1WHERE AND HOW  
WILL WE DELIVER  
CARE=CURE? 

As care=cure becomes a reality, the role of hospitals  
will diminish. They could deliver cures and preventions,  
but their main role will be to take care of acute episodes. 
Instead of bricks and mortar serving as the foundation  
of healthcare systems, data and digital will shape where  
and how we care for people.



Data will be the new  
foundation for healthcare 

Bricks and mortar will be less important for 
health systems in the future. Rather, data will 
be the key building block in this new healthcare 
environment. It will drive prediction, diagnosis, 
care delivery, monitoring, and the administration 
of the system. 

Health centres or hospitals may still exist, but not in the form 
we know them. Connected buildings, artificial intelligence 
and robotics all have the potential to transform the way we 
build and run healthcare systems. 

“The facilities and places for healthcare are going to change 
out of recognition,” says Christopher Shaw. “There are 
whole new classes of infrastructure affected by the advent 
of robotics, the impact of algorithmic diagnosis, all of these 
things are going to change healthcare quite dramatically.” 

Telecare and care-at-home will continue to evolve, becoming 
more digital and more driven by prediction and prevention 
than by managing conditions. But this evolution, just as most 
innovation in healthcare, will not be without its problems, 
or potential inequality. 

Technology can ease out-of-clinic care for the chronic 
management paradigm and the digital transformation 
needed for care=cure. But that technology doesn’t exist 
everywhere. And often the segments of society that are 
most vulnerable and in need of medical care are also the 
most lacking in terms of these technologies. 

This raises questions around who will invest in, and develop, 
the necessary infrastructure. Technological solutions are 
worthless if the infrastructure isn’t there to make them a 
reality. If healthcare systems are based on data, we need 
to be sure everyone has enough connectivity to access 
care=cure. And in planning for the future, we need to deal 
with the reality of technology as it is now.

We have a large rural area to cover with many 
patients – and what happens with your phone? It 
goes from 4G to 3G to E. You have a patient who is 
elderly, in a rural area, in their own house with no 
internet, they want to enter the data, but there is no 
infrastructure in place. And pharma is not there to 
become telecoms companies.”

DR THOMAS HACH
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The age of the empowered 
health consumer 

Care=cure inevitably puts more responsibility on 
the patient. That will demand greater involvement 
from individuals when it comes to understanding 
and handling their own health. In chronic care 
management, the patient needs the power to 
manage their conditions in the best way possible. 

I think patients will have to contribute 
much more to their own health, 
more in terms of accountability and 
especially more in terms of money. 
They will be able to have their own 
data, maybe on their smartphone, and 
share it with a click so a radiologist or 
GP won’t have to do the fifth X-ray for 
the same thing. The patient will have 
to be more accountable, so it works.”

DR THOMAS HACH

The wealth of data that can be made accessible to 
individuals will give them an unprecedented understanding 
of their own health and bodies. It will put health in a 
context of environment and genetics that we can only 
dream of today. But there are challenges that sit alongside 
this – the potential for information overload, the risk of 
becoming overwhelmed and the need to make some very 
complex decisions.

And while data will be in the hands of patients, the 
technology-enabled clinical environment will take away the 
need for physicians to diagnose and pick treatment options. 
Instead, physicians will explain and contextualise the 
diagnosis for a patient. 

The chronic management paradigm has focused on 
empowering and enabling patients by liberating data and 
access to information – no decision about me, without 
me. However, as we’ll see when we dive deeper into the 
ethical discussion that care=cure prompts (page 17), the 
unprecedented amounts of data and the insights that follow 
put that philosophy in question.
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Digital solutions could change  
behaviours to prevent health issues  

Patients are becoming used to taking more 
responsibility for their own health. With 
wearables, patients can send data to their 
healthcare providers accurately and effortlessly. 

A patient with hypertension can check breathing and 
heart activity from an app, and even receive personalised 
mindfulness nudges when they need to. A patient with a 
digital glucometer can check blood sugar levels at home and 
send that information directly to their healthcare provider. 

Currently, this technology lets patients monitor and 
manage conditions. With more personalised care, and more 
access to relevant information, patients might prevent 
conditions entirely.

Better health isn’t necessarily a goal 
for many people with chronic diseases 
such as diabetes, as living healthier 
comes with restrictions on how to 
eat and guidance to be more active. 
Many perceive these well-intended 
restrictions as reminders that they’re 
not normal. So, patients often don’t 
accept these restrictions, which 
corresponds to poorly controlling 
their condition. Digital health 
solutions remove the instructions on 
how to live, instead showing patients 
the value of living healthily.”

GEERT REYNIERS
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2WHO WILL DELIVER 
CARE=CURE  

The roles of pharma, providers and payers will shift and 
merge as we move into a new healthcare environment. 
We’ll move away from silos, with the lines between roles 
blurring. Pharma will need to have a closer relationship 
with patients, building greater trust. 



We’re already seeing mergers between payers and 
providers, a trend that’s likely to continue as organisations 
shift to meet the needs of new systems. And all players 
will need to collaborate more if they want to make the 
best use of emerging technologies and data. This is not 
a simple shift.

Pharma 

Pharma won’t simply ship products, it will also provide 
solutions, collaborating more closely with other players 
and handling challenges it’s never dealt with before. 

Providers 

We currently treat healthcare provision as more of an art 
than a science – providers never guarantee outcomes. 
But with more data, providers will offer personalised 
diagnoses and treatments. 

Payers 

When providers can deliver definitive outcomes, payers 
will need to rethink how they work with pharma and 
providers to ensure a profitable existence.

Pharma will have to grapple 
with a new set of challenges 

Traditionally, pharma makes and ships products. 
As care=cure becomes a reality, companies will 
have to structure themselves to deliver solutions. 
And as treatments become more personalised, 
there are more moving parts to consider. 

Curative genetic therapies have supply chain requirements 
that demand new ways of thinking. Take CAR-T, a treatment 
that takes blood from a cancer patient and changes its 
structure before returning it to the patient. Pharma must 
unravel the complexities of coordinating the collection, 
manufacture and treatment as such therapies achieve 
broader use and commercial adoption. It takes a whole 
network to extract the blood, courier it to the lab, use the 
new tools to alter the structure and send it back to the 
patient. It’s a very different prospect to traditional pharma.

Another example is the recent acquisition of Advanced 
Accelerator Applications (AAA) by Novartis. AAA doesn’t 
just offer a diagnostic tool, it controls more of the supply 
chain. Their treatments involve isotopes that need to be kept 
in a lab environment and are extremely time sensitive. So, 
what happens if a pilot refuses to transport an isotype? What 
if unexpected delays come up in the transportation process? 
Quality management becomes a different process. 

Another new challenge is data. As pharma becomes 
responsible for highly sensitive patient information or 
genetic material, they’ll need to build a new level of trust 
through exceptional service and guaranteed security. 

These aren’t the typical problems pharma deals with. But 
they need to solve them if they’re going to succeed in the 
care=cure world. 
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New players and  
partnerships will form 

Prevention isn’t bound to the normal regulated 
clinical setting. Telecare and digital care are 
bringing technology players into healthcare. 

The US has even given Amazon a healthcare licence as the 
online retailer bought PillPack, an online pharmacy that 
delivers prescription drugs. 

Collaboration is very important for 
the future partnerships. Pharma 
industries are open to more 
collaboration because there is that 
African proverb; ‘if you want to go 
fast, go alone, if you want to go far 
go together’. So collaboration and 
partnership are absolutely essential.”

DR THOMAS HACH

More collaboration is likely as pharma companies typically 
lack the skills and experience needed to thrive in the 
new world. This could mean a shift in both operations 
and culture – not transforming into tech companies but 
being more willing to collaborate. That includes public-
private partnerships.

Healthcare careers 
will change  

In care=cure, healthcare jobs will change, 
develop and merge. It’s easy to foresee the need 
for medical information officers who can help 
interpret data. Or mental health professionals 
who know how to help patients deal with the 
emotional consequences of greater knowledge 
and greater responsibility. 

This means healthcare training will need to shift to develop 
new skills. We’ll need to go beyond the traditional medical 
training of doctors and nurses, teaching data analytics as 
well to handle the increase in information. 

One interesting example from London: 
Google developed an AI to oversee 
all patients’ pathology blood results. 
Hospitals could see what was 
happening over the weekend, when 
fewer staff were in. On Mondays, the 
system would suggest the top 50 
people who were critically ill and 
needed prioritisation. It’s amazing 
– it’s not replacing doctors, it’s 
supporting them. It wasn’t perfect and 
there was a data protection problem. 
But it would be intriguing if made to 
work properly.”

CHRISTOPHER SHAW



3HOW WILL WE FUND  
CARE=CURE? 

How do you fund a cure rather than a treatment? 
How do you price prevention? Funding will be a major 
ethical question in a care=cure world, and there won’t 
be simple answers. 

As increases in healthcare spending outstrips GDP growth, future 
funding is already uncertain. To deal with care=cure, it will become 
even more pressing to radically rethink it. Most of the expenses for 
healthcare payers are directly linked to the cost of care. As prevention 
becomes more common, costs might switch to a population model, 
which will need completely different approaches.
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CASE STUDY: RIBERA 

Spain’s Ribera Salud introduced its way of working in 1999. Its model has public 
financing, ownership and control, with private provision of service. This helps 
guarantee the quality of the healthcare while keeping public bodies in control.

Public Funding
The government pays the provider (a 
concessionaire company) a fixed amount each 
year for each inhabitant.

Public Ownership

The health service is guaranteed to stay public. 
The health centre is still a public hospital, built 
on public ground and belongs to the network 
of public hospitals. 

Public Control
Ribera must follow terms set out in the bid 
specifications. The government has the power 
to control and inspect it, and has regulatory 
and sanction authority. 

Private Provision
The provider takes on service provision for a 
set time, committing to running and managing 
the public service. 

Ribera was the first European healthcare 
company to include capitation – funding per 
patient regardless of the services they use – 
as part of its financing model. Here, the provider 
takes on the care of a population and gets 
paid an amount per person in that population. 
It becomes responsible for the health of the 
population, not just the services it carries 
out. In other words, they take on part of the 
risk from the public payer. This incentivises 
prevention and cure.

The system combines the strength of the public 
system, offering the best free and universal 
healthcare, with the flexibility of the private 
initiative. This shows in human resources 
strategies, more flexible clinic management, 
innovation in technology and information 
systems, and so on. Surveys from Ribera 
hospitals show that 91 per cent of patients rate 
this healthcare model as very satisfactory and 
94 per cent can’t tell whether it’s publicly or 
privately managed.
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The risk will shift down 
the chain 

Health systems aren’t set up to manage chronic 
care. As a result, risk has already shifted from 
payers to providers and manufacturers who 
have had to cushion the economic impact of 
patients with changing health profiles. This has 
encouraged providers to look at driving better 
health overall, rather than just treating illness. 

Outcomes-based healthcare is already more complex than 
traditional models. Within five to 15 years, we could have 
healthcare based on prevention, multiplying the complexity. 
It’s much harder to control outcomes and understand the 
risks involved. New business models will be essential to 
handle that complexity. 

A move to investment, 
not operational costs 

Funding could move from an operational 
expenditure to a capital expenditure model – 
needing big upfront investments, rather than 
regular ongoing costs. 

In some respects, this resembles the funding model for 
acute care, but with much higher sums of money needed 
for an individual treatment rather than a broad-spectrum 
solution. As an investment, it needs different financing, 
paying it off over time. This is an attitudinal change as much 
as an operational one – it means continually focusing on 
outcomes, whether through prevention or cure, as opposed 
to providing a product. 

Why do commercial airlines lease jet engines rather 
than buy them? Because the engine is the most 
complex piece of the kit. The company manufactures 
it, keeps an eye on it, maintains it. A company like Rolls 
Royce would say: ‘we’re not in the business of selling 
engines we’re in the business of selling thrust’. What 
does that mean for healthcare? It’s a good question: 
are you in the business of selling tablets or are you in 
the business of selling a cure?”

OMAR ALI
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Care=cure means  
rethinking budget cycles 

Existing funding models aren’t built for prevention 
and cure. Sovaldi/Sofosbuvir is a good example. 
It’s an incredibly effective Hepatitis C treatment, 
working nearly 90 per cent of the time and with 
few side effects. But it’s expensive. In the US, it 
costs $1,000 per day for 12 weeks of treatment – 
over $80,000 in total. Hepatitis C patients who 
can’t afford the treatment find themselves forced 
into getting sicker before they can get better.

Without the drug, a patient might struggle on until they 
have liver failure, some 10 or 20 years down the line. The 
cost of a liver transplant would be higher than the drug. But 
the positive cost-benefit is so far in the future normal budget 
cycles can’t handle it.

Whether pharma is looking at its 
product with its shareholders or the 
NHS is looking at its drug bill, they 
aren’t seeing it as an investment 
but as a cost. So we’re doing this 
quarterly or on a six-monthly cycle 
and we’re struggling. So some of the 
intermediate push forward is for both 
parties to plan ahead – more than 
12 months.”

OMAR ALI

New funding models  
need a shift in culture 

This isn’t just a practical issue, it’s a cultural one 
too. Patients used to see physicians for ongoing 
care may struggle to understand what they’re 
getting from care=cure. Emerging markets may 
be readier for the shift. In emerging markets, cost 
will always take priority. In mature markets, there 
may be more willingness to explore solutions that 
rearrange risk and drive quality. “We need more 
public commitment to move faster and further,” 
says Manuel Bosch Arcos.

What we’ve learned from the acute to chronic transformation 
is that systems are slow to change, and inadequate 
infrastructure, processes and organisations are factors 
that healthcare systems need to live with. This means 
the inefficiencies of treating chronic conditions and the 
associated expense will continue to affect budgets and thus 
the potential of paying for cures. 

Without forethought, these shifts could widen inequality, 
with a split between those who can afford to pay for 
expensive preventative treatments and those who can’t. 
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4WHAT ARE THE 
ETHICAL QUESTIONS  
OF CARE=CURE? 

Care=cure will bring up new ethical questions  
that current systems aren’t set to address. Two of the 
biggest questions are: ‘how do we define health’ and 
‘how do we deal with the challenges of prediction’? 
Of course, there aren’t any simple answers.
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Normal functioning will no 
longer be the limit of health 

  

How do we define health? 
 

Care=cure forces us to re-examine what 
health means. 

Here are three possible descriptions:

• health is life lived in the silence of the organs  
(René Leriche) 

• healthcare has normal functioning as its goal: 
it concentrates on a specific class of obvious 
disadvantages and tries to eliminate them  
(Norman Daniels) 

• health is a state of complete physical, mental  
and social well-being and not merely the absence  
of disease or infirmity. (WHO) 

Although these definitions are varied, they all focus on 
what’s happening for the patient in the present. Prediction 
and prevention focus on the future state of health, which is a 
significant shift. 

At the same time, the limits of health are changing. ‘Normal 
functioning’ is not the only possible goal. There’s no limit to 
healthcare if we consider enhanced functioning. The current 
trend for ‘wellness’, for example, focuses on enhancing lives 
and living, not just getting rid of undesirable conditions. 
Greater expectations could mean that the goalposts 
keep moving. Healthcare systems will need to be flexible 
and responsive to adapt. 

The demand for care will drastically increase as we 
live longer and more diseases become treatable and 
chronic. The demand for more ‘cure’ will also increase 
if we ignore the traditional limit of what’s possible.”

DR BERNARD BAERTSCHI

abnormal functioning normal functioning

legitimate limit for classical medicine

threshold natural limit  
“full health”

no natural limit

enhanced functioning



How will we deal with  
the challenges of  
predictive medicine? 

  

Predictive medicine lets us move from reaction 
to prevention, and even personalisation, for rare 
diseases. But where do we draw the line? 

Genomic medicine can detect the genetic signature of 
depression, suicide and even violence. And functional brain 
imaging of murderers shows reduced brain function in the 
prefrontal cortex. Who will take responsibility for deciding 
what we should treat? Pre-emptive changes risk creating a 
new form of eugenics. 

In this world, greater complexity will be the norm. Predictive 
medicine will create a variety of ethical dilemmas.

WHAT SHOULD PATIENTS KNOW?
When physicians know more, they’ll face the challenge of 
sharing information without causing unintended distress. 
For example, research shows that sharing information about 
a possible risk of Alzheimer’s can cause patients to suffer 
memory loss. Tests show there’s a measurable drop in 
memory function, not just a perceived one. 

In cognitively healthy research participants who have an 
immediate relative with the disease, telling them that they 
have the gene associated with Alzheimer’s increases test-
related distress and changes behaviour around insurance and 
health. Fear of insurance discrimination is among the main 
reasons people don’t want genetic susceptibility testing. 

This raises tough questions around how much doctors 
should share with patients. Even when predictive medicine 
highlights a considerable risk, the ethical considerations are 
tough. As more data and innovative technologies find more 
subtle trends, clinicians will face even tougher decisions 
around sharing low-risk results.

HOW TO MANAGE DATA
The ethics of data will be one of the biggest challenges 
for the new healthcare context. Pharma and healthcare 
providers will need to find ways to share data responsibly. 
At the same time, patients may feel more empowered 
and demand their own data, even if it risks negative 
consequences. Keeping an eye on the intended outcomes 
may be the only way to resolve competing interests.

And, of course, data security will become even more central 
to healthcare systems as they begin to manage people’s 
most sensitive information.

Pharma has a moral 
obligation to collect data 
from their products because 
the evidence of the outcome 
and the impact of the drug in 
the real world is not the same 
as in the laboratory.”

GEERT REYNIERS
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SUMMARY 

What does care=cure mean to pharma? Care=cure means 
that pharma will have to make strategic transitions to adapt 
to a changing world.

They’ll need to stop looking at cost and think in terms of investments. 
They’ll need to stop reacting and start preventing. They’ll need to move 
from only taking development risk to accepting delivery risk too. And 
they’ll need to stop seeing data as an obstacle and start seeing it as an 
opportunity. These transitions call for investment in four key areas. 

Capabilities

Providers, payers and pharma will need to reassess the skills 
they have and the skills they need to develop or bring in 
from elsewhere. As the relationships between organisations 
and patients shift pharma will take on a more customer-
facing role, payers will unlock the value from their data and 
providers will take on data analysis for diagnosis and more. 
Every kind of organisation will need to rethink who they’re 
hiring and why. 

Business and operating models

Data powers the impending change, driven by innovative 
technology and underpinned by new relationships between 
different players. It won’t be enough to tweak existing 
business models. Pharma and payers need to get ahead of 
the game, rethinking their models entirely to find ways to 
fund cures and prevention. Working in a more agile way and 
developing an outcomes-based approach will be essential for 
success.

Ways of developing products, solutions and services

It already costs millions to bring new products to market. 
The new systems will call for even greater investment upfront 
and real economies of scale. Thinking creatively, using future 
planning tools and collaborating earlier in the process will 
become even more important. 

IT and data infrastructure 

If data is the building block for health systems, infrastructure, 
such as hospitals, community clinics, central labs or home 
care provision, will need to keep pace. New systems will 
only work if they’re based on robust data management and 
the highest levels of data security. This will be essential to 
building patient trust as more personalised treatments based 
on more sensitive data become possible. 
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LAST WORDS:  
SIMPLE, COLLABORATIVE, REAL, 
QUANTIFIED, OUTCOMES-BASED 

To find a way forward in this care=cure 
environment, we need to be:

Simple

As we move towards care=cure, simplicity will be the 
watchword. As healthcare becomes more complex, 
organisations that make things simpler for patients will 
be in high demand.

Collaborative

We’re already seeing more collaboration between 
different stakeholders. This will need to happen more 
often, between distinct types of organisations and 
earlier on. 

Realistic

We need to recognise this is a difficult journey – there’s 
a long way to go from where we are, and the move from 
acute to chronic care is already stretching systems. 

Quantified

Data is the starting point for everything in care=cure. 
Developing skills in this area and handling data security 
will become increasingly important.

Outcomes-based

If healthcare is about outcomes, all kinds of 
infrastructure will need to change. Funding models 
will need to adapt to take this into account. 
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and expertise are in clinical development, patient outcomes and 
precision medicine. He joined Novartis from Boehringer Ingelheim, 
where he was Global Senior Medical Director, Therapeutic Area 
Metabolism. Prior to that, he was an associate principal at 
McKinsey & Company, serving as a leader in the pharmaceuticals 
and healthcare practice.

Dr Hach conducted several years of research and clinical practice in 
diabetes / microcirculation at Karolinska Institutet, Sweden. At the 
beginning of his clinical career he worked in orthopaedic surgery 
in Sweden and Germany. He received his medical degree from 
University of Mainz, Germany.

CHRISTOPHER SHAW 
Senior Director  
MEDICAL ARCHITECTURE and Chair of Architects for Health

A specialist consultant in mental health design, Christopher has 
over 28 years’ experience in healthcare architecture. He enjoyed 
long involvement with the Medical Architecture Research Unit 
(MARU) at the now London South Bank University prior to 
founding Medical Architecture in 1991, where he has since driven 
the global growth of the company. A passionate advocate for 
evidence-based design, significant elements of his day-today work 
involve the research and evaluation of healthcare buildings in the 
UK and worldwide. A particular area of Christopher’s expertise lies 
in strategic health planning to enable design for the enhancement 
of clinical outputs and the human experience of medical care.

Christopher is chair of the Architects for Health Executive Panel 
and was an elected member of the Architects Registration Council 
from 1992-1996. He is a professional advisor for projects in 
Denmark, Turkey, Australia and Canada and continues to speak at 
industry events and write on environments for mental health and 
acute hospital care.
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OMAR ALI 
Lecturer Value Based Pricing & Outcomes Based Innovative 
Contracting & Former Member Adoption & Impact Panel at NICE

Qualified with a hospital pharmacy background, Omar has been 
working as an NHS Payer within hospital and primary care setting 
for over 20 years. Omar has served on various panels including 
the External Reference Group on Cost Impact Modelling the 
newly formed Adoption & Impact Program Reference Panel for 
NICE. He advises foreign investors (US Embassy) on ‘Value Based 
Assessments (hosted by the UK Department of Trade & Industry) 
and recently delivered a Healthcare Reform programme to over 40 
US Healthcare Insurance Providers. 

Last year he addressed the Italian Healthcare Senate [Senato della 
Repubblica] on Pharmaco-economic Evaluation & Sustainability 
Models of Healthcare whilst closer to home, he was a keynote 
speaker at the Parliamentary Westminster Health Forum on the 
Future for Pharmacy Commissioning, Organisation & Delivery. 

He is currently Visiting Lecturer on Value Based Pricing & Innovative 
Contracting at the University of Portsmouth, recently embarking 
on a PhD with his doctorate thesis entitled “Value Based Pricing & 
Outcomes Based, Innovative Contracting of New Medicines”. 

GEERT REYNIERS 
Vice President Digital Health Integrations  
NOVO NORDISK

Geert Reyniers is the Vice President for Digital Health Integrations 
at Novo Nordisk, a global healthcare company with more than 90 
years of innovation and leadership in diabetes care. Guided by his 
passion to combine technology and drug therapies, Geert leads 
a broad cross-functional project team including Marketing, IT, 
Medical, Regulatory and R&D. Digital Health topics in Novo Nordisk 
include diabetes pen connectivity, artificial intelligence, real-world 
data, front-end such as apps for patients and portals for healthcare 
providers, back-end cloud integration, algorithm development, and 
many more. This way, Novo Nordisk aims to further contribute to 
maximising the therapeutic benefits from their medicines.

AURÉLIE MOSER 
Head Access LABs  
ROCHE

Trained as pharmacist with a master in Health Economics, Aurélie 
started her career in France 14 years ago. She led teams delivering 
HTA assessment and pricing negotiation for a portfolio of products. 
Her passion brought her to global commercial roles at Roche 
defining the launch access strategy for new oncology drugs. 
More recently as entrepreneur, Aurélie set up an incubator for 
healthcare access solutions based on design thinking methodology, 
visual clarity facilitation and the most recent techniques to foster 
collaboration and trust.

MANUEL BOSCH ARCOS 
Chief Information and Innovation Officer 
RIBERA SALUD

15 years experience in integrated care providers working in 
different roles always related to providing companies new 
competitive advantages. 

Manuel Bosch joined Ribera Salud in 2000 and currently serves as 
the Strategy and Development Deputy Manager. He is in charge 
of innovative projects related to Population Health Management 
and Analytics. Prior to his current role, Manuel Bosch held several 
key positions with increasing responsibility contributing to 
the growth and success of the organization, including Head of 
Development (Elche and Torrevieja, Spain) and Marketing Deputy 
Manager at Hospital Universitario de La Ribera (Alzira, Spain). 

Manuel Bosch received his degree in business communication from 
Universidad Cardenal Herrera CEU (Valencia), a Master in Health 
Administration from IESE Business School (Madrid), and a Master 
in Financial Management from Lluis Vives Business School. He also 
has relevant backgrounds at marketing and customer engagement. 
Manuel Bosch was the coordinator of one of the first books about 
The Alzira Model, published in 2006. He is also a professor at 
various courses and seminars, relating to models of management 
control, strategic planning and company management.
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THE PANEL 

Life Science Talks 
The Future of Care 
7 June 2018

From left to right: Manuel Bosch Arcos, Omar Ali, Dr Bernard Baertschi, Sebastian Stoitzner, 
Christopher Shaw, Aurélie Moser, Chris Isler, Geert Reyniers, Dr Thomas Hach
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Contact GenSearch

 
Paris office

4th floor 
2 Square de l’Avenue du Bois 
75116 Paris 
France 
+33 1 84 16 14 60 

Basel office

Teichgässlein 9 
4058 Basel 
Switzerland 
+41 61 564 0240

gensearch-consulting.com 

Contact PA Consulting

Corporate headquarters

10 Bressenden Place 
London SW1E 5DN 
United Kingdom 
+44 20 7730 9000

Basel office

Aeschenvorstadt 71 
4051 Basel 
Switzerland  
+41 61 277 22 00

paconsulting.com 
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About PA

An innovation and transformation consultancy, we believe in the power of ingenuity 
to build a positive human future in a technology-driven world.  

As strategies, technologies and innovation collide, we turn complexity into opportunity.  

Our diverse teams of experts combine innovative thinking and breakthrough 
technologies to progress further, faster. Our clients adapt and transform, and together 
we achieve enduring results.

We are over 2,600 specialists in consumer, defence and security, energy and utilities, 
financial services, government, healthcare, life sciences, manufacturing, and transport, 
travel and logistics. And we operate globally from offices across the Americas, Europe, 
the Nordics and the Gulf.  

PA. Bringing Ingenuity to Life.

About GenSearch

GenSearch is an international retained Executive Search and HR services 
consultancy dedicated to the Life Sciences. Our focus covers the Medical Device, 
Diagnostics, Pharmaceutical and Biotechnology industries. We thrive when 
companies which are at different stages of their business life-cycle from start-
ups to large multinational healthcare companies. We work closely with all of our 
clients to add-value and performance to their business. Our goal is to also help 
executives build a successful career in line with their aspirations and the market 
reality using our extensive sector knowledge.


