The Enclosure
of Healthcare

Shadow Access, Emergency
Overload, and the Blueprint for
Life-Coherent Health Systems

A Diagnostic & Strategic Roadmap for
Policymakers and Institutional Leaders




A physician learns a relative
is admitted with a serious
infection. Concerned about
deterioration, they ask a
professional group for a
contact inside the hospital.
A colleague intervenes to
ensure timely care.
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The Formal System

Policies, triage protocols,
stated entitlements

Queues, missing
information, scarce beds, .
informal workarounds .

The Shadow
Access System

Personal calls, insider knowledge,
discretionary interventions

The Key Insight: The ethical problem is not that one patient received help. It is that timely
recognition is reliably available only to those able to activate privileged relationships.
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Formal Availability Does Not Equal Meaningful Access

Healthcare Enclosure: A nominally public good becomes practically accessible only according to
privately held capacities. Access is a conversion chain; failure at any link nullifies the entitlement.
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Accumulated delay, debt, abandonment.
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The Shadow Access System: Adaptive but Stratifying Infrastructure

When formal pathways fail to recognize urgency or coordinate movement, a shadow system of
personal advocacy and private intervention emerges.
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The shadow system can protect life, but its protections are unequally distributed...
saving individual lives while reproducing population-level injustice.
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The Multicritiple Curves of Healthcare Unsustainability

Contemporary healthcare faces coupled curves that intensify one another. Fragmented management hides their causal interaction.
Congestion compromises care; compromised care destroys trust; distrust drives late presentation; late presentation intensifies congestion.
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The Viability Equation and the lllusion of Function
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The Viability Gap = System Pressure - Sustainably Renewable Capacity
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Overtime &
- skipped rest

. Unpaid family
labor

— , Informal insider
intervention

The system appears functional only because the gap is temporarily
closed by Borrowed Capacity. We are preserving service today by
consuming the capacity required for tomorrow.

out-of-pocket
substitution
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Synthesis: The Compassion Paradox

Burnout and privileged access are not separate problems—they are the exact same phenomenon.
The formal system is functionally bankrupt. It continues to operate solely by extracting the
physical and moral reserves of both desperate families and compassionate workers.
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Patients & Families
deploying Shadow Access

(calling favors, paying privately,
unpaid bedside monitoring)

Frontline Workers absorbing “

. Ethical Load Transfer e
——— ; B

" (extended shifts, moral distress,
normalizing unsafe workloads)

Core Takeaway: You cannot fix a broken architecture by asking for more compassion.
Today’s compassion is what is masking tomorrow’s collapse.




Small Systems, Amplified Friction: The SIDS Context

In Small Island Developing States, limited redundancy turns minor operational friction into
systemic clinical failure. Regional cooperation is not optional diplomacy; it is pooled life-capacity.
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Absolute losses (one specialist
leaving) appear pumericall}( minor but
eliminate an entire national service.

Transfer depends on ferries, weather,
and aircraft. Transport is not an external
convenience; it is a clinical pathway.

r3. Import Dependence ? .

A device is procured, but _ﬁ-\
incompatible consumables or R
absent maintenance renders it useless

(Acquisition Capacity # Functional Capacity]._l

4. Climate/Disaster

Emergency resilience
requires routine
capacity.
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Escaping the Reactive-Care Trap: Proportionate Responsibility

The dispute between personal and structural responsibility is a false choice. Individual agency
matters, but responsibility must correspond to actual power, knowledge, and control.
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Distributed Responsibility Matrix
! Actors Primary Capacities Corresponding Responsibilities |
Individuals Daily self-care Reasonable self-care, timely help-seeking
Families Accompaniment, mutual aid Support vulnerable persons
Health Professionals Clinical knowledge, advocacy Competent care, truthful communication
| Health Institutions Workflow, staffing, authority Safe staffing, transparent pathways
| Governments Law, infrastructure, financing - Universal access, equitable financing }
|, Commercial Actors Product design, marketing | Prevent foresesible harm, market truthfully
7 N
[ Governing Rule: Responsibility rises with power; access follows need. |
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The Blueprint: A Life-Coherent Architecture

Healthcare is not a fiscal liability; it is part of the civil commons. Its organizing purpose is to protect,
restore, and enlarge human life-capacity without consuming the persons required for future care.
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Dual-Capacity Imperative: Reduce avoidable demand upstream
while renewing equitable response capacity downstream.
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The Engine: The Regenerative Loop

Efficiency is not throughput that exhausts staff. Healthcare must not end at discharge. Every clinical encounter
informs prevention; every act of care must be accompanied by the renewal of the capacities that made it possible.

Protect |

Realign |

_ Detect_

Current systems stop at
“Restore/Support” and bleed
out capacity. A Life-Coherent
system feeds resources,
trust, and rest directly back
into the foundation.

Restore
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Making the Invisible Visible: New Metrics for Viability

Standard metrics (occupancy, output) mistake exhausted overproduction for efficiency. We must measure the system’s
reliance on privilege. The Shadow Access Index measures the extent to which ordinary care depends on informal capacities.
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ENCLOSED REACTIVE SYSTEM

Disease-producing
conditions persist.

Weak prevention &
fragmented continuity.

Emergency overload &
blocked pathways.

Dependence on money,
status, insider advocacy.

Moral injury &

workforce departure.
7—), Heroic rescue compensates
| | \& for unreliable institutions.
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From Enclosure to Coherence

The Transition:
Five shifts guide
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conditions.
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Trusted primary care &
early detection.
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Manageable acute demand
& transparent pathways.

|
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Equitable access based
on clinical urgency.

Workforce viability &
continuous renewal.

Human solidarity enriches
dependable institutions.




The Strategic Roadmap:
Phased Implementation

Phase 5/6:
Institutionalize & Build
Regional Resilience

(Independent review,
pooled Caribbean capacity)

@l y | Phase 4:

— Renew Workforce
(Safe-staffing, protect
rest, structured authority)

Phase 3:

Rebalance Upstream
(Strengthen primary care

continuity, protect

Phase 2: prevention budgets o
Repair High-Risk ) 74

Pathways (Sepsis,
transfers, discharge;

The Implementation Test:

Phase 1: clarify authority) Whose capacity will this reform

{SJ;F"';?EEII:‘;;L%IE“ZE protect? Will it reduce dependence

m;ﬁiﬁaﬁnn, friction on privilege? How will workers and
EtlmggluFirepara oS audits) patients know the change occurred?
(Map pathways, identify = — A
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From Rescue by Connection to Care by Right _

A life-coherent health system is one in which
preventable illness is reduced, unavoidable
illness receives timely and equitable care,
* responsibility corresponds to actual power, & |
SEARE and the conditions required for future care |
. are continuously renewed. "
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The humane act of solidarity must remain. What must disappear is the unequal necessity for it.

Every person must be able to convert need into dignified care without privileged mediation. _ . ..o



