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HOW TO RERAD THIS

This is DHCF's manifesto: 95 short, declarative theses in the lineage of Luther’s 95 and the Cluetrain Manifesto’s
95, translated into the language health has been waiting to hear. Each thesis stands alone, sharp enough to carry
a single article and a single post. Together they build a worldview.

The title is a statement of fact, not an aspiration. Citizens do own their health. The argument is not about whether
people own their own health. It is about the data, which they do not yet own, and cannot yet reach.

Citizens own their health, but not yet their health data. \When they do, the record follows the citizen,
not the institution. Health data is everything a life gives off, from every source and every tradition; the
architecture is built so anyone can inspect it, use it and improve it, and no one can lock it away; trust is
built structurally, not declared; every citizen, without exception, is owed the same ownership; and each
working example makes the next one possible. The last thesis invites the reader to sign their name.

WHY A MANIFESTO, WHY NOW

In 1517, Luther nailed 95 theses to a church door in Wittenberg' at the exact moment the printing press
could carry them further than any door ever could. In 1999, four technologists wrote 95 theses about
markets and conversations at the exact moment the web could prove them right within a decade. Both
moments shared the same shape: a system that had drifted from its promise, a technology just mature
enough to make the gap impossible to ignore, and a document short enough to spread on its own.

Health is at that same moment now. The technology to give citizens back their own data — interoperable,
open source, and now mandated in European law through the European Health Data Space — already
exists, and the law sets the date: citizen access to the first categories of data from 2029. The right exists;
the infrastructure to exercise it does not. What has also been missing is the statement that names what
the technology makes possible. That statement is this manifesto.

EVIDENCE

Every thesis is a claim, and every claim carries a source behind it, and the sources are listed later on in the
document.
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PRART ONE

Theses 1-15

The record isn't available.

The gap the title leaves open, the business model that keeps it there, and what it costs in a ward.
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Citizens own their health. They do not yet own their health data.?

The quiet trade in health data is a business model, working exactly as designed.?

Every closed system defends itself the same way: by claiming openness would be dangerous.*
The first act of health justice is naming who currently profits from injustice.”

A hospital keeps the file. Industry claims the raw data. A platform learns the pattern.®

Every corporation is designed to return a profit. The failure is systemic, not personal, and the system
is what we change.

A healthcare system built to profit from data cannot also be trusted to provide care.

Patient consent is easy to give, hard to limit, and even harder to take back.”

The citizen who generates the data becomes the last to benefit from it.

A patient’s condition, told to a doctor in confidence, should not become a corporation’s asset.
Locked data slows cures, delays care, and costs lives.®

Indifference protects the system. Scrutiny changes it.

The right data in the right place at the right time prevents thousands of avoidable harms.?

Care happens in the ward, the home, the surgery and the ambulance. Data that reaches all four
prevents medication errors, missed histories, and deterioration nobody caught in time.'°

Health data that was taken in secret must be handed back in daylight.

PART TWO

Theses 16-29

Health data is memory, not merchandise.

What a record actually is, who should hold it, and why holding it early matters more than holding it late.
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Ownership is a relationship, and right now that relationship is broken.

The cure begins with a single reversal: the record follows the person, not the institution.

Every record is an experience someone lived through — a fever, a fracture, a fear, a recovery.
Health data is the memory of a life still being lived —and memory belongs to the one who lived it.
A citizen’s health data is a reflection of the body it came from — and deserves the same respect.

Health data is bigger than any hospital file. It is your sleep, your steps, your heart rate. Know where it
el
is.

Health is whole, and so is your record. It should open to whoever you trust to help — a physician, an
osteopath, a nutritionist, an Ayurveda practitioner, a family member, a friend.

A system that asks a patient to retell their story at every door has already failed them."?

Every citizen holds the licence on their own data. They should know who its custodians are, and get
to choose them.

The health system meets most people only once they are sick enough to qualify. A record you own
lets you look after your health long before that. That is prevention, and it is where the system invests
least.™
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26 When the citizen decides who sees their data, trust becomes possible across the whole system.

271 Anyinstitution can call itself patient-centred. Only what the patient reports settles it.
=28 Efficiency is not the opposite of dignity. Time saved on the record is time returned to the patient.

23 A citizen who owns their record owns their health story.

PART THREE
Theses 30-42

Open is not a threat. It is the architecture.

Open means one thing here: anyone may inspect it, use it and improve it, and no one may lock it away. From what a
commons is to how it is governed.

38 A commons is shared infrastructure everyone can use and no one can enclose. A record held inside
one company can never follow you. A record held in a commons can.!*

31  Inacommons, everyone holds the keys together: no gate, no gatekeeper, no single hand on the lock.
3= Open source is a form of accountability: anyone can inspect what shapes their care.

33  What is proprietary can be hidden. What is published can be checked.

34  No single company should hold the master key to a nation’s health.

35 Interoperability is a citizen’s right to be understood wherever they are treated.””

36 Arecord should say how sure it is. A reading taken once, years ago, is not the same as one taken this
morning, and the record should show the difference.

371 Systemsthatadmit whatthey do not know earn more trust than systems that claim what they cannot
prove.

38 Health institutions should hold data as custodians, not owners: a duty of care, not a claim of
possession.

33  Whatis built in public cannot be quietly enclosed later.
41 Standards travel further than silos ever will.

41  Ashared architecture lets every hospital, every clinic, every citizen speak the same language without
surrendering to the same master.

42  Governance of acommons belongs to everyone who depends on it, not only to whoever built it first.1e

PART FOUR
Theses 43-56

Trust is built, not declared.

From transparency as a daily practice to trust that survives a change of management.

43  Aninstitution earns trust by showing how it works.

44 Transparency is an operating principle, built into how a system runs.

45 Consent, done properly, is an ongoing conversation between citizen and system.

46 A citizen should always be able to see who has looked at their record, and why.

471 Trust infrastructure means the default is visibility, not the exception.

48 When an institution is wrong, admitting it builds more trust than pretending it wasn't.

49 A system that shows its vulnerability makes honesty its default — and people trust a default they can
see.
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Shared governance between citizens, clinicians, and institutions is slower to build and impossible to
fake.

The European Health Data Space is a regulation and a central platform. That is a beginning, not an
achievement.”

A regulation can unlock a door. Only a commons keeps it from being locked again.

In an emergency, the record that can save a life should reach the bedside faster than the ambu-
lance.’®

Every citizen who understands their rights over their own data becomes a guardian of everyone else’s.
Trust, once structurally embedded, no longer depends on any single good actor remaining good.

Health infrastructure should be something citizens can rely on, not something they hope will hold
when they need it most.

PRART FIVE

Theses 57-70

Every citizen. No exceptions.

From equity as a design requirement to prevention as the part of care most people never reach.

571 Health for all was never meant to stop at the border of income, geography, or system.

58 Acitizen in Luxembourg and a citizen in Poland deserve the same ownership over the same kind of
record.”®

53 Health equity is not a value statement. It is a design requirement.

BB Asystem that only works for the insured, the urban, or the connected has not yet built the commmons
it claims to.

51 Prevention, cure, care, rehabilitation, and prevention again. One loop, and one record, or it breaks at
every handover.

52 When a system is built for the most excluded first, it has the potential to be the most inclusive for all.

653 Fragmented data harms most where it is least visible — in mental health, the patient history that's
most valuable in a crisis is the least likely to travel with the patient.?°

54 Ownership of your health record is a birthright, never something you must qualify for.

BS  Arefugee, a retiree, and a newborn generate the same kind of record — and hold the same right to it.

BB Health data that travels with dignity restores dignity to the health system itself.

6571 The founding constitution of the World Health Organization names the highest attainable standard
of health a fundamental right of every human being. A right, never a transaction.?!

58 A commons reduces inequality by design — equity is the architecture, not a side effect.

653 Inclusion is not a claim an institution makes about itself. It is measured by who is missing from the
record.

18 Every citizen owning their health data is the foundation everything else stands on.

PART SIX

Theses 71-85

Each open system makes the next one possible.

How a movement spreads by proof rather than persuasion, and why patient capital belongs at the start of it.

m

Institutions do not build software. People do — and it takes a community of people to sustain it.??
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Every shared standard that health adopts makes the next one easier to adopt. That is how the
internet was built, one agreement at a time.23

Health has not yet had its open-source moment. It is about to.24

Every hospital that publishes its data architecture makes it easier for the next one to justify doing the
same.

A network effect is not a marketing term here. It is the actual mechanism of change.

Software built this way has already generated trillions in shared value. Health is the largest commons
still waiting to be unlocked.?®

Philanthropic capital buys the runway for a system to become unstoppable on its own.

Government funding proves a mission is credible. Philanthropic capital proves a movement is ready
to scale.

What works in one country becomes the reference case for every country that follows.
A citizen-owned health commons in one place is an invitation everywhere else.

When a citizen shares their data for research, the recognition returns to them - value flowing back to
its source, not away from it.

A commons is a standard for markets to adopt, not a product for them to buy.
The organisations that join early define what advantage means from now on.
Every partner who opens their data is a co-author of the next chapter, not a donor to someone else’s.

A commons spreads by proof, one working example at a time.

PART SEVEN

Theses 86-95

Begin today.

From the one thing a reader can do this week to the signature at the end.
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Begin where you are. A single record, opened honestly, is a beginning.

If you are a clinician, tell your patient what you can see about them and what you cannot.

If you are an institution, name what you currently hold and ask, honestly, who it truly belongs to.
If you are a technologist, build the standard that makes the next system’s job easier, not harder.
If you are a funder, back the infrastructure, not the appearance of progress.

If you are a citizen, ask the question no one has been asking you to ask: where is my data, and who
is using it?

Every citizen who asks where their data is, and who profits from it, shifts what institutions believe
they can do.

Someone has to hold this space until every citizen owns their own health.

Health data returned to its rightful owner is the first act. Health returned to its rightful owner is the
whole point.

Sign your name to the health you intend to own.

CITIZENS OWN THEIRHERLTH -5/ 8




DH' F THE DHCF MANIFESTO

PROVENRANCE

What changed, and why

CHANGE LOG V7

A commons that asks institutions to show their working has to show its own. This is v6's working.

Sources added Every thesis that asserts a fact now carries its evidence at the point of claim. Theses 1, 3,
4 and 5 gained the citations they had been asserting without: the European Patients’ Forum survey
on who can actually reach their own record, the leaked Halloween documents on how closed systems
argue against openness, and the Information Commissioner’s ruling on the Royal Free and DeepMind
transfer.

Corrected on the evidence Thesis 67 cited SDG 3 for a right that SDG 3 does not establish; it now cites
the WHO Constitution, which does. Thesis 63 was rewritten around what the information-continuity
research shows. Thesis 25 now says prevention is where the system invests least, which the spending
figures establish, rather than where most of the value is, which they do not. Thesis 79 lost a count it
could not justify.

Rewritten, then restored Thesis 11 was narrowed to delay and risk, and is restored to its original form now
the mortality evidence is attached. Thesis 24 keeps the licence, which says what is meant. Thesis 71 was
recast around institutions and community, and its source changed to match: the kernel figures speak
to institutions, where the earlier citation spoke only to individuals.

Checked The medication-discrepancy citation was verified against the published paper and its title,
authors and findings corrected. The European Health Data Space application calendar was read against
Article 105 rather than summarised from secondary reporting.
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same study finds firms would need to spend 3.5 times more on software than they do today if open source did not

exist.

CITIZENS OWN THEIRHERLTH -8/ 8



https://www.rfc-editor.org/
https://www.rfc-editor.org/rfc/rfc3935
https://eur-lex.europa.eu/eli/reg/2025/327/oj
https://op.europa.eu/en/publication-detail/-/publication/bb5838fe-4742-11f0-85ba-01aa75ed71a1/language-en
https://www.hbs.edu/faculty/Pages/item.aspx?num=65230

	The record isn’t available.
	Health data is memory, not merchandise.
	Open is not a threat. It is the architecture.
	Trust is built, not declared.
	Every citizen. No exceptions.
	Each open system makes the next one possible.
	Begin today.
	CHANGE LOG V7

