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Executive Summary 

 

This report addresses the development of healthcare structures in Italy and 

Germany through the domestic delivery framework of the EU’s cohesion policy 

during the 2000-2006 and 2007-2013 funding periods. This project is based on a 

collaboration between HaCIRIC (Health & Care Infrastructure Research & 

Innovation Centre) and ECHAA (European Centre for Health Assets and 

Architecture) focusing on complex (non-)infrastructure projects for health and social 

care. The Sicilian region in Italia and the Brandenburg region in Germany in 

particular have been in need of modernisation of healthcare infrastructure and 

systems. This research is interested in the way in which the European Structural Funds 

and associated procurement policies are stimulating innovation in these schemes.  

 

The process of developing modernised care structures and procuring new 

healthcare services based on use of structural funds is complex and needs in-depth 

empirical analysis. Areas of improvement within the process identified through 

extensive fieldwork and secondary data analysis conducted for this report include 

lack of guidance and expertise at the level of individual projects and the 

programme, the prescriptive quality of the process as supported by relevant 

legislation and programming documents, and the perception of the role and 

expectations of the European Commission by domestic stakeholders, new structure 

managers, practitioners and patient organisations. The report concludes with 

recommendations on how these challenges may be addressed in the medium and 

longer term.   
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1. Introduction  

Within the European Union (EU), there has been growing recognition of the 

importance of sustainable development and the contribution of health to achieving 

it. This is reflected in the EU’s Cohesion Policy, the growing engagement by regional 

organisations in the determination of priorities for structural fund (SF) investments, 

and in the implementation of thematic and regional programmes. In the 2007-2013 

period, Structural Funds explicitly include investment in the health sector, with a 

particular emphasis on infrastructure. This investment will stimulate long-term, 

complex projects aiming to improve the effectiveness of health capital investment. 

 

Protecting and promoting the health of the population is thus a sine qua non 

condition to the realisation of the four overriding priority areas set out by the Europe 

2020 Strategy: knowledge and innovation, a more sustainable economy, high 

employment and social inclusion (EUCO, 2010:2). Improving the health status of the 

European Union’s citizens, ensuring the highest attainable level of health, 

converging levels of health services provided by individual member states, 

enhancing co-operation, as well as providing for integration among member state 

health services have gained new importance in the present state of operation of 

the internal market. 

 

Key players in the health sector across Europe face many of the same challenges 

and opportunities in investing in health (non-)infrastructure projects: the 

demographic and epidemiological transitions associated with an ageing 

population, advances in medical technologies and pharmaceuticals, rising public 

expectations, persistent health inequalities, and a rapidly deteriorating economic 

outlook. In the face of upward pressure on health expenditures as a percentage of 

gross domestic product (GDP), there is an increasing recognition of the need to 

improve the efficiency and effectiveness of health systems (OECD, 2008).  

 

In addition, the health sector has been heavily impacted by the credit crisis and 

continuing economic fragility. For many countries, their ability to fund capital 

(through debt creation) is on hold for the foreseeable future. Recourse to 

outsourcing debt (PPP and bank loans) to the operational level in health systems 

(hospitals and health institutions) is also high risk at a time when most governments 

are also seeking to incentivise reductions in the demand on expensive hospital 

facilities (Barlow et al., 2010). In other words, reduced income flow will inhibit their  
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ability to raise funds in a risk-averse banking sector. This is likely to add up to a 

substantial increase in the demands on SFs for capital investment – as being one of 

the only remaining sources of capital funding available. These pressures will 

accelerate the need for transformational change and a radical reconfiguration of 

service delivery models.  

 

1.1 Problem Statement and Research Aim 

Nowadays, projects and especially health related projects are often part of 

programmes and whole system changes. A ‘whole system change’ draws attention 

to a greater awareness of interactions between different system components. New 

services and technologies in healthcare often involve projects, for instance, to bring 

in new imaging equipment, to redesign processes for admission of patients for 

scheduled care or to implement information and communication technology to 

facilitate health and social care delivery (Barlow et al., 2006). Current policy 

initiatives at national and European level seek to increase the innovation impact of 

public procurement. For instance, a myriad of government innovation reports 

propose a series of measures aimed at increasing the research and innovation 

impact of public procurement. Along the same line, a recent OGC report indicates 

various possible elements to capture innovation through the procurement cycle 

(OGC, 2004, p.4). 

 

Prior literature has mainly focused on supply-driven innovation (i.e. public provision 

of scientific training). Thus, there has been limited research on demand-driven 

innovation (i.e. public procurement for innovation) as a policy instrument. Public 

procurement represents 16.3% of European GDP (Georghiou, 2004) and extant 

literature shows that it can be a useful instrument for stimulating innovation (Dalpé et 

al., 1992). However, prior research studies offer limited empirical evidence on the 

extent to which public procurement stimulates innovation in health projects in 

Europe. Therefore, we investigate European health projects across different project 

phases ranging from funding to operation. These projects operate at a local level 

but are influenced by regional, national and EU polices. In addition, prior academic 

and practitioner papers offer limited empirical evidence of whether and how policy 

targets have been achieved. Therefore, the overall aim of this study is to explore the 

following question: How do cohesion and public procurement policies stimulate 

innovation in health (non-)infrastructure projects in Europe?  
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In order to explore the overall aim, the following objectives are put forward:  

 

• Understand the institutional and organisational elements and processes by 

which individual health (non-)infrastructure projects are delivered in selected 

European countries; 

• Examine how inter-organisational relationships between project stakeholders 

are governed; 

• Examine the relationship between project delivery systems (i.e. relationships 

between partner organisations) and innovation in health (non-)infrastructure 

projects. 

 

1.2 Report Structure  

This report examines the development of Structural Funds projects in Italy and 

Germany during the 2000-2006 and 2007-2013 periods. The report starts with a brief 

overview of the methods deployed to collect and analysis the rich date sets for this 

report. It then commences by offering a brief introduction to the Italian and 

German national health system characteristics during the project periods. The report 

further discusses the individual projects involving the use of structural funds and 

moves on to describe the salient features of the process by which care structures 

and services have been delivered. It highlights the role of the European Regional 

Development Fund (ERDF) and the European Social Fund (ESF) in the process, and 

discusses key issues identified by stakeholders. The report concludes with an 

assessment of the performance of this process and puts forward recommendations. 

 

2. Methods – Data collection and analysis  

Qualitative and quantitative data generated through multiple case study research 

(Yin, 2003) are particularly important for the measurement of complex and 

intangible phenomena. Additionally, case studies are particularly useful when 

exploring new areas of research (Eisenhardt, 1989). Case study selection has been 

informed by cohesion policy programmes of the 2000-2006 and 2007-2013 periods. 

Our purposeful case selection has provided appropriate information to examine the 

research study’s aim and objectives, and led to the identification of best practice 

and lessons learnt in different EU member states.  

 

Although, inevitably, the projects differ in some aspects, all selected cases are 

complex, long-term health infrastructure or non-infrastructure projects. Health  
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infrastructure projects are concerned with the construction of healthcare 

infrastructure, such as a new hospital or a day care centre. In contrast, health non-

infrastructure projects are concerned with the delivery and establishment of health 

systems to improve health service delivery. Both types of projects deal with questions 

such as how change and innovation can be implement in a context where there 

are complex and often contradictory government policies and multiple 

stakeholders. Health projects are further characterised by a huge number of 

stakeholders and project managers who have little authority across all stakeholders.  

 

The study has combined primary data collected through semi-structured interviews 

with secondary data elicited through a qualitative review of sources identified 

through desk research, such as programme documentation, policy studies and 

evaluation reports. Semi-structured interviews with key stakeholders were 

conducted for the investigated cases (please see interview guide – Appendix A; 

record of fieldwork – Appendix B): 

 

• central government ministerial staff; 

• programme Managing Authority staff; 

• sub-national (local regional) government staff (in cases of projects funded 

through regional SF programmes); 

• managers; 

• health practitioners. 

 

The research acknowledges the complex network associated with these health 

projects. The breadth of interviewees is necessary to capture a variety of 

perspectives and build rich insights relating to the health projects. In each project 

case, the individuals selected have had experience and expertise of different points 

in the project’s history, and have thus been able to offer insights on how each 

project has evolved. Some individuals were interviewed multiple times during an 

iterative process of data collection. 

 

This report has been assembled on the basis of material elicited through the 

following qualitative research tasks:  

 

• transcription and content analysis of semi-structured interviews with 

representatives of stakeholders across three SF projects in Germany and Italy;  

• review of secondary data sources such as government reports; 

• review of key academic papers, policy studies and programme documentation.  
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The material has been reviewed and analysed through the qualitative content 

analysis method outlined by Flick (2002:190-192). The following steps were 

undertaken:  

 

• identification of the relevant material to answering the research question;  

• analysis of the data collection situation;  

• composition of the research question;  

• definition of the analytical technique;  

• definition of analytic units;  

• conduct of the analysis;  

• interpretation of results.  

 

The fieldwork involved semi-structured interviews (lasting between 45 to 120 minutes) 

with various stakeholders, which were recorded and transcribed. The identities of 

organisations and interviewees have been anonymised to guarantee 

confidentiality. Table 1 describes how the empirical research involved three stages 

of data collection.  

 

 

Stag
e 

Data collection  Unit of 
analysis 

Description 

1. Secondary and 
tertiary data (e.g. 
government reports, 
policy studies, 
academic papers, 
health sector reviews) 
 

European, 
country, 
regional 
levels   

Facilitated to increase domain-
specific knowledge across the 
different units of analysis  

2. x interviews across six 
cases  
 
 

Project level Interviews provided the primary 
data for the investigated case 
studies 
Data was collected through a 
structured interview guide 
(Appendix A)   
 

3. Validation and follow-
up interviews 

Project level 
 

Received feedback on the within 
case-study reports to verify and 
validate initial findings  

Table 1 Data collection stages  

 

 



www.euregio3.eu – Brandenburg and Sicily 

 

11 

3. Health project characteristics across both funding periods   

Most of the projects included in the 2000-2006 programme have three common 

factors: 

 

• Large scale capital projects will have been developed (in concept) in the mid to 

late 1990s – when the context influencing their scope and scale will by now be 

almost two decades ago. This is material in two ways: 

o Demographic and epidemiological influences and trends will have 

changed quite dramatically in the interim period and will have influenced 

subsequent investment priorities and healthcare delivery policy 

o Clinical and communication technologies and their diffusion will have had a 

dramatic impact on models of care e.g.  the locus, nature and cost of care 

delivery; 

• The economic circumstance will have been very different and some elements of 

the aid programme will have been in transition; 

• The societal background of the largest part of the programme will have related 

to countries in the southern periphery, which again will have conditioned the 

nature of the projects, including the public health profiles of the regions in 

question. 

 

The aim of EUREGIO III is to contribute to improving the future scope, scale and 

process of structural aid, which in large part relates to the 2014 cycle and beyond. 

In essence this means that much of the structure, circumstance, process and 

implementation of the original 2000-2006 programme will be 15 to 20 years out of 

date from the perspective of future relevant practice.  

 

A key additional feature is the change in orientation of the 2007-2013 programme 

and future programmes. The emphasis is now towards new member states, 

predominantly those whose health systems have largely been inherited from the 

former Soviet era. A distinctive characteristic is that: 

 

• Health systems are historically hospital centric, where bed numbers (based on 

population ratios) were well in excess of western standards and were conformist 

in nature – guided by centralist master plans; 

• There has been a severe downturn in hospital building (and refurbishment) 

programmes over the past thirty years resulting in outmoded facilities and 

considerable backlog maintenance problems. 
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These factors will have had a dramatic effect on the 2007-2013 programme 

structure. Hospital facilities are by now largely unfit for purpose for the 21
st
 century, 

thus the main aim has been, at minimum, to improve quickly the state of the 

hospital stock; this comprises the major part of the programme. This also predisposes 

investment towards large scale hospital rebuilding projects. Furthermore the 

investment strategies reflect potentially different public health profiles – and thus 

health needs than Southern European countries. 

 

Additionally, eHealth projects are a significant tool to modernise national 

healthcare systems and to improve effectiveness as well as to make healthcare 

systems more accessible to all. eHealth is a key element in the context of cross-

border healthcare, health professional shortage and ageing society. The essential 

European political commitment accompanied by an accelerated cooperation on 

eHealth in Europe is embodied by the Member State led mechanism for eHealth 

Governance initiative which allows concrete actions to be implemented aimed at 

enabling the deployment and use of eHealth services in the European Union. The EU 

2020 Strategy supports the application of information technologies and the 

Commission’s future eHealth Action Plan also aims to contribute to urge the 

development of eHealth services. While an efficient management in healthcare is 

to be supported through decision support systems, the challenge of shortage of 

health professionals and ageing society is also to be addressed through 

telemedicine. eHealth project play a vital part in contributing to overall sustainability 

in the health sector. 

 

4. Brief introduction to structural funds  

The goal of the EU is to foster economic development while maintaining social 

cohesion. The Structural Funds and the Cohesion Fund are funds allocated by the 

European Union as part of its regional policy. They aim to reduce regional disparities 

in terms of income, wealth and opportunities. Europe's poorer regions receive most 

of the support, but all European regions are eligible for funding under the policy's 

various funds and programmes. In the current 2007-2013 period the overall budget is 

€347bn. Health is embedded in many EU policy areas and initiatives, including 

‘Europe 2020’, for example: 

• ‘Health is wealth’. Improving the health status of populations to contribute to 

economic growth and benefit; more people fit to work more of the time and a 

lower ‘ill health’ cost burden 
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• Reducing health inequalities, this includes funding measures to safeguard the 

health and social inclusion of disadvantaged populations (or sectors of 

populations) 

• Investing for the impact of demographic change; ageing populations 

• Improving patient safety and quality, including cross border collaborations and 

planning for health emergencies e.g. pandemics 

• investing in research and technology in order to move SMES up the value chain 

and "leapfrog" into the global economy. The aim of this is to re-focus R&D and 

innovation policy on the challenges facing society, such as health and 

demographic change, climate change, energy and resource efficiency. 

 

The WHO (2008b) highlight 4 criteria by which the right to health (health equality) 

can be evaluated – investing in the right type of capital is implicit in supporting all 

four dimensions: 

• Availability. Functioning public health and health facilities, goods and services, 

as well as programmes, have to be available in sufficient quantity.  

• Accessibility. Health facilities, goods and services have to be accessible to 

everyone without discrimination, within the jurisdiction of the State party. 

Accessibility has four overlapping dimensions: 

• Acceptability. All health facilities, goods and services must be respectful of 

medical ethics and culturally appropriate, sensitive to gender and life-cycle 

requirements, as well as being designed to respect confidentiality and improve 

the health status of those concerned. 

• Quality. Health facilities, goods and services must be scientifically and medically 

appropriate and of good quality 

 

The ‘new’ targets for SF investment in capital 

• Capital investment in projects that form part of an overarching ‘master plan’ to 

tackle health inequalities with particular reference to meeting the impact of 

demographic changes and epidemiological trends  

• Capital investment for the modernisation of healthcare system, construction and 

renovation of facilities, medical equipment and technology, but in a more 

structured way (see evidence based decision-making) and as part of an 

investment in the transformational changes necessary to combat health 

inequality (above) and contribute to social cohesion and economic growth 
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• Capital investment to support the EU new focus on innovation and research and 

provide collaborative and partnership opportunities with SMES 

• Integrate capital investment across the main areas of capital and eHealth to 

optimise potential (and value) and also link with cross cutting initiatives in other 

sectors (this may mean changes in the way the SF decision criteria is structured 

and funding allocated. 
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5. Case Study – Germany  

5.1 Key characteristics of the health system  

The German health care system has a decentralized organization, characterized by 

federalism and delegation to nongovernmental corporatist bodies as the main 

actors in the social health insurance system: the physicians’ and dentists’ 

associations on the providers’ side and the sickness funds and their associations on 

the purchasers’ side (Grosse-Tebbe and Figueras, 2005). The actors are organized on 

the federal as well as the state (Land) level. Hospitals are financed on a dual basis: 

investments are planned by the governments of the 16 Länder, and subsequently 

co-financed by the Länder as well as the federal government, while sickness funds 

finance recurrent expenditure and maintenance costs (Grosse-Tebbe and Figueras, 

2005).  

 

This section outlines the key characteristics of the health system in the Brandenburg 

region. Since 1990, the health care system in the eastern part of Germany has been 

transformed to a Bismarck model of care (Grosse-Tebbe and Figueras, 2005). At the 

start of the period 2000-2006, key requirements identified within the Brandenburg 

region in Germany health system were the following:  

 

• modernisation and continual improvement of healthcare infrastructure (e.g. run-

down rural infrastructure; need for modernisation of the road networks; need for 

new medical equipment);  

 

“The infrastructure and the whole construction were run down, the medical 

technology was desolate and so we had to face two things.  The first, to rebuild 

the infrastructure, and the second, to adapt to the specific responsibilities in the 

rural region. In the rural region with a high rate of jobless people, and long ways 

to go for health” (Healthcare professional).    

 

• development of primary care in terms of new equipment, built infrastructure, 

organisational structure and processes, better quality of care; thus, reshaping 

public health service delivery (after reunification in 1989 onwards) with the aid of 

structural funds to:  
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o Reduce health inequality,  

o Wider economic development, 

o New medical technology; 

• 2000-2006 period with a focus on regional development – Brandenburg was 

seen as a convergence region characterised by a high unemployment rate 

and poor access to higher education; 

 

• Overspending and administrative inefficiency; 

 

“There is definitely a need for independent surveillance authority” (Head of 

Department, Hospital in Brandenburg). 

 

• Prior healthcare investment strategies (before 2000) included:  

o Closure of previously state run polyclinics in favour of single physicians‘ 

offices; 

o Preferred investment into ‘big hospitals‘;  

o Neglecting accessibility and dissemination. 

 

5.2 Case background and case stakeholders  

This case illustrates the reforming of regional healthcare through a shift of care from 

the current hospital centric model towards more local provision, in large part 

stimulated by empowering patients as co-producers of care and providing local 

eHealth-based support. The Brandenburg region is an area of high unemployment, 

poor access to public services (notably education) and run down public 

infrastructure. This was compounded in the health sector by previous investment 

strategies that, to local rural populations, seemed biased in favour of urban growth: 

questionable closure of state run polyclinics in favour of clinician led privatization, 

“preferred” investment in large acute hospitals and a neglect of issues of 

accessibility and dissemination of relevant healthcare advice and support.  
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A health official mentioned that: “Existing health systems were out-dated and run-

down. There also needed to be a change of minds happening towards prevention 

and rehabilitation. It was time for a big change to happen.”  

 

The Brandenburg region in particular faced striking similarities with the challenges 

facing other similar convergent Regions: 

 

• A legacy of the former Semashko Health system (Figure 2); 

• local (political) agendas;  

“Avoid ideologically instead of socially inspired investments” (Health professional). 

 

• under-investment and general lack of resources for change. 

 

A local health official states that: “Brandenburg (sharing structural similarities with 

the new member states) in some aspects is a laboratory for health investments as 

means for stimulating new regional policy“. Furthermore, there were emerging 

problems of a scarcity of trained workforce and affordability of funding for the 

large-scale hospitals. This was summed up in the following statement by a health 

official: “I think the true philosophy behind this is, if you have limited amount of 

money, say in funds or whatever, you can go and look and say, okay, the big towns, 

the big cities will get the most. The philosophy, in contrary should be to say, 

medicine has to go to the people where they live. It is in the 21
st
 century not true 

that MRI or heart surgery is so spectacular that it only could be performed in great 

metropolitan areas.”  

 

Realising the shift towards a more locally focused healthcare system, there was a 

lack of appropriate health infrastructure in the rural areas, which in turn generated 

the need for innovative solutions; the adoption of eHealth (telecare) as the driver of 

change. “With an ever increasing ageing population and the rural areas in 

Brandenburg, investment strategies for health systems needed to change” (Head of 

Department, Hospital in Brandenburg). The Head of Department (Hospital in 

Brandenburg) explained that: “Brandenburg has the highest cardiovascular 

mortality in whole of Germany, one third higher than other countries, one third. 

Nobody really knows why, several ideas, psycho social ideas, ideas concerning long 

ways etc. For instance, to travel just 20 kilometres, you had to jump on a bus, and 

two buses or three buses, and you would have been on the way for three hours for  
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just such a distance.  However, it does not help to have insufficient health facilities 

and to be not able to provide sufficient health services.”  

 

Defining the Brandenburg region (Figure 1) as a ‘convergence region’ opened up 

opportunities of structural funds support. Regional health policy could deliver 

‘convergent’ benefits such as: (i) reduction in health inequalities; (ii) stimulation of 

wider economic development; and (iii) development (innovation) of new medical 

technologies.  

 

 

Figure 1 Convergence regions in Germany  

 

The main stakeholder organisations in these projects have been the German Ministry 

of Health, the European Commission (EC) Directorates General for Cohesion Policy 

(DG REGIO), Employment, and Social Affairs and Equal Opportunities (DG EMPL). 

Stakeholder organisations and groups include those of patients and their families, 

care frontline and management professionals, and residents of areas where new 

care structures are launched.  
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Figure 2 Examples of old health system structures   

 

5.3 Project funding 

The investment strategy put in place to realise this project has included EU funds. This 

project was supported through the 2000-2006 Structural Fund programme with a 

budget of €14mio, co-financed by the European Social Fund (ESF) and the 

European Regional Development Fund (ERDF). The use of financial resources from 

the ERDF and ESF in combination as outlined has been highlighted as a very useful 

feature of the process.  

 

5.4 Experience with the process: key issues 

Against the case backdrop described above, government actors, practitioners and 

patient organisations interviewed for this report identify the following issues as 

important:  

• The overall SF process has been characterised as time-consuming and too 

complex;  

 

• The design, implementation, monitoring and management framework for EU co-

financed programmes is seen by stakeholders as too prescriptive, often inhibiting 

forms of innovation other than those prescribed by the content of the 

programme; 
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“So it was a fairly tedious process, going through the different forms and so on 

[…].”; “They [authorities] decide how many square metres a room might have, 

with one doctor in it or two, and if the doctor is young, middle aged, so plus one 

square metre, it is ridiculous in some aspects” (Health professional).  

• there is a perceived lack of guidance and expertise input by DG SANCO 

regarding: 

(i) EU health policy and priorities;  

(ii) care delivery and health management. 

The EC was considered by actors as a key stakeholder in the process, and 

should adopt a role of a ‘mentor’ by providing expertise input on how these 

may be addressed or appropriate improvements be made. 

“In my view, the main obstacles are the political institutions involved, the 

national political institutions involved.  In my view, if structure of funds by the EU, 

if they shall diminish health inequities or whatever, they have to put criteria on 

the table and they should tell the national authorities, we want the money  for 

one, two, three [...].” 

 

• weaknesses in project development, management and limited (missing) 

outcomes measures; Interviewees reported that auditing was only done on a 

regional level as outlined by the following quote:  

“The only measurements the political authorities know are measurements of 

money. In their view, the health system is a cost factor, but an original model like 

this; it can be an investment model, an investment, not in the hospital, but into 

the region” (Health professional).  

 

• funding in the 2000-2006 period has been described by stakeholders as 

producing sometimes hospital and health facilities based on outmoded 

principles  

“[...] avoid funding and building just prestigious projects with limited evidence of 

a health need for these facilities. [...] there should be a contest of ideas and 

project should be chosen according to feasibility and quality measures“ (Health 

professional). 
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5.5 Project challenges: contractual arrangements and inter-organisational 

relationships for innovative outcomes 

Overall, a network of complex relationships, including a myriad of project 

stakeholders, needed to be managed over the project lifecycle. A health official 

mentioned that there were “a number of competing political agendas which 

needed to be constantly managed”. Health authorities on a regional level also 

drew out the difficulties in early project phases as they were not receiving any 

guidance from the EU. “Missing competencies” from an EU level was put forward as 

one of the main obstacles in the project, leading to project delays. Interviewees 

emphasised that funding was more readably available in the 2000-2006 period. “In 

those days, it was easier than nowadays to get money for rebuilding health in the 

Eastern countries. In those times, there were people who decided, who is allowed to 

run a CT or a MRI machine or something like that, and they told you, [a small town 

with] 30,000 inhabitants would not get such a machine. European funds gave us a 

chance to overcome those obstacles” (Health professional). 

 

In this project, main emphasis was given by government actors and beneficiaries on 

service delivery and patient benefit. Interviewees identified a limited stakeholder 

alignment and would have liked to encourage “a more frequent networking of all 

stakeholders. This would have also led to integrating the master plan in investments 

at a regional and local level”. Relationships were further strained by weak outcome 

assessment and the existence of limited project measurements combined with 

missing specific project guidance. Communication among key stakeholder 

organisations peaked at the start of the programme, when performance and 

project measurements needed to be established. There was communication on a 

daily basis using a variety of forms such as e-mail, telephone, facsimile, subject-

matter meetings and conferences attended by key stakeholders. Our fieldwork 

data suggest that as the programme progressed, communication among 

stakeholders became less frequent. As beneficiaries became more experienced in 

managing their own projects they communicated less with the Managing Authority 

(MA). 
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5.6 Overall project performance and future challenges 

This structural funds project focused on coronary heart disease as the exemplar for 

wider change. The key features were to: 

 

• Move care into locally (and more easily) accessible community settings – the 

patient in greater control and as a co-producer of care 

• Improve support to patients (to exercise influence) through: 

o Increasing access to better healthcare support through technology 

diffusion e.g. telemedicine, local diagnostic facilities etc.; 

o A competency development programme involving health 

professionals and citizens. 

 

The project shows that steps need to be undertaken towards stimulating a 

transformational change in healthcare delivery. Health professionals have a clear 

“what to do” agenda and message: 

• “Whole system change (away from big hospitals into community settings) a shift 

towards prevention and rehabilitation; 

• Putting the patient back in charge – an issue of trust; 

• Increase awareness of interactions between different system components, and 

stakeholder groups”. 
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6. Case Studies – Italy  

6.1 Key characteristics of the health system 

In 1978 the National Health Service (NHS) in Italy was established. The system aimed 

to grant universal access to a uniform level of care throughout the country, 

financed by general taxation (Grosse-Tebbe and Figueras, 2005). Universal 

coverage has been achieved although there are wide differences in health care 

and health expenditure between the regions, with a clear cut north-south divide 

(Grosse-Tebbe and Figueras, 2005). Remaining challenges concern ensuring uniform 

levels and quality of healthcare across the regions. At the start of the 2000-2006 and 

2007-2013 SF periods respectively, key requirements identified within the health 

system of the Sicilian region in Italy were the following:  

 

• improvement of evidence-based health services (e.g. disease patterns) and 

infrastructure delivery based on reliable and accurate epidemiological data; 

• modernisation and continual improvement of healthcare infrastructure; 

• development of primary care in terms of new equipment, built infrastructure, 

organisational structure and processes, better quality of care; 

• lack of trained health workforce; 

• Overspending/administration inefficiency (i.e. need for accountability); 

 

“It is very well built, but managed in a terrible way.  This is essentially also the idea 

we receive from, you rankings of the Italian healthcare system worldwide. [...] We 

are, essentially, second, third or something like that, but we waste a lot of money” 

(Director of Grants and Project Management). 

 

• Unjustified high drug consumption; 

• Ageing population; 

• High passive mobility (patient get treated in other regions of Italy); 

• Out-dated, insufficient technology; 

 

“We currently have out-dated and insufficient technology. Small structures, and 

treating the patient at home as well, so community based treatment”; “one of 
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the main goals that has been planned is the assistance to the elderly people at 

homes”;  

 

• Lack of resources and administrative inefficiency (further need for 

accountability); introduce better measures for priority setting; 

“Avoid duplication of efforts and oversizing of health facilities/technologies.” 

 

• Inequality (limited access to care, especially pronounce in rural regions). 
 

“Structural funds project will provide access to, for instance, MRI opened in every 

province; radiotherapy in each province and pet system TAC in each radiotherapy” 

(Manager, Health Regional Department). 

 

6.2 Case background and case stakeholders 

This case study reports on two small-scale SF projects (2004/05 and 2007/08) which 

helped to improve the collection and analysis of epidemiological data. 

Interviewees mentioned that “[…] for the first time in our region the capacity and 

the protocols and methods for the analysis of inequality was improved.” This leads to 

“improved registration (mortality system); improved quality of registration system 

(main diseases); improved methodological approach (pollution); improved 

capacity of system and improving the way health funds are used.” These projects 

subsequently informed the current large-scale SF project in the 2007-2013 funding 

period.  

 

While the objective for the two small-scale SF projects was to established accurate 

epidemiological data and analysis tools for the Sicilian region, the large scale SF 

project has the following objectives: 

 

• Introducing centralized tenders; 

• Cost containment; 

• Trimestral Performance Monitoring and Evaluation; 

• Fill gaps in care (& tackle inequality) – health access in rural areas; 

• Upgrade emergency services; 

• Laboratories: gather diagnostic capacity leaving several pick up points, quality 

growth;  

• Reshaping hospital network, territorial and social care;  

• Organizational innovation (hub and spoke networks - hospital-territory); 
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• Technological innovation (for instance, ? 16-slices CT, mammo-graphic and 

digital angiography; ? 1.5-tesla MRI); 

• Improve infrastructural facilities;  

• Integration services, residential, public-private joint venture. 

 

The main stakeholder organisations in these projects have been the Italian Ministry 

of Health, the European Commission (EC) Directorates General for Cohesion Policy 

(DG REGIO), Employment, Social Affairs and Equal Opportunities (DG EMPL), and the 

programme Managing Authority (MA) and government funded research institutions. 

Stakeholder organisations and groups include those of patients and their families, 

care frontline and management professionals, and residents of areas where new 

care structures are launched.  

 

6.3 Project funding 

The investment strategy put in place for all three projects was supported by EU 

funds. The two small-scale projects were supported through the 2000-2006 Structural 

Fund programme with a budget of around €100,000, co-financed by the European 

Social Fund (ESF) and the European Regional Development Fund (ERDF). The current 

SF project for the 2007-2013 funding period includes a budget of around €120 million 

for new technology to improve the Sicilian healthcare system. The use of financial 

resources from the ERDF and ESF in combination as outlined has been highlighted as 

a very useful feature of the process.  

 

6.4 Experience with the process: key issues 

Against the case backdrop described above, government actors, health 

professionals and other stakeholders interviewed for this report identified a myriad of 

issues. Overall, interviewees described the procurement process of new health 

services through structural funds as “immensely time consuming and very, very 

prescriptive“.  In contrast to the majority of SF projects, a strategic mis-alignment 

between SF projects was mitigated by having individual project 

coordinators/managers working in close relationships with other SF project 

managers. Frequent meetings and a high degree of information sharing led to clear 

alignment strategies between both small-scale SF projects with the current large-

scale SF project. Interviewees across the investigated cases emphasised the  
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importance of having established clear and coherent processes and coordination 

mechanisms amongst organisations at a regional and national level. However, 

interviewees stated that coordination between EU level and regional level was 

limited with little guidance of how to best manage SF projects. Additional health 

service delivery guidance and expertise from the EU would have been beneficial for 

these SF projects.  

 

Interviewees also suggested that appropriate health project outcome 

measurements, going beyond financial measurements, would have further helped 

to stimulate innovative project outcomes. Interviewees mentioned that a lack of 

guidance and inexperience in running complex SF projects has a negative impact 

on innovation in these projects. Innovation is also further stifled by project guidelines 

which are based on outmoded principles as they were written nearly a decade 

before project realisation. Some interviews have also stated that the different EU 

funding streams cannot be utilised in tandem: “There should be more emphasis on 

seeking to reach synergies between ERDF and ESF funds. […] The integration of the 

different European funds should be improved, because now it seems that the 

division into the assistance of different funds, like the health, and so on, are too 

sectorial and too limited to itself” (Director, Managing Authority). 

 

6.5 Project challenges: contractual arrangements and inter-organisational 

relationships for innovative outcomes 

Overall, a network of complex relationships, including a myriad of project 

stakeholders, needed to be managed over the project lifecycle of all three 

investigated SF projects. The two small-scale SF projects helped to establish “[…] for 

the first time in our region the capacity and the protocols and methods for analysing 

and mitigating health inequalities” (SF Project Director). The SF project director 

explained that: “The northern regions are more developed than the southern 

regions, and also in public health there is a quality difference of the structure for 

observation in public health.  [...] The aim of this project was to support the 

programming, the planning of the policies in public health; In Italy only a few 

regions had strong registration of this, but the registration of this is the main indicator 

of our status in our population […] We needed to improve informative platform for 

disease administration; improve registration (mortality system); improve quality of 

registration system (main disease); improve methodological approach (pollution);  
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improve capacity of the system” (Health Director). Health officials realised future 

health investment strategies could not be realised with the currently 

underdeveloped health data system and reliable data collection techniques and 

analysis tools needed to be established to underpin future health investments. 

 

The first two small-scale SF projects also helped to improve emergency service 

delivery in the Sicilian region. “We started to work with the epidemiological data 

that they built in both SF projects. We integrated the emergency service. Before it 

cost us about Euros 112 million per year and services were delivered by more than 

3,000 people. The system was far too slow and expensive. These people were 

employed with part time contracts, but extraordinary fees were paid. We (Regional 

Health Department) reduced the number of people employed and gave them full-

time contracts to cut costs and to increase efficiency. We went down to Euros 103 

million per year and now we have centralised information services. We also offered 

some more services between the health facilities such as secondary transport, 

blood transport and so on. Now the emergency services are far more efficient 

thanks to the epidemiological data” (Manager, Health Regional Department). In 

addition, epistemological data collected and analysed through both small-scale SF 

projects helped to achieve more efficiency for laboratories: “We gathered the 

diagnostic capacity and we increased the quality, because we said that there are 

only a few big laboratories that make the big work. We concentrated our efforts 

and now do much more exams than before at each laboratory. Now we are also 

setting up a health value database to achieve a complete picture of the health 

situation in the Sicilian region. That means that from epidemiological data, we also 

compare the index of activity and complexity of that unit to decide if it is worthwhile 

to keep this laboratory open and running. We completely reshaped the hospital 

network including regional and social care, because we passed from 29 health 

structures to 17, including five very big hospitals. The other hospitals are second and 

third levels. We originally employed more doctors than any the other region, but did 

not have sufficient health equipment. This needs to be addressed with the current 

large-scale SF project” (Manager, Health Regional Department).  
 

These positive project outcomes were possible as a number of different public 

organisations worked closely together. Interviewees emphasised the importance of 

having close relationships with the regional health authority which was vital to make 

both projects a success. “We worked very hard to improve health service quality 

and to better understand health areas in need of further investments”  
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(Health Director). “Both projects were vital to understand and to better map current 

health service delivery. […] We worked closely with our colleagues who were 

analysing epistemological data and it paid off […] now we are able to translate 

their important data for investing funds received for our new SF project into new 

health technology. Much more evidence-based than a lot of previous projects used 

to be“ (Manager, Health Regional Department). Overall, both projects were a 

successful as stakeholders realised that they needed to “start working in partnership 

together (health officials, doctors, clinicians, patients etc.) and not against each 

other”  (Manager, Health Regional Department). 

 

However, a health official mentioned that there were “competing political agendas 

which needed to be constantly managed”. Health officials from a regional level 

stated all three SF projects faced difficulties in early project phases as there was 

limited proper guidance available from the EU. “They [DGs] do not always have the 

answers that the European Union has given through all these points has been 

sufficient to clarify all the doubts, and many doubts, many questions of the region 

have not been clearly answered. […] There is some guidance available, but when 

some questions arose, these questions at that point are more specific, more local 

questions, and it is difficult for the European Union to fully accomplish to answer 

these questions and to solve these problems. So they [DGs] said the regions have to 

solve and try a solution by themselves” (Director, Managing Authority). This view is 

supported by a manager from the Health Regional Department, stating that: “They 

talked in Europe [at DG events] about reducing inequality to access to care or to 

have more prevention and so on. But Europe [DGs] did not explain how to do it, 

what are the methods, how to support this health care system change. They did not 

have anything.” 

 

Interviewees explained the individual steps they followed in order to underpin the 

existing large-scale SF project in existing health evidence. “It all started with 

technology assessment across the Sicilian region. We counted the equipment per 

patient ratio and compared with other Italian regions. We noticed that we had the 

lowest number of medical equipment across all Italian region. It was important for us 

to ground our SF project in epidemiological evidence [collected through 2000/06 SF 

projects]. We also needed to find suitable facilities where to place the health 

equipment. The next steps will include new acquisition of technologies, adapt 

available technologies and support preventive, diagnostic care” (Manager, Health 

Regional Department). This analysis also revealed that the majority of health  
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equipment was out-dated. “For example, 10% of magnetic resonance in Sicily, was 

more than 10 years old, around 40% was between six and ten years”. Having 

conducted extensive research in both small-scale SF projects, the epidemiological 

data showed that oncological diseases and cardiovascular diseases were the main 

problems in the Sicilian region. “We need to focus on new technologies for 

oncologic and cardiovascular diseases, but have to avoid fragmentation, 

duplication, over-sizing” (Manager, Health Regional Department). The large-scale SF 

project’s objectives also needed to be prioritised: “Our SF project criteria for 

expansions were that first you have to fill the gaps, then you can spend for updating 

and then for supporting a new thing. Why? Because the money was not enough, so 

we needed to establish some criteria to make everything fit the right timetable”. 

 

A lack of guidance in combination with missing strategic alignment between 

different health project levels were identified as main obstacles for SF projects. The 

following quotes underline occurring alignment problems: “So for example, the 

Ministry of Health does not know anything on how the regions are utilising and using 

the funding, and this is very stupid because I should integrate national programmes” 

(Manager, Health Regional Department). “I find that it is a very disjointed process, 

especially in health.  [...] They [EU officials] did not really appreciate the particular 

characteristics of health, and looking at some of the other case studies, some of the 

findings that came out was that the DGs kind of spend the money, but do not really 

know how to monitor, because they do not have a particular understanding of 

health, and the special needs” (Director, Managing Authority).  

 

Auditing for all three investigated SF projects was mainly done on a regional level, 

but interviewees mentioned that missing outcome measures were problematic and 

“it sometimes felt like just spend the money and let us measure later. […] There need 

to be clear ex ante measurements in place” (Director, Managing Authority). This 

view was echoed by a manager from the Health Regional Department, noting that: 

“We make our business case and apply for the funds and then you get the money. 

But they [DGs] do not really monitor how you spend the funds.” A lack of measures 

also led to concerns regarding accountability of spending EU funds as outlined by 

the following statement: “[...] for me, accountability is a very important aspect, that 

should be emphasised, more than in the past, because everything can be 

improved, of course, but in particular, also in the region, accountability is something  
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that could really help us in the step of building something, in the application step 

and at the final step.  Accountability could be very important in order to receive 

feedback from people, from the institution involved, also in order to spend money 

probably in a correct and efficient way” (Director, Managing Authority). 

 

In the large-scale SF project, other problems were identified regarding existing 

inefficient organisational structures in the health system: “Because now each one 

wants to be a director or head of a hospital department. People want to be chief of 

the unit. Maybe we do not need unit in an organisational way, but they want to get 

more units. So, the challenge at the moment is organisational. For example, you 

acquire new technologies, and we want the technologies to be shared with all the 

services of the hospital. In the past, they (health professionals) said this is my 

equipment and the equipment will stay here, even if closed, even if you will not use 

it all the time, this is mine. Now we are going to tell all the hospitals that equipment 

must work 12 hours a day” (Manager, Health Regional Department). This quote 

underlines the need for whole system changes, including changes in health 

professionals’ attitudes towards the deployment and ownership of new technology.  

 

6.6 Overall project performance and future challenges 

The two small-scale investigated structural funds projects focused on realising a 

substantial improvement of evidence-based health services and infrastructure 

delivery based on reliable and accurate epidemiological data. Both SF projects 

formed the platform for the subsequent large-scale SF project which is currently 

being delivered in the 2007-2013 funding period. All three investigated projects are 

vital to bring about a whole health system change in the Sicilian region in Italy. 

Overall, the projects’ key features were to: 

• Move care into locally (and more easily) accessible community settings;  

• “Whole system change (away from big hospitals into community settings) a shift 

towards prevention and rehabilitation; 

• Improve support to patients (to exercise influence) through: 

o Increasing access to better healthcare support through technology 

diffusion e.g. telemedicine, local diagnostic facilities etc.; 

o A competency development programme involving health 

professionals and citizens. 
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7. Discussion and Recommendations 

This research study investigated how cohesion and public procurement policies 

may stimulate innovation in health (non-)infrastructure projects in Europe. In order to 

explore the overall aim, we aimed to further: (i) understand the institutional and 

organisational elements and processes by which individual health projects are 

delivered in selected European countries; (ii) examine how relationships between SF 

project stakeholders are governed; and (iii) examine the relationship between 

project delivery systems (i.e. relationships between partner organisations) and 

innovation in health projects. Derived from the extensive datasets collected and 

analysed across the four SF projects presented in this report, the following 

recommendations are put forward as a bundle of ideas that may be of use to 

relevant stakeholders, for instance, government executives, care structure 

managers and practitioners, patients and their families, and the EC.  

 

Overall, the context in the Brandenburg (Germany) region and Sicilian (Italy) region 

is one of a healthcare sector where the state has had a traditionally dominant role 

in the production of public goods such as health and education. A key requirement 

that transpires from the myriad of interviews with informants is that structural funds 

helped to initiate wider health system changes, but that the very bureaucratic and 

prescriptive process does stifle innovate solutions in delivering health projects. This is 

acknowledged by governmental actors, care practitioners and patient 

organisations.  

 

The Italian SF cases illustrate that with the improvement of mechanisms and analysis 

tools and procedures of epidemiological data collection, information analysis and 

sharing was substantially developed towards meeting the requirement of region-

based needs assessment. This information facilitated the design of services and their 

evaluation from a care and economic perspective and informed a subsequent 

large-scale SF project. It helped optimising staff hiring and service utilisation of 

health services and infrastructures, and enhanced the community focus of health 

reforms through patients and practitioners living and working in their localities.  

 

The study investigated how public procurement policies may stimulate innovation in 

health projects in Europe as an important component of project assessment, for the 

following reasons:  
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• Evidence already suggests that most major capital projects tend to be 

incremental and historically based. These will quickly fall short of delivering 

optimal services in face of rapidly changing needs and will ultimately deliver poor 

value for money; 

• The Structural aid process should therefore predispose projects to sustainable 

service and economic effectiveness - as representing best value for money;  

• The systems and processes should therefore be influenced by critical success 

factors that include innovation and adaptability as a means of managing rapidly 

changing healthcare priorities, systems, structures, technologies, models of care 

and funding, and now a more difficult financial climate; 

 

Practical implications  

Derived from our extensive data set, we proposal a ‘route map’ for future capital 

investment, consisting of the following ‘building blocks’: 

• Accelerate investment in data and information systems and workforce 

competence to map the nature and scale of poor quality hospital and 

healthcare facilities, and where the simple scale of backlog maintenance is no 

longer the principal criteria for spending. 

 

• Develop a better classification system to prioritise future investment: 

o Immediate (safety first) improvement in quality and safety 

o Improvement in service delivery support including modernisation and 

reconfiguration of facilities 

o Transformational change 

 

• Introduce new methodologies to assess future lifecycle investment need and 

costs for capital projects and establish a data base to enable benchmarking 

and comparability of value for money, at minimum, within country - and 

ultimately across EU states 

 

• Redefine ‘health sector’ to reflect the shift towards integrated whole systems 

models of care which span inter-sectorial boundaries.  



www.euregio3.eu – Brandenburg and Sicily 

 

33 

 

• Align, and wherever possible, integrate the capital planning and investment 

cycles of departments (and sectorial interests) to create a more coherent 

and inclusive approach to supporting new models - care pathways – for 

integrated care.  
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Appendices 

 

Appendix A – Interview guide  

Thank you for agreeing to take part in this study conducted by Imperial College 

Business School, the Health and Care Infrastructure Research and Innovation Centre 

(HaCIRIC) in cooperation with the European Centre for Health Assets and 

Architecture (ECHAA). These questions guide the data collection phase of the 

research and ensure consistency and validity across cases. Your name and position 

will be recorded; confidentiality will be respected at all times.  

 

Organisation:      

Name:                                                                           

Position: 

Contact details (tel./email):                 

Date/time: 

 

Interviewee background information 

What is your role and responsibility in the organisation? 

How long have you been in your current position? 

What is your role in this specific health (non-) infrastructure project or programme? 

Have you had any previous involvement and/or experience with health (non-) 

infrastructure projects?  

 

Public health system specifics and organisation’s background 

What are the current key public health challenges your country is facing? (Prompt: 

health infrastructure renovation/replacement; disease prevention; availability of 

healthcare information; ageing population) 

What has been the current investment strategy for health (non-) infrastructure 

projects in your country? (Prompt: e.g. funding of large scale hospitals; investment in 

new health technology, e.g. telecare; break up of large hospitals, primary care 

network)  

What are your organisation’s responsibilities in regards to this particular project? 

(Prompt: e.g. advisory; funding; construction) 

What documentation, e.g. feasibility studies, appraisal/evaluation reports, post-

occupancy studies has your organisation developed? 
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Origin of the particular health (non-) infrastructure project  

Please describe the main characteristics of the project considered. (Prompt: project 

objectives; new build; refurbishment; size) What are the particularly interesting 

specific features of this project? (Prompt: e.g. funding structure; tendering process, 

e.g. possibilities to open up bids to alternative ideas; competitive dialogues 

between purchaser and supplier; economic circumstances of this project; country 

specifics; public health profile of the region/country; ICT, IT services; organisational 

changes)  

Which were the main factors that stimulated this project? (Prompt: perceived 

regional/national need, EU policy guidelines, national SF allocation; specific needs 

assessment and analysis) 

How were healthcare services provided before facilities provided by this project 

existed? (Prompt: has the project augmented/complemented/renovated existing 

facilities or provided new) 

What has been the duration of the project?  

Can you please give me a chronology of milestones for this project? 

At which stage is the project at the moment? (Prompt: bidding/contract 

negotiation; construction; operation) 

How have risks and rewards been allocated within the project? Why has this 

approach been chosen? (Prompt: e.g. regulation guidelines)  

 

Health (non-) infrastructure project funding and procurement 

Please describe the process of developing the business case for the project.   

Which finance mechanism and procurement mode were chosen for the project? 

(Prompt: private capital, EU Structural Funds, national funds; PFI, other)  

Why did your organisation decide to finance the project in this manner? (Prompt: 

would the project have gone ahead if it were not for EU support? 

Which alternative procurement/funding options did your organisation explore? 

(Prompt: EU funding) 

Why did this particular project qualify for EU funding?  

Please describe the process of funding negotiation for this project.   

Has there been synergy, or contradiction between different funding instruments, or 

EU policies in the case of this health (non-) infrastructure project? 

How does the funding process encourage innovation? (Prompt: what are the levels 

of innovation?) 

How does DG REGIO scrutinise the implementation process and outcomes of this 

project? 
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Does DG REGIO exert influence on individual healthcare projects through the 

different project phases? (Prompt: across bid/contract, construction and 

operational phase) 

 

Contractual arrangements in the project 

Please tell me about the contracting arrangements in this project (Prompt: prime 

contractors, subcontractors, specific project or service providers; how do they 

relate to each other contractually) 

Are there operations and performance outcome measures included in these 

contracts? Which are these? (Prompt: on time measures for bid/contract 

negotiation and build phase; budget measures for overall project; on time & 

budget completion; quantitative measures ie reduction of chronic patients) 

Have there been any changes to these agreed performance measures over the 

project’s duration? 

Are there opportunities for public authorities to condition or specify innovative 

outcomes or solutions through contractual performance requirements?  

 

Inter-organisational relationship characteristics  

Who are the key partners (beneficiaries) and what are their roles in the project? 

(Prompt: private organisations, e.g. construction company, banks, and public 

organisations, e.g. various government departments; socio-economic partners e.g. 

care professional and patient groups; supranational organisations, e.g. EU; ECHAA) 

How would you describe the primary inter-organisational (public-private) 

relationship? (Prompt: confidence in the reliability of partner’s promises; Did the 

partners already collaborate in other projects?) 

How often do partners involved in this project communicate? (Prompt: regular 

meetings; team building events; social events; e-mail and/or telephone exchange, 

etc.)  

What was the previous experience of project partners in similar projects and 

contractual arrangements supported by the Structural Funds?  

What has been done to bring about integration between the different project 

partners, delivery stages, operational modes, or services? (prompt: collaboration 

among partners; uninterrupted project delivery; service integration; team co-

location) 
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Innovation during the project planning phase 

Please select one or more examples during the project planning phase which 

illustrates an innovation (such as a product, process, or organisational innovation) in 

this health (non-) infrastructure project and describe how this has come about 

(Prompt: stipulated in the contract or by policy documents such as public 

procurement; joint initiative between stakeholders; affordability/risk concerns etc.) 

 

Innovation during the project build phase 

Please select one or more examples during the build phase which illustrates an 

innovation (such as a product, process, or organisational innovation) in this health 

(non-) infrastructure project and describe how this has how this has come about 

(Prompt: stipulated in the contract or by policy documents such as public 

procurement; joint initiative between stakeholders; affordability/risk concerns etc.) 

 

Innovation during the project operational phase 

Please select one or more examples during the operational phase which illustrates 

an innovation (such as a product, process, or organisational innovation) in this 

health (non-) infrastructure project and describe how this has how this has come 

about (Prompt: stipulated in the contract or by policy documents such as public 

procurement; joint initiative between stakeholders; affordability/risk concerns etc.) 

 

How has this project been influenced during the above phases by changing policy 

and market conditions? (Prompt: legislation/directives changes; funding structure; 

risk assessment)  

Overall, what are the factors hindering or facilitating the innovations you have 

described? 

What has been the attitude towards risk of different partners when considering 

innovative solutions?  

  

Overall project performance and future challenges 

How well is this project performing against the identified key performance 

measures? 

What are the next key milestones for this health (non-) infrastructure project?  

What are the major concerns/uncertainties in managing these long term healthcare 

projects for your organisation? Do you envisage any challenges over the next few 

years for this project?  

How could the future scope, scale and process of structural aid be improved?  
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Additional information 

Is there anything else you would like to add or clarify? 

Could you please point out any additional information or sources that would 

support this research? (Prompt: e.g. government reports; company documents; 

other) 

 

Please advise if other organisations and/or individuals will be able to provide 

additional responses. 

 

Contact Information:  

 

Dr. Jens Roehrich 

 

Lecturer in Operations and Supply Management  

University of Bath | School of Management | Bath, BA2 7AY, UK 

email: j.roehrich@bath.ac.uk 

phone: +44 (0) 1225 385 060 

fax: +44 (0) 1225 386 473 

webpage: http://www.bath.ac.uk/management/faculty/jens-roehrich.html 

Linkedin: http://www.linkedin.com/in/jroehrich 

 

 

When the research was conducted: 

Dr Jens Roehrich, Research Associate at Imperial College Business School / Tanaka 

Building / South Kensington Campus / London SW7 2AZ, UK 



www.euregio3.eu – Brandenburg and Sicily 

 

40 

Appendix B - Record of Fieldwork   

 

Country Contact Organisation (position) Interview length  

Germany  Professor Dr. Dr. 

Kurt Schmailzl  

Head, Ruppiner Kliniken GmbH; 

Potsdam / Germany 

Semi-structure 

interview 

(phone) – c. 

45mins 

 Professor Dr. Dr. 

Kurt Schmailzl  

Head, Ruppiner Kliniken GmbH; 

Potsdam / Germany 

Semi-structure 

interview 

(phone) – c. 

30mins 

 Professor Dr. Dr. 

Kurt Schmailzl 

Head, Ruppiner Kliniken GmbH; 

Potsdam / Germany 

Semi-structure 

interview 

(phone) – c. 

45mins 

 Professor Dr. 

Dr. Kurt 

Schmailzl 

Head, Ruppiner Kliniken GmbH; 

Potsdam / Germany 

fon +49 (0)3391 39 3100 (hosp); 

mobile +49 (0)174 18 41046; 

kjgs@gmx.net 

Semi-structure 

interview (1h) 

 Mr Stefan Bauer  ZAB; team member; 

Gesundheitswirtschaft / Team Life 

Sciences 

Semi-structure 

interview (1h) 

 Dr. Susanne Reif  ZAB; Head of Group; 

Gesundheitswirtschaft / Team Life 

Sciences 

 

ZukunftsAgentur Brandenburg GmbH 

Steinstraße 104–106 

14480 Potsdam 

  

Fon:     +49 (0)331 660-3171 

Fax:     +49 (0)331 660-3210 

E-Mail: Susanne.Reif@zab-

brandenburg.de  

 

Semi-structure 

interview (1h) 
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Italy  Giada Li Calzi Health Regional Department; 

Manager in Assessor’s technical 

secretariat 

 

Dirigente - Esterno       

091-7075620 

giadalicalzi@gmail.com 

Semi-structure 

interview (1h) 

 Giada Li Calzi Health Regional Department; 

Manager in Assessor’s technical 

secretariat 

 

Semi-structure 

interview (1h) 

 Fabrizio Campisi ISMETT, the Mediterranean Institute 

of Transplant and Eyecare; Director 

of grants and project management 

division 

Semi-structure 

interview (1h) 

 Maria Tiziana 

Rotolo 

 

ISMETT, the Mediterranean Institute 

of Transplant and Eyecares; Director 

of grants and project management 

division 

Semi-structure 

interview (1h) 

 Emanuelle Villa Planning Department of Sicily Region 

(Management Authority) - Director 

Semi-structure 

interview (1h) 

 Alberto Dosh 

 

Planning Department of Sicily Region 

(Management Authority) - Member 

of the evaluation group for public 

investment policies 

Semi-structure 

interview (1h) 

 Professor Dr 

Aurelio Maggio 

Haematologist; Hospital of Palermo  Semi-structure 

interview (1h) 

 Focus group with 

Antonio Russo + 2 

colleagues  

 

Head of Department (unit of 

molecular oncology section) and 2 

colleagues  

Semi-structure 

interview (2h) 
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 Salvatore 

Scondotto 

Dirigente Servizio 2 Promozione della 

salute  

Resp. U.O. Registri di popolazione  

Dipartimento Attività Sanitarie e 

Osservatorio Epidemiologico  

Assessorato Sanità Regione Siciliana 

 

salvatore.scondotto@regione.sicilia.it 

Semi-structure 

interview (1h) 

 Gabriella 

Dardanoni (+3 

colleagues)  

 

Dott.ssa Gabriella Dardanoni  

 

Dirigente Servizio 2 Promozione della 

salute  

Resp. U.O. Registri di popolazione  

Dipartimento Attività Sanitarie e 

Osservatorio Epidemiologico  

Assessorato Sanità Regione Siciliana  

 

 

Tel.      +39 091 7079236  

Fax.     +39 091 7079333  

 

e-mail: 

gabriella.dardanoni@regione.sicilia.it 

Semi-structure 

interview (2h) 

 Carlo A. Perucci  

 

Direttore Scientfico del Programme 

Nazionale Esiti (PNE) - Roma 

 

Semi-structure 

interview (1h) 

 


