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eHealth and Health Infrastructure 
 
The relationship between eHealth and Health Infrastructure in future healthcare investment strategy 
 
Health has often been described as a ‘Knowledge Intensive Service Industry’. Over time, the impact of new 
knowledge combined with tipping points in the nature of healthcare demand have generated periodic cycles 
of transformational change. Examples include the public health-led conquest of communicable disease, the 
development of the acute general hospital (economies of scale and scope in clinical workforce and 
technologies for interventional treatment) and the shift of care of the mentally ill from institutions into 
community settings.  
 
The advance of clinical knowledge and technologies focused on acute care has continued to expand, such 
that within many health systems the hospital-centric focus of healthcare delivery has become the default 
and dominant care model, at least in terms of public perception and resource allocation, and for SF a major 
investment focus. This position is now rightly under challenge. A combination of factors has come together 
to suggest that healthcare is entering a new cycle of transformational change: a shift away from hospital-
centricity towards a more pluralistic model, one which capitalizes on the potential of the digital revolution, 
or rather revolutions – eHealth in its widest dimensions.  
 
The challenges to hospital centricity and continuing large-scale capital investment 
 
The challenges - by now well rehearsed, even if the implications so far have not been well absorbed in terms 
of future capital asset strategy - are: 
 

• The major demographic and epidemiological transitions (ageing and chronic illness) in society; 

• The affordability of unrestrained technology diffusion; 

• The sustainability of the high cost of the hospital-centric model in face of the twin pressures of the 
current downturn in European economies coupled with the impending medium and long term (age-
gap) pensions and entitlements crisis; 

• The sheer scale and affordability of much needed modernisation of hospital buildings across the ‘new 
12’ EU Member States of Central and Eastern Europe and the Mediterranean, still more looking 
forward to Candidate countries; 

• The high carbon footprint of large-scale energy-intensive buildings. 
 
It is now also clear that much of the infrastructure growth within the health sector in recent decades has 
been financed through easy access to credit without due regard to the return on investment delivered, for 
example weaknesses in evaluating impact: 

• Improvement in population health status 

• Health outcomes 

• Integrated (better and more effective and efficient) models of care 

• Economic benefit and financial sustainability 
 
 
The evidence for change 
 
The OECD in its 2004 Health Project Towards High-Performing Health Systems identifies “promising 
directions for health policy”. These include dimensions that have a direct bearing on the infrastructure 
agenda, illustrative are: 
 

• Increasing Health System Responsiveness - for example by stimulating new initiatives to reduce 
waiting times for elective surgery, offering greater and better informed patient choice, and 
incentivising better quality and value for money through targeted payment systems; 

• Ensuring sustainable costs and financing – moderating the rate of growth in spending through a 
combination of new budgetary strategies and monitoring the impact on health system performance; 
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• Increasing the efficiency of health systems – managing demand better (by implication, routing 
patients to the most relevant part of the system), with the acute hospital as the provider of last 
resort. An option is to use technology assessment to promote informed decision-making about future 
investment, and technology-management approaches that take health outcomes into account and 
promote cost effective health-care delivery; 

• Improving overall health system performance – investing to a greater degree in health data systems 
to improve the organization and delivery of healthcare. 

 
The recent (2009) publication of a joint study of the capital dimension of healthcare systems across Europe 
(1) by the European Observatory on Health Systems and Policies and the European Centre for Health Assets 
and Architecture (ECHAA) has itemised the significant variability across Europe in how hospital and health 
infrastructure strategy is responding to new challenges, and the extent to which principles such as those 
discussed in the OECD project are influencing thinking. The most promising and progressive case-study 
projects studied share some remarkably similar defining characteristics. Prominent among these (relevant 
directly to the eHealth agenda) are: 
 

• Using integrated care pathways to reposition (and resize) the hospital in the trajectory of patient 
care, necessitating the reshaping of the portfolio of complementary infrastructure investments; 

• Adopting new patient flow and systemised care processes as the future basis for capacity planning 
and hospital (infrastructure) design; 

• Shaping the structure and configuration of hospitals and defining new clinical organization groupings 
dependent on patients’ medical needs – a shift away from departmental territorialism based on 
patient syndromes towards a multi-disciplinary concept of care; 

• Embracing the principle of hospital avoidance (wherever relevant) through vertical integration of 
services, including a greater focus on integrated outreach service delivery; 

• Ensuring lifecycle response to changing clinical care and workforce needs, through new approaches 
to design flexibility and adaptability of buildings; 

• Adopting the latest digital (eHealth) technologies as an integral and critical part of project 
development and implementation. 
 

Underpinning these change characteristics is a wider factor: the repositioning of future investment to 
provide better and more support to the patient as co-producer of care. 
 
Realising the benefits of better integration between capital asset and eHealth strategies 
 
The ‘Capital Study’ cited above (1) produced surprising evidence of the lack of co-ordination between 
capital asset strategy and eHealth policy initiatives. In general, projects that demonstrated a weak or non-
existent integration of these twin dimensions of healthcare investment fared poorly in comparison against 
those (few) projects that were successful in recognizing (and acting to achieve) the benefits of integration. 
Furthermore, these findings have been duplicated in the current Euregio III study on the use of EU 
Structural Funds to support investment in the health sector (2), where there appears to be a similar 
disconnection despite the level of eHealth funding in the current programme (2007/13) equalling the levels 
of spending on physical capital infrastructure.  
 
This lack of coordination suggests the need for action to stimulate new thinking and better planning 
methodologies and processes in order to realize the undoubted benefits available from closer integration of 
eHealth and capital planning. This could be defined in distinctive groupings, for example, in line with the 
OECD suggestions. Routes forward include action to: 
 

• Improve and integrate data systems, to achieve immediate improvement in linking operational 
services with asset utilization strategies aimed at quality and efficiency; 

• Recognize that ICT (eHealth) platforms should form part of the core conceptual development of 
all infrastructure investment - for example, to enable the benefits of planning based on pathway 
and systemized care models to be fully realised; 

• Use eHealth knowledge to stimulate and facilitate future patient and professional mobility, as a 
step towards implementing policies built on the principles of the patient as co-producer of, and 
through this reshape thinking about the sizing and configuration of future hospital investment; 
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• Integrate eHealth development and new capital thinking to generate new ideas that lead to 
transformational change in the way services are delivered: put simply, to liberate service delivery 
from the constraints of conventional capital infrastructure models; 

• Promote these new opportunities as a means of overcoming the legacy (investment) problems 
facing many of the new Member States as regards their hospital infrastructure. 

 
 
Conclusion  
 
There is no shortage of exemplars of good practice within both the eHealth and capital infrastructure 
arenas. It is seems a paradox that better progress has not been made in achieving seamless integration of 
this knowledge and technology. The answer may lie in part in timing and scale. Most capital projects involve 
considerable lead-time in planning and procurement, 10 years is not unusual, and therefore most projects 
currently under way had their genesis in the early stages of the eHealth knowledge explosion. eHealth 
projects on the other hand have tended to be of comparatively small scale and widely dispersed in location 
and scope. They may of themselves (or even in combination) lack sufficient critical mass to change thinking 
about the heavier weight capital models as the dominant means of delivering healthcare. In other words 
eHealth investment is often seen as additional and complementary to mainstream capital.  
 
Many of the leading edge capital projects highlighted in the Observatory/ECHAA capital study, however, look 
towards eHealth models - displacing the need for and cost of estate capital, and as a means of designing 
services that place the patient at the centre of the model of care and the investment that supports it. These 
precedents point the way forward but knowledge and competency in following this lead is patchy and 
fragmented within the EU.  
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