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Improving the Focus on Strategic Capital Planning and Investment 
 

Barrie Dowdeswell 
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Our joint accountability – in the health sector 

Improvement in	

the health of the	


population	

	

	

      Personal care	
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     Financial investment in a capital asset 

 
                    “To further the core business of the enterprise” 
 
     Improved health status and reduction in health inequalities, with the 

secondary aim of generating economic benefit  
 
§  “A successful public project is one that:  

§  contributes significantly to the fulfillment of its agreed objectives  

§  it should have at worst only minor negative unintended effects  

§  its objectives should be consistent with societal needs and priorities, 
and 

§   it should produce the intended long-term benefits.”  
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  What does capital cost* ? 
§  As a % of overall health expenditure 
§  As a % of local health economy budgets 
§  As a % of hospital operating cost 
§  Can you afford it? 

How do you translate service need into capital solutions 
§  What evidence and methodology is used 
§  How does it compare – and with whom 
§  How will it respond to changing need 

What does it deliver, in measurable terms ? 
§  As improving cost efficiency 
§  As a contribution to performance management targets e.g. w/

lists 
§  As a contribution to clinical outcomes 
§  As a contribution to health gain (improved health status) 
§  As a contribution to the local economy 
 

Evidence-based decision making 
 Simple questions – why are you making an  
Investment, how effective will it be and how will you know? 
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Has ‘new’ capital investment made a difference       
It depends on perspective 

Tactical viewpoint 
 

§  Hospital (facility) modernisation 
§  Reductions in waiting times 
§  Better quality and satisfaction 
§  Improved safety  
§  Meets public expectations 
§  Improved workforce attraction 

and retention 
§  Frontier medicine – at a price 
But 
§  Large deficits 
§  Continuing evidence of 

underinvestment / wrong 
investment 

  

Strategic viewpoint  
 

§  Widening health inequalities 
§  Unresponsive to new / growing 

needs 
§  Chronic ill 
§  Elderly 

§  Lack of provable / measurable 
impact on population health 

§  Failure to tackle ‘avoidable’ 
admissions – perverse service 
payment models 

§  Limited technology diffusion 
§  Financially unsustainable 
§  Missed opportunities 
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§  We have very little understanding about how well our 
hospital (capital) sector is performing  

§  Most performance assessment is geared to political 
cycles 

§  We should know a lot more about impact on the health 
status of the population – over time 

§  The conclusion – ‘we do not do strategy’ at all well 
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Agenda for today 

§  Understanding the changing context for healthcare 
investment 
§  Tactical 
§  Strategic 

§  Service to capital translation – how do we arrive at new 
solutions? 

§  The shift towards integrated care and the role of new 
technologies 
§  Making more effective use of structural funds 
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Context – a re-examination 
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Health and the citizen 

Time to reconsider the partnership 
 
§  Individuals inherit an initial stock of health that depreciates with 

time 
 
§  They can invest to maintain and increase this stock 
 
§  The role of government is to facilitate and support that 

investment 
§  Advice to compulsion 
§  Cure to care 

§  Failure is costly 
§   for the individual in terms of morbidity or mortality  
§   for governments in terms of economic stability 

The patient as “co-producer of care” 
- 	

Will change the focus and location of 
healthcare investment	
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Why we need to reconsider spending priorities 
Making the links and transition is the problem 

•  Society has become expert in 
the production of chronic illness 
•  Leaving intervention too late is the  
main contributory factor in sustaining 
an expensive hospital-centric model 
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The populist view of 
healthcare 
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Another view of healthcare 

De Rietvinck, Integrated  Housing and Elderly Care  

Ageing 
with dignity 
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Health and the economy 
The secondary sector 
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We have been repeating patterns of investment  
in health infrastructure from the70s, 80’s and 90’s 
  

§  It is now clear that the hospital centric model does not look relevant or 
sustainable looking ahead over the next two decades 

§  We have some good ideas about what to change – and how 
§  We routinely fail to persuade the stakeholders 

 

§  We often fail to gather the right evidence – and use it transparently 
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The challenges ahead 
What the evidence is telling us 
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The challenges for the capital domain - the 
mega trends in healthcare (1) 

§  Healthcare need in transition 
§  Demography 
§  Epidemiological trends – the surge in chronic illness 

§  Affordability vs expectation 
§  New technology expectation  
§  Patient and professional perceptions of quality 
§  Competing government priorities 

§  Evidence based change 
§  Changing healthcare priorities 
§  Better structures and systems 
§  Health impact assessment 
§  Technology impact – the eHealth revolution 
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The challenges in the capital domain - the 
mega trends in healthcare (2) 

§  What (many) Governments are thinking about change 
§  Creating a (more effective) market in healthcare 
§  Strengthening commissioner power  
§  New more efficient European and global providers  
§  EU cross border health ‘tourism’ 
§  Transparency and accessibility of information 
§  The patient as co-provider of care 

§  What the EU is thinking about change 
§  Europe (2020) strategy impact 

§  What some Governments are still doing 
§  Squeezing more out of the same 
§  Hoping health will be given higher priority – more funding 
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How we got our planning wrong, an obsession with beds 
A case study from Ontario Canada (pop 13 m) 

We often reduced bed numbers by closing small ‘inefficient’ community facilities 
Probably the wrong decision 
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The acute hospital (GDP) affordability trap 
Beds as a (spurious) measure of efficiency 

 
 
Service driven improvement 
§  We are doing more things better with the assistance of better evidence and 

technology 
 
Central performance initiatives 
§  A tendency to tactical decisions – bed ratio comparisons 
 
Manipulative tactics 
§  Cost (patient) shifting between health agencies 

§  Why have we fallen into a trap 
§  We used beds as a measure of efficiency 
§  We presumed that bed reductions would continue 
§  We did not fully understand the evidence 

 
www.euro.who.int/en/home/projects/observatory 	
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Closer scrutiny of the evidence 
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Hospital 
Hospital 

 
 

Public  
Health 
 - 1950 

Acute 
 Care 
1950 - 
- 2010?  

Chronic  
Illness 
 2008 - 

Aged 
Care 
2015 - 

Community 
& 

lifestyle 
support 

Re-emergence 
           & 
revitalisation 

Compression 
impact 

 Healthy 
 ageing 

Hospitals are facing serious demographic  
and epidemiological driven change but  
are proving remarkably resilient 

Flashpoints 

Here now 

 PPP	
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Interpreting data 

The hidden dimension  
of the chronic ill 
and elderly 

The real problem was 
absence of community support  
– but the ‘interpretation’ of data was used to justify more acute beds 



23 

We often adopt a selective approach to the 
evidence 
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A big increase in age related dependency, 
CEE 
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Ageing - Silent epidemics (1) 
Gradation of incidence of fractures across 
Europe – an age related problem 

Mediterranean   Eastern   Mid    Northern 
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Deaths -   
24% women,  
33% men  
die within one year 
By the time your read this 
10 people will be predisposed  
to early death in Europe 

Little evidence of  
forward planning 
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Strategic response - now 

§  Local population needs assessment 
§  Profile against public health evidence 

§  Map against current capacity 
§  Benchmark current performance 
§  Consider service consolidation 
§  Create new capacity 

§  New capacity 
§  Scenario assessment – e.g. drug therapy for osteoporosis 
§  Develop resizing / exit strategy from (extra) capacity if not needed 
§  Consider specialist ‘niche’ new entrants on term contracts 

§  SF relevance 
§  Health inequality 
§  Healthy ageing 
§  Economic contribution – reduced cost burden / safeguarding employment pool 

(family support) 
§  Cross border care 
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The silent epidemics (2) 
A significant co-morbidity 
We could also add Diabetes, CHD, COPD 

Neurological disease and degeneration  
§  The Estimated number of people living* with dementia in the EU is 

between 5.3 and 5.8 million people.  
§  This represents between 1.14% and 1.27% of all European 

citizens. 
§  by 2050: 

§   Figures will double in Western Europe, and  
§  Treble in Eastern Europe 

§  They represent a considerable proportion of people ‘on hold’ in 
hospital 

•  “People should not suffer from Dementia, they should be 
supported to live with it, it is a normal part of ageing”  

                                                   Britt Ostland, Lund University
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The impact of an ageing population, Ontario, Canada 
Future hospital need 
A major design issue - a major change in functionality  
 

Ontario has 7 years to reconfigure a significant element of hospital stock 

Early onset 
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But a lot of our new hospital design is going 
in the wrong direction 
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Kymenlaaso Region, Finland	
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A combination of societal value	

and economics	
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Extending the scope and scale of the analysis 
Why we need to think differently for all patient 
groups 

§  Snapshot (one day) survey of 600 in-patients, UK Teaching 
Hospital 

 
§  50 queuing for diagnosis, not acutely ill 
§  50 in ‘assessment’ 
§  200 receiving acute care 
§  300 in recovery / rehabilitation or awaiting discharge – or 

death 

§  70% of patients were over 60 

 Black, NHS Confederation	
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Community support aided by Technology Diffusion 
and evidence based contemporary knowledge – 
offer new ways forward 
 

The first 50 Immediate local community access 
diagnosis - eHealth 

The next 50 ‘in assessment’ Deal with the least ill first on an 
avoidable admission basis (only 1 in 
200 admissions is likely to need 
urgent surgery) – Medical 
reorganisation 
 

The 200 ‘acute patients’ Think about grouping to match the 
skill sets of staff and the high 
technology re-profiling of hospitals – 
the patient acuity model - Flow 

The 300 ‘recovery / rehab patients’ A new environment and recognition 
of the skills and support required – 
wellness not sickness – and dying 
with dignity. – eHealth  / telecare, 
social care 
 

The 600 patients	
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The beginning of transformational change 
Chronic Illness           Ageing 

Care setting 
• From: Hospital-based care (accident and emergency, in-patient wards, day-
case surgery, outpatient clinics) and general practice 
• To: A community-based out-patient clinic which operates openly as a multi-
agency, one-stop shop.  
Nature of intervention 
• From: Specialized clinical treatment 
• To: At-a-distance IT monitoring, secondary prevention and psychosocial 
support.  
Duration of care 
• From: Extended in-patient admission 
• To: Health provision from multiple service settings, including health and 
social care and the voluntary sector. 
Social construction of the patient 
• From: Passive and dependent 
• To: An engaged co-producer with rights and responsibilities. 
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Transformational impact in the hospital sector 
Old and New 

§  Patients use the system in a series of 
unconnected episodes  

§  Patients are dealt with in batches and 
spend most of their time in the system 
waiting 

§  Patients are treated as though their 
time is free  

§  Services are designed around the 
historic way providers are structured  

§  Patients go to hospital for routine 
monitoring 

§   Interaction is face-to-face and one-to-
one 

§   Providers determine follow-up and 
re-referral  

§  Patients often die in hospital when 
they would have preferred to die at 
home  

§  Health systems develop methods to 
manage the whole pathway of 
disease  

§  Patients flow through the system 
with minimal waits. Sweating the 
assets is less important than 
achieving a smooth flow through the 
system 

§  Time-poverty of patients - moving 
information and staff rather than 
patients becomes a more accepted 
principle 

§  Home-based technology and 
diagnostic equipment outside the 
hospital to reduce the use of 
hospitals 

§   Patients can initiate follow-up 
§   Patient plans for end-of-life care   

Work process  
systemisation 
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Patient flow and new clinical themes  
the new Solna Karolinska, Stockholm 

(outpatients) Inflammation/	

Regenerative med	
 Cancer	


Neuro/	

Cardio vascular	
 Children 
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Divergence over models for change 
But a growing consensus about the care pathway 
model of service integration 

Top down ‘controlled’ structural reform 

§  A population based healthcare 
masterplan  

§  Integrated implementation policy 

§  Service and capital resource 
realignment strategies 

§  Top down direction of financing 
priorities and ‘allocation’ of 
resources 

§  Public engagement strategies 

Market driven change 

§  Declaration of central policy aims - 
for commissioners 

§  Establishment of ‘arms length’ 
commissioning influenced by local 
needs  

§  Patient choice led competition 

§  Liberalisation of hospitals, greater / 
complete autonomy 

§  Ease of entry for new providers 

A paradox at the heart of European Healthcare Reform 
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Pathways - are a simple concept, 
the project management of (whole) disease 
- internalised (within hospital) or 
- externalised (integrated across sectors) 
 

Patient care / treatment trajectory 

The patient locale 

The hospital 
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Home    Community   Hospital   Intermediate    Residential 

Disease / 
patient 
groupings e.g 
•  copd 
•  chd 
•  mother/child 
•  cancers 

Organisation   Funding   Incentives    Outcomes  Systems 
integration 

Organisational and funding focus 

Care pathways   Models of care incorporating systemised care principles 

The transforming principle 
Population-based systemised care delivery 

Redistributive approach to  
new models of care 
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Core business - health outcomes 
Source; ECHAA Capital Study 

Scale and nature of  
integrated patient centred 
(CP) principles of planning 
and investment 

Cost efficiency 
benchmarks, 
targets  
standards etc 

Institutional 
systems 
efficiency 

Whole  
systems 
effectiveness 

C
os

t 
ef

fe
ct

iv
en

es
s 

PFI 

Cox 

RK 

Orb 

Relevance, impact and sustainability – over time 

Grn 

Tr 

Private 

 NfP 

 Public 

Aravind &  
Narayana 
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Innovation is a key factor 
Productivity growth, Output per hour, 

1954=100, US 

Source: Boston Consulting Group, The Economist, A special Report on Innovation, October 13th 2007, pg 4. 

Innovation 
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Changing the focus of healthcare 
The impact of applying the evidence to the hospital 
system 

Mother and child services	


Acute care	


Chronic illness	


Age related care	


Emergency care	


Between 30%	

& 50% have no	

need for	

hospitalisation	


Shift towards	

ambulatory	

care	


More 	

specialisation	


Regional 	

centres	


Counterbalancing	

local services	


We know the theory –  acting on evidence is the problem	
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What structural and transformational  
change means 

Core services	

•  Emergency	

•  Mother & Child	

•  Acute care – 	

  reduced volume	


Acute chronic	


Elderly	

Co-morbidity	


Primary care	

Hosp avoidance	
 Social care	


New	

providers	
Admission 

avoidance	


Outreach	


Outreach	

Vertical integration	

of hospital / community	

based services	


New capital 	

investment	


Tertiary specialist	


Resizing	

over time	


Hospital	


Community	
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Integrating social care 
Relationship between social welfare spending and  
all cause mortality in 18 EU countries, 2000 
But Governments tend to cut social spending 
 to protect healthcare 

Stuckler D et al. BMJ 2010;340:bmj.c3311 ©2010 by British Medical Journal Publishing Group 
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The trajectory of change	
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Reconfiguration 
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Total costs of social services and health care 

Primary care 
Secondary care 

Nursing homes and  
other services for 
elderly 

National insurance for sick leave, 
medicines,”private sector”etc.  

Finland Lahti Region 
Looking at the bigger (integrated) picture 
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Future organisation of Päijät-Häme  
Social Services and Health District 
Moving to a disease management model 

Federal Council 
Administrative Council  

Chief executive 
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Environ- 
mental 
Health 
Care  

Rehabilitation 
Centre and  
Acute care 
In Primary 
Care  
 

 
 

Administrative 
Centre and  
Technical etc  
services 

Laboratory  
Centre  

Central  
hospital 

Local  
Health and 
Social  
Service 
Centre 

Assisting board 

First Aid 
Centre 

Children and young people 
Adults´somatic care 

Elderly people including dementia 

Psychiatric care and misuse of drugs 
Handicapped people 

Role of health 
promotion 

Finland Lahti Region 
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Opportunities for change  
 
Opportunities for SF financed shifts 
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Needs based planning – taking the longer strategic 
view – using eHealth capability 
 

Mortality mapping, Finland 

SHAPE, NHS 
Mapping the co-relation  
between deprivation and  
health facilities 



54 



55 The modular adaptable design hospital 
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The transforming potential of technology  
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Extended	  school	  	  with	  	  community	  health	  care	  centre–	  	  
Kooiplein	  Leiden	  	  
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“Speckled living”: Sargfabrik 
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Acute treatment 
Whole systems integration 
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RK Integrated performance strategy 
Patient streaming and admission avoidance 
wherever possible 
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Integrated care	

Northern Ireland	
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Coxa, Tampere, Finland 

Specialist elective  
orthopaedic facility 
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The European (global) health citizen  
  Cross border care - a new dimension of change 

§  Full European healthcare mobility 
§  Within 10 years? 

§  Global health tourism 
§  Insurance freedoms “soon” 
 

§  Access to knowledge will create opportunity 
      and stimulate change  

§  Comparative clinical outcomes (including HAI rates) 
§  Comparative environmental standards 
§  Comparative accessibility 
§  Comparative cost 

§   The EU eHealth agenda – is a key factor in this strategic policy shift 

Country Hip replacement 
cost 

UK £8,000 

France £5,000 

Estonia £2,712 

Why the variance	

 - and what role	

does capital play?	
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The digital revolution is one of the key 
transformational change factors in today’s 
health systems 

http://www.medicinenet.com/slideshows/article.htm	

	

http://www.nlm.nih.gov/medlineplus/copdchronicobstructivepulmonarydisease.html	

	


Current SF	

Programme €5 bl	

BUT ----	
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Trends in European health policy development 
Future capital investment must support – not lead 

§  From a curative to an avoidance strategy 
§  The revitalised public health agenda 

§  From hospital centricity to whole systems integration 
§  From treatment episodes to disease (care) pathways 

§  Partnerships - the patient as an ‘informed’ co-producer of care 
§  Public Private Partnerships – increasing diversity  

§  Central government devolution, local ‘ownership’ and autonomy 

§  Patient choice 
§  Open markets - Netherlands 

§  The ‘gatekeeper’ patient choice agenda, UK, France, Finland, Estonia  

§  Cross border care 

§  Better health and economic value – what works, what doesn’t 
§  Measuring the health gain and economic contribution 

§  Achieving lifecycle sustainable value 
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A new focus and vision for healthcare is emerging 
SF is a means of helping resource achievement 
But first you must have a vision 

Thank you for your attention 


