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Optimising Health through Application of EU Structural Funds 

Learning lessons to inform regions in the 2007-2013 period and beyond

Barrie Dowdeswell
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European Centre for Health Assets and 
Architecture (ECHAA)

A core Euregio Partner

 A Europe-wide organisation 

 First point of reference for evidence-based knowledge relevant to 

capital asset strategy for healthcare in Europe.

 focal point for academic and research organisations, NGOs and other 

associated groups with an interest in, or working in the field of 

health infrastructure.

 Collaborative opportunities for new knowledge generation and 

funded research projects.

 A bridge between the public and private sectors relating to all 

dimensions of capital assets. 

 Strategic advisory and peer review services, as a new resource for 

the European healthcare sector.

 Training and skills and competency development, principally in the 

form of masterclasses, workshops, seminars and policy briefings.
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Principal research 

Pan-European perspectives on capital asset 

strategy

Investing in hospitals of the future. Copenhagen: World Health 

Organization, on behalf of the European Observatory on Health Systems; 

2009. http://www.euro.who.int/observatory/Publications/20090323_1.

Capital investment for health: case studies from Europe. Copenhagen: 

World Health Organization, on behalf of the European Observatory on 

Health Systems; 2009. 

http://www.euro.who.int/InformationSources/Publications/Catalogue/20090

908_1

A review of the effectiveness of EU Structural Aid investment in 

healthcare and health infrastructure infrastructure – Euregio III 

ongoing

http://www.euro.who.int/observatory/Publications/20090323_1
http://www.euro.who.int/InformationSources/Publications/Catalogue/20090908_1
http://www.euro.who.int/InformationSources/Publications/Catalogue/20090908_1
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The Challenges facing healthcare

Global Trends
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Who are we doing this for?

• Citizens of Europe

• SF Investment is about

European solidarity
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Health and the State / Region

The need to demonstrate the benefit of healthcare 

investment – a ‘fair share’ of resources
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McKee et al LSHTM
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Health and the citizen

Is the balance of responsibility changing?

Will unevenness add to European inequality?

 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

 From advice to compulsion

 From reaction to interaction

(Structural Funds form part of this investment in human capital)

 Failure is costly

 for the individual in terms of morbidity or mortality 

 for governments in terms of economic stability
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Almost everything is changing – faster 

than we think

 Lifestyle

 Healthcare needs

 Clinical technologies

 Citizen‟s expectations

 Affordability

 Organisational and structural change

 The reality check – credit crisis and recession

 Politics
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An authoritative  view of healthcare challenges

- EU 

- OECD

OECD societies are healthier than ever, but health inequalities and 
variances persist 

 For policymakers, the question is simple: 

 Is the rise in cost affordable and 

 Are health care systems becoming more efficient, delivering better 
value for money?

 Can value be improved and how

 The key „effectiveness and economic‟ priorities 

 Managing demographic & epidemiological transitions

 Focusing resource for best effect – e.g. technology diffusion

 Continuing to reduce inequalities

 Improving safety and quality

 Now set within a difficult and fragile economic outlook

 But lifestyle and life-circumstance conditions will always remain 
critical factors
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Big government deficits: projections of government 

„Primary Balance‟ & „Debt‟

We need an “exit strategy” for many governments, to reduce current 

overspending during the next few years – capital investment is in the firing line

Source:  IMF, 

Strategies for 

Fiscal 

Consolidation, 

Feb 2010
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Health Inequalities

"Health gap widens " 

 As judged by reductions in mortality rates UK health had improved on average 

over the past 50 years, but in recent decades inequalities in health had either 

remained static or widened. "Independent inquiry into inequalities in health 2004"

 National reports highlighting how inequality and disadvantage damages health

have been published by other Member States including Sweden, Holland, Norway 

and Spain. 

 INSERM (Institut national de la santé et de la recherche médicale) says that 

mortality in France among blue-collar workers aged 45-59 years is 71% 

higher than among their white-collar peers.

 To reduce the unnecessary ill-health and shortened life span of disadvantaged 

people in Europe, key policy areas must be addressed. Working alone, the 

health sector can do little to reduce inequalities in illness, injury and life 

expectancy. "Independent inquiry into inequalities in health"
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Total Male Female

EU 15 78.7 76.9 82.7

Bulgaria 72.6 70.0 76.2

Czech Republic 76.1 72.9 79.3

Estonia 72.8 67.3 78.2

Hungary 73.0 68.7 77.2

Latvia 70.9 65.4 76.4

Lithuania 71.1 66.3 77.1

Malta 79.4 77.2 81.4

Poland 75.3 70.8 79.7

Romania 72.6 69.2 76.2

Slovakia 74.3 70.3 78.2

Slovenia 77.5 74.5 82.0

Life Expectancy at Birth, EU 

2006 (or last year available)

Source: WHO, September, 2008, Health for All Database
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The key messages

 We have developed a hospital focused model of healthcare –

because we could afford it 

 Most new hospitals remain based on post war principles –

treating acute care needs of young working adults and 

pregnant mothers of the baby boom (now older and with need 

of services for chronic diseases)

 We failed to anticipate and understand the growth in chronic 

illness and that the hospital centric model is largely 

ineffective and inefficient in meeting this need

 Most new hospitals are badly designed and equipped to meet 

the needs of the elderly or the chronic ill

 We have too much of our capital (and service) resources tied 

up in the wrong type of facilities and in the wrong place for 

future need – SF investment has encouraged some of this
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Facts to reinforce the message

 The first is that, according to the World Health Organization 

(WHO), by 2050 over two billion people worldwide will be 

aged 60 or over.

 In the same timescale, the WHO also predicts that 50% of 

the developed world will suffer from some form of chronic 

disease

 And, to make matters even more complex, there are not 

enough trained professionals to take on the challenge of 

healthcare provision in the 21st century
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How we got our planning wrong

A case study from Ontario Canada (pop 13 m)

Why do we think we will do any better in future?

We mostly reduced bed numbers by closing small „inefficient‟ community facilities

and concentrating beds in general acute hospitals; probably the wrong decision
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The impact of an ageing society

Netherlands - trend lines

number of aged persons (65+) per profile
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The impact of an ageing population

Ontario, Canada 

Ontario has a major task in reconfiguring its hospitals



20

The impact of an ageing population – a 

demonstration of a key EU problem area

We should have started planning a decade ago, 

it was all totally predictable

2010 - 10 to 1

2030 - 4 to 1

Ratio of working

population to

elderly retired

Resource  side:

• significant reduction of the employment pool (the economy)

• lower „state income‟ (taxation)

Demand side

• rising pensions costs

• increased healthcare demands

* Europe 2020
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The silent epidemics (1)

Gradation of hip fracture incidence across 

Europe – embedded within an ageing society

Mediterranean Eastern   Mid    Northern
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Total direct costs

Europe

Planning is already
behind schedule in 
almost all countries

By the time you read this slide

30 people will have suffered fractures

10 will die within one year as a 

consequence
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The silent epidemics (2) 

Dementia  a significant co-morbidity

(we could also add Diabetes, CHD, COPD etc) 

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

 For UK residents age 65, there is a 1 in 3 risk of dementia

• “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 populist view of 
healthcare

Hospitals mesmerise us

often with good reason, but -

The reality is we do not

relate outcomes to 

Health Gain



24

Hospitals are expensive – we often (deliberately) 

underestimate costs. A particular problem with 

SF

Planning inputs

•Normative plans

•Centrist guidelines

•Revenue profiles

Upgrading costs &

Revenue creepCapital costs

Commissioning

Opportunity cost 

& waste

Typical point

of SF evaluation

Project delivery

on time / on cost

We rarely evaluate:

• long-term performance

• cost escalation

• functional decay

• correction costs

•accountability
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We are repeating patterns of investment in health 

infrastructure from the 80’s and 90’s

An evaluation of rapidly changing health and healthcare 

factors indicate significant reform is needed

 Are we sure we understand and identify measurable benefit

 Clinical outcomes

 Contribution to improvement in population health

 Reducing health inequalities

 Contributing to economic growth

 We have relied on debt and high levels of GDP growth to sustain 

investment – now both challenged by the economic outlook

 The patterns (and specific investment models) of pre 2008/9 are no 

longer relevant or reliable as exemplars



26

What can we do next
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We need to review our approach to 

healthcare investment

 Invest in the treatment of the full trajectory of illness rather 

than separate elements of care

 Prioritise spending where it will have most benefit

 Accept that we can no longer rely on growth (increased) 

funding but develop principles to reallocate funds –

disinvest to reinvest

 Base our decisions on reliable evidence

 Relate investment to measurable benefit – we need to 

justify some controversial decisions

G PH Home   Primary Care  Hospital  Tertiary  Res care
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Rethinking investment priorities 

Cardiovascular disease*

Underlying factors

Immediate factors

Disease

Treatment

Outcome

Poverty   Housing

Diet      Smoking

Cardiovascular disease

Treatment 

Death

T
r
a
n

s
la

ti
o
n

a
l

s
tr

a
te

g
ie

s

n
e
e
d

e
d

The application of 

conventional

investment support

v/high capital costs

Netherlands - 46% avoidable deaths - reactive clinical intervention

- 44% avoidable deaths - prevention  (and rising)

* Brandenburg Case Study

Public health spending

Intersectoral spending

How do we value ?

HIA
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Return on investment

Strategic public health investment

Generally

long-term

gradual

improvement

Often good 

measurement

tools

Buildings &

Technology

Short-term visible results

But often tactical in nature

Lack of good impact data
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Time to move on
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• “Election 2010: Halting hospital closures top priority for would-be MPs”

• “David Cameron aims to halt healthcare review”

The principle of redistribution is easy

The practice of disinvesting 
to reinvest is difficult

Even in the best of times transitional 
funding and strategy seems a problem
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Facilitating health reform, what the evidence shows 

Whole systems efficiency – towards more effective

allocation of resources

home primary community hospital rehabilitation residential

Technical efficiency and standards

Systems efficiency

Allocative efficiency
Resource 

reallocation

Whole systems 

disease focus

Integrated care pathways
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Pathways - are a simple concept,

the project management of illness

linking measurable inputs to measurable benefit

Patient treatment trajectory

The patient locale

The hospital
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Disease management focus 

Better health status

Home    Community   Hospital   Intermediate    Residential

Children

COPD

CHD, Cancer etc

Organisation   Financing   Incentives    Outcomes Systems

integration

Organisational and funding focus

Care pathways

Increasing focus

towards new 

financing and 

organisational 

coherence 

– for disease 

management

Trend away from institutional 

resource and organisational 

singularity – for chronic and 

elderly care – and much more to 

come

eHealth as a key

integrating dimension
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The dynamics of change –

increasing community focus

Localised
diagnosis

& care

Hospital 
networks Community

services

hospital

€ and staff are 

relatively mobile

New regional strategies to integrate primary and acute care

• diagnostic and treatment portals

• hospital networks

• polyclinics

• community and rehabilitation development

• whole systems integration / linkage e.g web-based patients 

records

• patient support systems

•eHealth

Reduced

treatment

time / need
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The challenge of new organisational 

trends

Central Gov

Regional gov

Service delivery

• P/Care

•Hospitals

Central Gov

Regional gov

Primary/C Hospitals

Policy

Co-ordination

New 

relationships

Changing relationships

PPP /

Privatisation
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New roles and competency focus

Strategic planning and investment

Methodological 

knowledge and skills

Health 

Policy

Healthcare Providers

Functionally effective &

Economically sustainable investment

Adequate resources

Role definition

Effective systems

Clear expectations

Accountability

For delivery

•Quality

•Volume

•Cost
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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-
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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



40Releasing Potential - The modular adaptable design hospital
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General hospital

Polyclinic

„Factory‟
units

Patient

hotel

Primary 

care

Facilities can

have modular

characteristics

to provide

flexibility

New ICT technologies e.g. telemedicine allows many of these to be dispersed

Home units

Thinking differently
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New partnerships - sustainable infrastructure and city development
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The transforming potential of 

technology and new concepts 
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Diagnostics - unlocking mobility of care

Move information not patients 

Use technology to assist connectivity, 

share expertise, manage peaks in 

demand

Network to support earlier diagnosis

Increase local access 

Factory concepts

http://images.google.com/imgres?imgurl=www.lab.lt/privaciam/coagucheck2.jpg&imgrefurl=http://www.lab.lt/privaciam/kraujocoagucheck.html&h=237&w=266&sz=52&tbnid=ka0iQFLr_vYJ:&tbnh=96&tbnw=107&start=10&prev=/images%3Fq%3DCoagucheck%26hl%3Den%26lr%3D%26ie%3DUTF-8%26sa%3DN
http://images.google.com/imgres?imgurl=www.lab.lt/privaciam/coagucheck1.jpg&imgrefurl=http://www.lab.lt/privaciam/kraujocoagucheck.html&h=150&w=200&sz=18&tbnid=rC6IEEH1hLIJ:&tbnh=74&tbnw=98&start=9&prev=/images%3Fq%3DCoagucheck%26hl%3Den%26lr%3D%26ie%3DUTF-8%26sa%3DN
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Health care integrated in the city
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“Speckled living”: Sargfabrik
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Extended school  with  community health care centre–
Kooiplein Leiden 



48 De Rietvinck, Integrated  Housing and Elderly Care 
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Integrated living and working, Oosterdel NL              

9‟ architecture



50Project sustainable city 2040:      transforming 5 Dutch cities

Rotterdam Stadshavens

DSA Architects               
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Adding societal value - Karolinska

“This new urban area around 

Norra Station will, in a unique 

environment, unite the 

advantages of the city with 

leading edge research, 

enterprise and housing in 

Europe‟s most exciting growth 

region”
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The dispersal model of healthcare

Moving the service to the people

But it may need some form of structural 

change and support -----



54

An ongoing agenda of opportunity

How can the Structural Funds be used for health and what types of health-

related projects are eligible for EU funding?

 Health infrastructure – modernisation of healthcare systems and 

structures 

 Investment in activities aiming at better health – a whole systems 

approach

 Other – healthy ageing, e-health, cross-border cooperation, health 

innovations, information technology

These will remain core principles but balance and priorities will be 

influenced further by “Europe 2020”
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But – some new SF funding needs

 Project funding as part of a fully integrated strategic 

model

 Transformational change projects 

 Transformational funding strategies

 Cross sectional integration

 Longitudinal certainty

 Conditionality

 Tackling the new match funding problems
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These challenges 

are the tip of the 

iceberg

But many countries don’t know how much is 

above the water!


