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Health, a defining societal value
- but facing unprecedented pressures

• Citizens rights: 

• safe, reliable, affordable and progressive healthcare

• principles of equity and social cohesion

• Severe economic pressure 

• Credit crisis and its aftermath

• Age gap pensions crisis

• Key words – Transformation & Sustainability
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The popular
dominant view 
of healthcare

Ageing
Late intervention is one of the main 
contributions to the continuing current 
hospital-centric model of healthcare

Different perspectives on 
what healthcare means

Chronic illness 



Europe has been (and is still)  repeating patterns of investment in 

healthcare from the 70s, 80’s and 90’s

• It is now clear that the hospital-centric model has been sustained 

through high levels of debt made possible by high levels of GDP 

growth – and often at the expense of primary and community care

• We have known for some time the model is questionable and 

unsustainable

• We have enough reliable evidence to justify change

• The credit crisis and an era of fiscal austerity is both the tipping 

point and the opportunity for change



Capital investment has been mainly focussed on ‘new’ 
hospitals – UK past decade, 100 hospitals £89 billion debt 
Has ‘new’ investment made a difference ? 

Longer-term – strategic view

• Widening health inequalities

• Slow to respond

• Chronic ill

• Elderly

• Clinical governance

• Poor planning

• Limited technology diffusion

• Economically unsustainable

• Opaque ‘health impact’

Short-term – tactical view

• Manifesto performance

• Waiting times

• Patient safety

• ‘Modernisation’  but ----

• Public & professional 
expectation

• Frontier medicine

But

• Largely incremental in nature

• Big deficits



Return on investment – political and policy conflicts 
of interest over ‘health impact’

Strategic public health investment

Generally
longer-term
improvement
Often good 
measurement
tools

Buildings &
Technology

Short-term visible results but often tactical in nature
Lack of good impact data; acute intervention may contribute up 

to 50% reduction in amenable mortality 



Towards new models of care



Health and the citizen
The balance of responsibility needs to change

• 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

• Failure is costly

• for the individual in terms of morbidity or mortality 

• for governments in terms of economic stability



Health equity – slow improvement and some regression

• 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"

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



The credit crisis and 

aftermath is much deeper 

and longer lasting than 

presumed:

• A decade or more of 

severe public service 

austerity

• Cost inflation far 

exceeding GDP

• Lack of investment 

funding

• Lack of transparency

We can no longer ‘buy our way’ out of trouble



EU Council 6th June 2011

“whilst ensuring equitable access to high quality health care in 

circumstances of scarce economic and other resources has always been 

a key question, at present it is the scale and urgency of the situation 

that is changing and, if unaddressed, it could become a crucial factor in 

the future economic and social landscape of the EU”

In most MS health 
spending is regarded as 
cost – to be controlled

The Health is Wealth 
principle suggests health 
spending is an 
investment

There is also concern that 
costs could spiral out of 
control



Hospital

Public 
Health
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Acute
Care
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Chronic 
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and

community
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The dynamics of change
Reassessing priorities – disinvest to reinvest
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Chronic illness



Chronic illness
Changing the location and focus of investment

Poverty   Housing

Diet      Smoking

Cardiovascular disease

Treatment 

Death

Current bias towards 
curative investment

Transformational 
investment

Patient centred 
interventional support



Ageing - we often adopt a selective 
approach to the evidence



The impact of an ageing population

2010 - 4 to 1

2050 - 2 to 1

Ratio of working

population to

elderly retired

CEE

Kymenlaasko Region, Finland



Planning for age related problems
Incidence of fractures across the EU 
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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 strategic planning



Neurological degeneration – changing focus

Incidence - between 1.1% and 1.3% of all EU citizens.

• by 2050:

• Figures will double in Western Europe, and 

• Treble in Eastern Europe

• Without action citizens with dementia could represent 
between 25% and 35% of future hospital populations

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

Britt Ostlund, Lund University



Ageing and healthcare costs - evidence vs assumption

• Assumption – age related healthcare costs will increase very 

significantly - but

• Studies tend to contradict this when distance to death, or life 

expectancy is controlled for:

• Ageing seems to explain only 0.5%-0.7% of growth in health costs

• Cumulative health expenditures for healthy elderly individuals are 

similar to those for less healthy individuals of all ages

• The answer would seem to be:

• Compression of mortality – reduction in predominant illnesses –

Heart Disease and Stroke

• Compression of morbidity – reducing the incidence and delaying the 

onset of disease

• In other words the solution is the same as for chronic illness – and 

public health and primary care (social care) led



The EU Healthy Ageing agenda targets disability free 
life years as a ‘new’ and important area of equity



The  current ‘conditioned’ reflex – is this the answer?

Hospitals have every incentive to ‘medicalise’ elderly and 
chronic care



Rethinking elderly care – an alternative model

The ‘wellness park’ 
model, Kymenlaasko
Finland



New models of care

“Consider innovative approaches and models of care responding 

to challenges and develop future long-term health sector 

strategies with the aim of moving away from hospital centered 

systems towards integrated care systems, enhancing equitable 

access to high quality care and reducing inequalities”

EU Council 6th June 2011

(Hungarian Presidency 2011)



We now have much better evidence systems
Needs based planning – the strategic view

Mortality 
mapping 
Finland

Demographic profiling Netherlands

Evidence based
diagnostic service planning
Sicily, Italy



Interpreting data – who does it is important

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



Governments often cut Social Spending  to protect 
healthcare – but it should be part of the ‘system’

Social spending per capita
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There is evidence of organisational restructuring
to facilitate and accelerate reform

Federal Council

Administrative Council

Chief executive
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‘Europe 2020’ – a redefining document
All EU Member States are signatories

• Regaining economic growth and sustainability

• Regenerating the European economy

• Technology as a driver of global competitiveness – including

• Public sector efficiency and effectiveness

• Health – implicit not explicit

• Overcoming health inequalities

• eHealth as a transformational change technology

• Cross border care

• Structural aid – but a change in application

• Affordable and sustainable health systems

• Public Private Partnerships (privatisation) as a stimulant to improve 

public sector delivery and competitiveness



OECD review of transformational technology 
‘eHealth 2010’ 

4 broad categories

• Increasing quality of care and efficiency

• “Generating a culture of safety” – clinical and operational 

governance

• Chronic disease – patient support and compliance with 

guidelines

• Reducing operating costs of clinical services

• saving time with data processing, and by reducing multiple 

handling of documents

• E-prescribing

• Diagnostic imaging and processing

• Reducing administrative / management costs

• Reducing the paper trail and transaction time 

• Enabling entirely new modes of care

• Transformational change 



The quality improvement
and cost saving dimension 
is clear

BUT ----

eHealth



eHealth:   potential vs reality

• 100,000 inpatient adverse drug events, saving 700,000 

bed-days per year, €300million – computerised physician 

order and clinical decision systems 

• 9 million bed days – computer based patient records, 

saving € 3.7 billion

Professional resistance
Public mistrust and apathy
Poor absorption capacity
Wrong focus
• From technical 
• To operational and strategic
Weak evaluation

eHealth for a Healthier Europe, Gartner, Sweden 2009



What do (chronic illness) patients want? 
• Access to information

• Continuity of care

• Coordinated care

• Management of symptoms

• Management of consequences

Key components of a (eHealth) strategy
• Register of patients

• Electronic medical record 

• Individual management plans

• Self-management education programs

• Group meetings of patients and health professionals

• Remote management capabilities 



We have enough technology to support patients with 
chronic illness outside hospital

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

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

http://www.medicinenet.com/slideshows/article.htm
http://www.nlm.nih.gov/medlineplus/copdchronicobstructivepulmonarydisease.html


There is significant scope to relocate services e.g. 
Polyclinics, Health Portals etc etc

There is unsurprising
professional resistance
from the hospital sector

Many governments are 
sending out mixed messages



The Hospital Sector – the need for urgent 
transformational change



Why we need to think differently
Patient profiling – understanding the data

• 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

• 50% of patients had chronic disease

• 70% of patients were over 60

Black, NHS Confederation



There are better ways forward

The first 50 Immediate local community 
access diagnosis

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)

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

The 300 ‘recovery / rehab 
patients’

A new environment and 
recognition of the skills and 
support required – wellness not 
sickness – and dying with dignity. 

The 600 patients Clinical need = 300 to 350



Conclusions from the analysis

• More patients are in hospital than needed on a clinical basis

• They are there because:

• Weak (or no) strategies for patients with chronic disease and the 
elderly

• A lack of suitable alternative provision e.g. primary care / 
community facilities

• Lack of coordination between different health sectors
• Hospitals

• Primary care

• Social services

• An absence of relevant types of eHealth support

• Poor organisation of workflow in hospitals

• Poor performance of the hospital workforce (Doctors)

• Social problems

• Perverse payment incentives 



Divergence over models for change
But - a growing consensus about the benefits of integration
The care pathway model

Top down structural reform

• An integrated 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 reform

• Declaration of central policy aims 

- for commissioners / or

• 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 conflict at the heart of European healthcare reform



Pathways for change – a strategic decision
Institutional / sector delivery

market driven strategies – risk of provider power

Whole systems
disease management
• Coherence
• Population sensitivity
• The patient as co-producer

• More effective commissioning
• Resource reallocation
• Workforce realignment

Changing focus
What works and what 
Doesn’t in the ‘new’
healthcare landscape ?

Care pathways

Societal and
economic benefit



Facilitating health reform - whole systems efficacy: 
a new investment balance

home primary community hospital rehabilitation residential

Technical efficiency and performance standards

Systems efficiency

Allocative efficiency

Trajectory of 
reform

Evidence 
based 
resource 
reallocation

Disease frameworks

The political,
professional
& cultural barrier
to change



Home    Community   Hospital   Intermediate    Residential

Regional 
Service 
coordination:
CVD
COPD
Child Care

Organisation   Funding   Incentives    Outcomes 

Systems
integration

Organisational and funding focus

Care pathways

The underlying principle  - population focused 
“regional” systemised care concept



An increasing trend towards integrated care
“A route to quality and efficiency” 

• France – regionalisation coupled with hospital reconfiguration based 

on clinical quality / safety standards

• Finland – re-regionalisation and integration of hospital, primary and 

social care services – meeting the challenge of ageing

• Hungary – a move away from small regions to area planning boards 

to optimise investment potential and service integration

• Netherlands – consolidation of social funds, to create larger blocks of 

commissioning power – and hospital mergers and reconfiguration to 

create more effective / sustainable hospital models

• Germany – moves towards vertical and horizontal integration of 

services to create a seamless care model

• UK – healthcare reform – an obsession with ideology, process and 

politics at the expense of policy, an evidence free zone 



The emergence of significant 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 role of the patient

•From: Passive and dependent

•To: An engaged co-producer with rights and responsibilities.



Transformational impact in the hospital sector

• From: Patients use the system in a series of unconnected episodes

• To: Health systems develop methods to manage the whole pathway of 
disease

• From: Patients are dealt with in batches and spend most of their time in 
the system waiting

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

• From: Services are designed around the historic way providers are 
structured – somatic and territorial separation

• To: Multi-disciplinary team problem solving – the hospital as a 
knowledge centre

• From: Patients are treated as though their time is free

• To: Moving information and staff rather than patients becomes a more 
accepted principle and home-based technology and diagnostic 
equipment outside the hospital to reduce the use of hospitals



The impact of care pathway principles on 
hospital performance – a surprising finding

Scale of 
integrated Care Pathway
principles of planning
and investment

Cost efficiency
benchmarks,
targets 
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Transformational change in the hospital sector

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

The typical Hospital



Hospital re-profiling
What transformational change means

Core services
• Emergency
• Mother & Child
• Acute care –
reduced volume

Acute chronic

Elderly
Co-morbidity

Primary care
Hosp avoidance Social care

New
providersAdmission 

avoidance

Outreach

Outreach

Vertical integration
of hospital / community
based services

New capital 
investment
priority

Tertiary specialist

Resizing
over time

Hospital
Sector

Community
sector



What many governments are considering

• Encouraging diversity in healthcare delivery

• Providing hospitals with greater freedoms and autonomy through 
new PPP models (privatisation) – including raising capital

• Giving patients greater choice

• Removing state monopolies – there can still be state ownership but 
hospitals will find it difficult to access capital

• Changing the culture

• Monopolies – tendency towards the highest price that can be got

• Competition – the lowest sustainable price whilst ensuring quality 
standards are met

• Improving the effectiveness of the social (insurance) funds

• A better deal for patients, including choice and responsiveness to 
need

• More transparency

• Better purchasing



Transformational change
From hospital centricity to 
patient centricity

The modular ‘hospital’

Local accessibilitypathways

Flow based 
planning

dispersal



Conclusions



EU wide convergence on common issues

• Affordability – the impact of the credit crisis and beyond

• Ageing 

• Chronic illness

• Technology development and diffusion

• Personal and professional expectation

• Workforce mobility

• Carbon footprints

• Health equity as a core element of social cohesion



Common patterns of change

• Moving to economically more sustainable models

• Facilitating innovation and applying new technology as a driver 

of change

• Making health systems more patient-focused and less provider-

centred

• Strengthening primary care and reducing the unnecessary demands 

on the hospital sector

• Governments moving to a more exclusive ‘insurance’ role

• Improving the effectiveness of commissioning / purchasing

• Government withdrawal from direct provision of healthcare

• A wider range of more independent service providers to improve 

standards and promote efficiency  



Common beliefs

• The credit crisis has not finished yet, & may blend seamlessly into 
economic problems of ageing societies

• There is significant and unexploited scope to help manage most of these 
problems, sustain service growth and contribute to economic stability –
largely within available resources

• Plenty of technology is available to drive and support change – but the 
capital agenda is still playing catch-up. A need for better integration

• Integrated (new) models of care and evidence based resource 
redistribution strategies offer good opportunities for effective 
transformational change and at the same time deliver greater equity

• Applying these principles to future healthcare investment will add to 
social cohesion and economic stability



• Healthcare integrated in the city
and networked to rural societies

• Mergers and consolidation of
general acute hospitals 

• More specialist and local &

accessible ‘niche’ services                              

• Fewer but larger tertiary (knowledge) centres

The coming decade

Severe and sustained public service austerity

Government – accountability for policy, equity, quality and ‘health insurance’

Delivery – a more pluralistic and diverse pattern of providers - withdrawal of government ?     

Cohesion – integrated models of care – increasingly disease focused and inter-sectoral



It will not be easy

Thank you for your attention



Group work

The Rhoen Klinikum Study

Three questions:

1. Why is this model important in the current healthcare 
and economic climate

2. What are the 4 or 5 main barriers to adoption of the 
model – if considered relevant

3. How can benefit be measured


