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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 a I., 2010). In other words, reduced income flow will inhibit their 
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. 
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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 a I., 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 a I., 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? 

 

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. 
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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 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; 
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• 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. 

 

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.  

 

 



 

10 
 

 



 

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. 

 

These factors will have had a dramatic effect on the 2007-2013 programme structure. 
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Hospital facilities are by now largely unfit for purpose for the 21s 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 

• 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 
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"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 

 

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 Lander, and 
subsequently co-financed by the Lander 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. rundown 
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: 

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; 
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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. 

  



 

16 
 

A health official mentioned that: "Existing health systems were out-dated and rundown. 
There also needed to be a change of minds happening towards prevention and rehabilitation. 
It was time fora 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: "/ 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 21s century not true that 
MRI or heart surgery is so spectacular that it only could be performed in great metropolitan 
areas." 

Realizing 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. 

Eligible regions 2000-2006 Eligible regions 2007-2013

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. 



 

18 
 

 

 

 
 

 

Figure 2. Examples of old health system structures 

5.3	  Project	  funding	  

The investment strategy put in place to realize 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; 

 

"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: 
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(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). 

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 emphasized 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). 
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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 organizations 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). 

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". 

6.	  Discussion	  and	  Recommendations	  

This research study investigated how cohesion and public procurement policies may 
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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 organizational 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 organizations) and innovation in health projects. Derived from the extensive datasets 
collected and analyzed 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 organizations. 

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 optimizing 
staff hiring and service utilization 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: 

• 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 
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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 prioritize future investment: 

o    Immediate (safety first) improvement in quality and safety 

o    Improvement in service delivery support including modernization 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. 

 

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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Introduction	  

The Kymenlaakso Hospital District, located in the south east of Finland, provides healthcare 

services to a population of 180,000 inhabitants. It includes 12 municipalities that in aggregate 

manage health services delivered through: one central hospital, three peripheral hospitals, 

twelve health centres and in total 430 service providers. Some 8,000 people are employed in 

the health service. 

The Kymenlaasko district, in common with most remote rural areas in Finland is facing 

significant demographic change. This is calling into question both the appropriateness of the 

existing structure of service delivery but also the affordability of the current health system. 

Overall a combination of changing service demand due to an ageing population and a shift of 

younger working citizens to major urban centres, both of which have significant economic 

impact has necessitated a reappraisal of health strategy and a decision to reform the 

healthcare model. This will be financed through a combination of EU ERDF funding and 

match funding from the Finnish Government and local Region. 

The following presents an outline of the processes adopted and aims and objectives to 

introduce a new integrated regional model of care delivery, with specific focus on the 

meeting the future needs of an ageing population. A new approach to capital (infrastructure) 

investment holds the key to effective change. 

The	  impact	  of	  demographic	  change	  

Population projections for the period 2010 to 2040 show significant changes in the total 

numbers of people residing within the district and their age structure, fig 1 below 
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Perhaps most notable is the doubling of citizens over 75 years of age within a 30 year period. 

A risk assessment model was developed to identify the potential impact of these shifts on the 

local economy in terms of taxable income available to the region (the source of the majority 

funding for healthcare). This demonstrated that at a time when health costs can be expected 

to rise as a consequence of an ageing population, funding available to meet that need would 

decline significantly, fig 2. 

 

This risk analysis illustrates the need for a major reform of existing structures, systems and 

scope of healthcare services to adapt to a rapidly changing economic and service demand 

outlook. In broad terms total population was anticipated to fall by 3% and the taxpaying 

population by 5%, the difference accounted for by the increasing numbers of people reaching 

retirement age. 

Impact	  on	  the	  cost	  structure	  of	  the	  healthcare	  service	  

The demographic projections were then used to assess the impact on the operating cost 

structure of services, including meeting the increasing health needs of the rising numbers of 

the elderly, fig 3. 
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This demonstrated that over the period 2005 / 2035 the healthcare service would move from a 

small surplus to a significant deficit (3 columns). Furthermore two features stood out, first 

the projected growth in primary care costs and second the sharp increase in borrowing costs 

towards the end of the period as tax income declined. 

The historical cost breakdown, in greater detail, is shown in fig 4. 
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Overall this also drew attention to a probable underestimation of potential growth in primary 

care services in particular for chronic disease and ageing - the first clear indication of a need 

to change future investment priority away from the current hospital-centred model, fig 5. 

 

Embedded within these figures and projections is the need to understand better the more 

specific demands of an ageing population. 

 

How	  to	  solve	  the	  problem	  of	  an	  ageing	  population	  

The approach adopted was again to undertake a risk assessment. The model adopted is 

as follows, fig 6. 



 

6 
 

 

Overall the assessment demonstrated that continuing with the same model of service for the 

elderly would result in a probable doubling of staffing levels and an unsustainable cost 

increase. However a 10% increase in productivity in the acute hospital sector would meet 

foreseeable funding needs for acute care up to 2035. In other words the fundamental building 

blocks of the proposed reform models should: 

• Focus on redesigning elderly care services 

• Reshape acute hospital services - within existing budgets - to achieve a targeted 

improvement in operational efficiency 

Towards	  integration	  

The first principle of reform was a move towards an integrated model of care, moving on 

from separate sectoral resources (defined by hierarchal levels of care) to a shared resource 

structure. The model adopted was vertical integration, fig 7. 
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The aim: a shift away from what might be described as an institutional based (silo) model to 

a regional (patient focused) service network 

 

Summary,	  Kymenlaakso	  at	  this	  stage	  and	  the	  task	  ahead	  

The funding resources made possible by the pump-priming ERDF resource has unlocked an 

innovative and far reaching health reform model. Looking ahead to the next 30 years in the 

Region: 
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• The population will decrease by 3%, tax paying capacity by 5% 

• The over 75 population will double 

• These factors will severly limit funds available to health and social care 

• If no action is taken the cost of the current model of service delivery will increase by 

35% whilst at the same time resource availability will decrease by 5% 

• In order to sustain services (without reform) the region will need to resort to external 

borrowing which in turn will add further to the rising cost burden -and in the context 

of the current EU wide debate about the Euro debt crisis looks untenable 

All of the above emphasizes the importance of acting rapidly in the reform of the region's 

healthcare service network, it must: 

• Save at least 10% in current operating costs of the acute hospital service 

• Deliver a 'care for the elderly' service for double the numbers at present but with no 

increase in operating (staff) costs 

The key components of reform are to: 

• Integrate special / acute and primary care and some social services. 

• Reorganize service structures within hospitals to improve effectiveness and 

efficiency 

• Rebuild age care residential accommodation to provide better support and promote 

healthy ageing 

• Improve rehabilitation services 

• Invest in illness prevention wherever possible 

The headline route map is clear- Integrate, Reorganize, Improve and Invest. 

Planning is now advanced on a major component of reform; the reorganization of 

Kymenlaakso Central Hospital 

Kymenlaakso	  (Kotka)	  Central	  Hospital	  -‐	  towards	  the	  development	  of	  
the	  Kotka	  Wellness	  Park	  

Kotka central hospital (the principal hospital in the region) was built in 1972 and is now in 

urgent need of major renovation. In parallel primary care facilities in the city of Kotka dated 

from the late 1970's and in similar terms require extensive modernization. The principle of 
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vertical integration adopted for the reform model provided the means of a shared and 

integrated approach to modernization. The twin needs are being met by forming a new 

concept in the co-operation between primary and secondary care; the development of the 

(integrated) 'Kotka Wellness Park' incorporated in the redevelopment of the urban 

environment surrounding the existing hospital. The projected timescale for completion of the 

project is 2015. The following map shows the area of redevelopment on the periphery of the 

city. 

 

The plan will result in a transformation of the site and services moving from a conventional 

stand alone hospital to and fully integrated health service centre (wellness park) 

incorporating a diverse, interlinked and complementary range of healthcare support, fig 9. It 

will be one of the principle cornerstones of healthcare reform in the region. 
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It will result in complete modernization of all healthcare facilities as a feature of urban 

redevelopment; which in turn will act as a powerful stimulus for economic growth in 

the area, fig 10. 

.  
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Central components of the plan include reshaping the hospital service: 

• A new concept for the reorganization of specialized and general acute care 

• Creation of new functional healthcare (facilities) units - by integrating acute and 

primary care 

• Achievement of a 10% reduction in overall special and acute hospital costs through: 

o    Reducing (ward) bed numbers 

o    Increasing the capacity and productivity of ambulatory and OPD 

services  

o    Increasing the productivity of clinical support services e.g. laboratories  

o    Vertical integration of all ambulatory services 

• Moving on from segmented clinical departmental structures to the concept 

of the hospital as a multi-disciplinary knowledge centre with general 

practitioners and hospital consultants working together as part of an 

integrated patient support team 

The nature of the new concept in care delivery is shown in 11. Noteworthy is the shift from a 

segregated department basis to organization of work based on care (disease) pathway based 

principles, fig 11. 
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Integrating	  care	  of	  the	  elderly	  "from	  stand	  alone	  institutions	  back	  to	  
society"	  

The wellness park also provides the basis of transformation of elderly care. In place of 

the elderly being inappropriately accommodated in hospital (a common default model 

where local facilities are inadequate) or stand alone and often isolated residential homes, 

new facilities and support services will be developed in multifunctional urban units, fig 

12. 
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This carries forward the concept of moving health from its often remote, geographical 

and cultural separation from society to an integral part of the urban community and 

fabric of the city. Implicit in this approach is the principle of health ageing; supporting 

elderly people to remain active and self-sufficient contributors to society for as long as 

possible. 

Current	  status	  of	  the	  project	  

The conceptual planning is complete: 

o The regional plan for specialized and acute care 

o The content and structure of the wellness park 

o The local urban plan 

o The reorganization of medical work and acute / primary care integration 

o  Outline infrastructure design 

The more detailed design, construction and implementation plan is currently being 

commissioned. 
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In parallel a similar concept is now being developed for the city (municipality) of Kuovola. It 

is at an earlier planning stage but in many respects will mirror the Kotka plan. 

Conclusions	  and	  relevance	  for	  wider	  Structural	  Fund	  application	  

The Kymenlaakso Regional development plan is in many ways an exemplar precedent for the 

future. It addresses problems common to very many SF qualifying regions: 

o    Demographic change 

o    Increasing health costs set against reducing resource availability o    

Outmoded and poor quality health infrastructure 

o    Operational service efficiency and effectiveness increasingly overwhelmed by the 

scale of these issues 

The current economic outlook in Europe and the inability of governments to 'borrow' their 

way out of the problem emphasizes the need for urgent action. For many MS and Regions SF 

may offer the only source of funding available to begin to implement this type of reform 

programme. 

However proposals for inclusion in the next round (2014/20) SF programme must 

acknowledge the relevant elements of both the new (draft) cohesion policy guidelines and the 

more specific Europe 2020 targets and objectives. Kymenlaakso demonstrates the close 

alignment with overarching guidelines and targets, as follows: 

o    Europe 2020 

o    Healthy ageing 

o    eHealth - as the connectivity component in integrated care 

o    Social inclusion - health as a horizontal priority 

o    Cohesion Policy guidelines 

o    Structural reform 

o    Economic growth and sustainability 
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Furthermore the concept is firmly in accord with the EU Council Conclusions (6 June 

2011): 

o    Responding to scale and urgency in dealing with a rapidly changing 

(financial) situation in healthcare 

o    Creating modern, responsive, efficient, effective and sustainable health systems 

through application of EU Structural Funds in developing new generation approaches 

to transformation of health systems and rebalance investment towards new and 

sustainable care models and facilities 

o    Innovative approaches with particular emphasis on effective investment with the 

aim of moving away from a hospital-centred system towards integrated care systems 

The overriding consideration for most MS and Regional Governments will be managing a 

difficult forthcoming period of economic instability and uncertainty. Health is at one and the 

same time the most fundamental of societal values (it is central to social cohesion) yet also 

has the propensity through rising demand and cost factors to undermine economic stability. 

The Kymenlaakso model identifies this problem. Open and transparent recognition and 

acceptance of this fact - facilitated by new approached to financial risk assessment - has led 

to a more cohesive, innovative and economically sustainable model of healthcare reform. 

Note: The full report on the Kymenlaakso project is in preparation (and awaiting final 

outcome of detailed project decisions) will be available in early February 2012. 
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Executive Summary 

This report examines key aspects of the project delivering the construction of care facilities 
and equipment operation of the General Oncology Hospital of Kifissia in Athens, Greece. 
This project has been co-financed by the Regional Operational Programme of Attica of 
2000-2006. The principal funding instrument used has been the European Regional 
Development Fund (ERDF). 

The earlier oncology hospital occupying the same site had been rather severely damaged 
during the Athens earthquake of September J 999. The project has included the design and 
construction of a new 278-bed general acute care facility and a 57-bed day oncology care 
unit in the position of the earlier specialised hospital on the same site. Design, planning and 
inclusion of the project in the Attica ROP were completed at a time when general managers 
were instituted in hospitals of the Hellenic National Health Service. After the earthquake and 
while construction was ongoing, clinics had to be transferred to other hospitals in Athens and 
were migrated back towards the end of the project. 

The report draws on expert interviews with informants, senior representatives of project 
stakeholder organisations, and secondary research. It identifies the stages of the project 
delivery process, key relationships among public and private stakeholders, and those 
contractual arrangements underpinning project delivery. It outlines examples of local 
innovation during the project design, build and operational phases. These include informal 
early supplier involvement, co-location of a specialised day care with a general acute care 
facility, engagement of a consultant engineer to develop construction specifications prior to 
tendering, and use of novel energy saving equipment. 

The project had a successful course of implementation based on initiative exercised by the 
hospital general manager in 2001 -2004 and good project management jointly conducted with 
the MA. During 2001 -2004 the general manager introduced international expertise, rallied 
other stakeholders behind the project purpose and deliverables, and assisted the MA in 
addressing issues of potential hindrance. These favourable aspects emerged from within the 
project environment; no formal, project-specific monitoring and management mechanisms 
were established. 

The report concludes with one key recommendation. Involving hospital clinicians in the 
design and planning, build and implementation stages of individual projects merits further 
consideration in healthcare infrastructure projects of similar size and scope. 
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1. Introduction 

Construction and hospital equipment operation of the General Oncology Hospital of Kifissia 
(GONK) in Athens, Greece has been supported through the Regional 

rd 
Operational Programme (ROP) of Attica, part of Greece's 3   Community Support 
Framework (CSF). This report identifies examples of innovation during the design and 
planning, construction and operation of this new hospital complex combining a day care 
oncology unit with a long stay patient care facility. 

The report starts with an account of the Greek national health system characteristics during 
this period, including key requirements and stakeholders. It outlines pertinent legislation, the 
stages and steps of the process, highlights the role of the European Regional Development 
Fund (ERDF) and discusses key issues identified through fieldwork and secondary research. 

This hospital complex has been built in the aftermath of the Athens earthquake of 1999, in 
the original site of the old Kifissia oncology hospital. The design, planning and funding 
application of the new complex were completed during 2001-2003, at the time of 
appointment of the first hospital managers in the Greek National Health Service. 

The phases of construction and return migration of equipment and staff, transferred to other 
hospital sites in the region after the 1999 earthquake, have been completed during 
2007-2010. This period is understood as one of progressively worsening public finances in 
Greece. The new hospital complex is situated within an area of 0.3 km2. It comprises two 
building units, the 57-bed Day Care Oncology unit, and the 278-bed Long Stay Acute Care 
unit. These are linked by an enclosed air-conditioned footbridge. 

A 'champion for innovation' role is identified in the manner the hospital general manager of 
2001-2004 managed and led this process. This has included (i) rallying stakeholder 
collaboration, (ii) introducing evidence and best practice in hospital construction and 
operation, and (iii) seizing on the opportunity offered for co-financing of the new hospital 
complex through the Attica Regional Operational Programme (ROP) of 2000-2006. 

Contractual arrangements and relationships among stakeholder organisations engaging in this 
project are then discussed. Examples of innovation during the planning and design, 
construction and implementation, and the operational phase of the new hospital complex are 
identified. The report concludes with an assessment of project performance puts forward 
recommendations. 
 
The main design innovation identified is the co-location of a day care and diagnostic centre 
with a long stay acute care and hospitalisation facility. Further examples of innovation in 
terms of care facilities' design, care process design, and engineering design are identified in 
this report. 

The report includes an Appendix with key project details and bibliography.  
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2. Methods 

This report has been put together on the basis of material collected through the 
following two qualitative research tasks: 

• transcription   of   semi-structured   interviews   with   informants,   
purposefully sampled stakeholder organisations representatives engaging in the 
project; 

• analysis of contextual documentation available electronically and in print form, with a 
focus on this project and the Attica ROPs of 2000-2006, 2007-2013. 

The material has been analysed through the qualitative content analysis method outlined in 
(Flick, 2002:190-192). The following steps have been 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 following research questions were formulated towards the objectives of this work: 

• which have been the regional cancer care needs in north west Athens at the start of 
2000-2006, and procurement methods used to address these? 

• who are the main stakeholders engaging in this project? 
• what are the steps and stages of the project delivery process? 
• what are the contractual arrangements supporting this process? 
• which are the roles of and interrelationships among the main stakeholders identified? 
• which examples of innovation are identified as having occurred in the planning, 

implementation and operational phase of this project? 
• how has the project delivery process performed during 2000-2008 and what are the 

current challenges? 

In addition, specialist engineering, project and hospital management knowledge of the 
authors has been utilised in the evaluation of the above material as and where appropriate. 

Based on observations drawn in response to the above questions, the report concludes 
with recommendations. 
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3. National and regional health system needs 

At the start of the period 2000-2006, the following key requirements are identified within the 
Greek national health system: 

• modernisation and continuous improvement of healthcare infrastructure; 

• development of primary care by providing new equipment, built infrastructure, 
organisational structures and processes, leading to better quality of care; 

• change of care model and de-institutionalisation of patients in mental care. 

The investment strategy put in place to address these has included EU and national funds 
available through Greece's National Investment Programme. EU funding available through 
the EU's cohesion policy for this period increased significantly compared to that of 
1994-1999. 

Beyond meeting above infrastructure needs, the Mohr wanted to introduce a new model of 
hospital administration. Hospital managers were introduced as part of a series of initiatives to 
modernise the care system. A reform plan was put in place for the period 2002-2006, in part 
because it has been requested by the EU. The EC wanted planning to be the basis for 
continued EU support to healthcare infrastructure projects. 
 
The main areas of that reform plan have been: 

• a new system for managing hospitals; 

• a new regional healthcare system; 

• further legal changes concerning human resources in the national health system; 

• a legal blueprint for physicians' accreditation; 

• a new proposed structure for health system financing. 

In greater Athens there was a pressing need to create a new oncology hospital. Informants 
suggest that this was something that Athens needed, because of the growth of this particular 
disease. The old oncology hospital operating on the same site was severely damaged by the 
1999 Athens earthquake and was in need of reconstruction. On the basis of the opportunity 
that funds available from the 3   CSF presented, and of the need to build an oncology 
hospital, a combined general oncology care facility was built on this site. The aim was to 
build a specialised hospital in the Aghii Anargyri area in the north west of Athens. 

3.1 Stakeholders 

The main stakeholder organisations in the GONK project have been the Greek Ministry of 
Health and Social Solidarity (MoH), the European Commission (EC) Directorates General 
for Cohesion Policy (DG REGIO), Employment, Social Affairs and Equal Opportunities (DG 
EMPL), and the Managing Authority (MA) of the Regional Operational Programme for 
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Attica 2000-2006. Other stakeholder organisations and groups include DEPANOM - the state 
hospital unit construction company of Greece, patients and their families, hospital physicians 
and management professionals. 

Some of these organisations and groups (via their representative organisations) were granted 
membership of the programme's Monitoring Committee (MC). Other MC members include 
policy directorates of the MoH and Ministry of Economy and Finance (MEF), and the MA of 
the whole CSF (CSF MA, a MEF unit). The Ministries of Education and Employment, state 
agencies e.g. the Public Enterprise of Hospital Units Construction DEPANOM, and the 
European Investment Bank (EIB) have also been members of the MC.' 

1 Examples of organisations include the Panhellenic Medical Association, National 
Confederation of People with Special Needs, the National Federation of Public Hospital 
Employees, the Union of Prefectural Authorities and the Economic and Social Committee of 
 

4.  Project development 

4.1 Background 

During 2000-2008, GONK was the only project concerning a hospital that had been in 
operation in its earlier state and was damaged during the 1999 Athens earthquake. After the 
earthquake the MoH decided that the hospital could not be merely refurbished. An 
opportunity was identified to build new infrastructure and thus widen its earlier service 
offering to cover population needs in the vicinity, as there was a lack of other hospitals in the 
area. Informants suggest that it was due to the earthquake that this project came to be 
included in the ROP. This was not a universal criterion: other hospital projects were included 
in the programme, but for this hospital, the damage suffered and opportunity for expansion 
was the basis. 

The earlier oncology hospital had been in operation in a rather problematic state which was 
greatly exacerbated by the earthquake. A reconstruction of it did not make much sense; it was 
decided that its remains would be demolished and a new building would be constructed. This 
plan was then extended to include a general hospital next to the newly rebuilt oncology one. 
The general hospital was to be developed further to provide care for the northern suburban 
area of Athens. 

Clinics of the old hospital were migrated to other hospital sites in Athens after the 
earthquake. The three main constituents, namely the pathology/oncology clinics, the 
diagnostic and imaging departments and the biochemical laboratory were transferred to the 
Foundation for Rehabilitation of Handicapped Persons in the Harness area, approximately 
15km towards the Athens city centre. The surgeons were migrated to the Metaxa hospital, 
and one team of radiologists were migrated at the Saint Savvas hospital. Other small sections, 
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e.g. haematology were transferred to the Amália Fleming hospital. 

In 2001 a key change was introduced in Greek hospital management. The so-called hospital 
management councils were established. Prior to this, the Chief Medical Officer, Chief Nurse, 
Chairman of the Scientific Council, and the Hospital Manager were making 
recommendations to the hospital administrative council. Often however, decisions were taken 
at the level of the MoH, and that led to a lack of a sense of responsibility within the 
administrative structure of hospitals. When hospital management councils were established to 
include senior officers, and administrative councils were terminated, hospital managers felt 
that they could 

Greece. These are referred to as 'socio-economic partners' in programme documentation. 
State agencies include the Committee of Public Finance Control and the General Secretariat 
for Equality. 
take substantive decisions, as the new council became a decision-making organ. This context 
created "championship" conditions; it formed a team of healthcare professionals that had the 
responsibility to manage each hospital. 

4.2 Legal Framework 

The construction and renovation of the new general oncology hospital and other services 
launched as part of this project have been primarily effected and impacted by the legal 
instruments listed below. These have been complemented by ministerial decisions on specific 
legal, operational and other aspects. 

• Law 2646/1998 on the development of the national social care system; 

• Law 2995/2001 on procurement of hospitals and other health units; 

• Law 3106/2003 on the re-organisation of the national social care system; 

• Presidential   decree   60/2007   transposing   public   procurement   
Directive 2004/18/EC; 

• Law 3580/2007 on procurement of public organisations supervised by the MoH. 

The following features of these are particularly relevant to this project: 

• Law 2995/2001 introduced the approved medical technologies and equipment index 
managed by the MoH, and stipulated that procurement planning of health structures 
was to be managed by the Regional Health Systems (RHSs or PESYP); 

• Law 3106/2003 instituted formal temporary positions for those hospital staff 
members whose clinics migrated to other hospitals in Athens; 

Law 3580/2007 created the MoH Health Procurement Committee, endowed with strategic 
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and operational planning of a nationwide healthcare procurement system, including 
budgetary and technical specifications. It brought procurement management for all health and 
care structures supervised by the MoH under (i) the Institute of Pharmacological Research 
and Technology for treatment products, and (ii) DEPANOM for equipment and services 
except for staff hiring (NPO, 2007). 

5. Funding and procurement 

5.1 Funding scheme 

The funding scheme chosen to support the delivery of the GONK project in 2000- 2008 was 

the Regional Operational Programme for Attica, part of the 3 CSF and National Public 

Investment Programme of Greece, and the financing arrangements associated with those. 

5.2 The procurement process 

The project was reviewed relatively early for inclusion in the ROP. Informants suggest that 
the project study was not in full maturation at that stage. The technical documentation 
submitted was in essence a copy of those of other hospitals. For this particular project, the 
MA hired a consultant engineer to develop the project specifications at a level where there 
would be no leeway for bidders to deviate from a rather definite, accurate plan of 
construction. This meant that the project did not require much additional time for 
construction in order to address weaknesses arising from the initial technical documentation. 

At programme level, the steps involved in the delivery of projects are conducted by the MA 
as follows: 

Step 1. Consultation - invitation by the MA to potential final beneficiaries 

Step 2. Check of project proposal content & completeness 

Step 3. Project documentation records created in monitoring system 

Step 4. Project final implementation study check 

Step 5. Project proposal evaluation and selection / rejection 

Step 6. Project coordination among ministerial service units 

Step 7. Pre-inclusion project control 

Step 9. Project data entry in monitoring system 

Once projects begin to be implemented, the MA is monitoring implementation and provides 
feedback biannually. This happens through the following steps: 

• Submission & check of monthly project monitoring document 

• Submission & check of tri-monthly project monitoring document 
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• Record of project monitoring documents in the monitoring system 

• Project data alteration - modifications & updates 

• Project review 
•  Project completion 

The stages of the individual project delivery process are identified by respondents as 
follows: 

A. Consultation process at regional level. 

B. Project planning: requirements are documented in a feasibility 
study and approval is decided at policy level. During the 3rd CSF 
this was done by means of aggregate project list, which was 
concluded through consultation by the MoH and the PESYs; 

C. Completion of project feasibility study that leads to project maturity 
and the project tendering documentation including final 
implementation (so-called "application" study - \je\tjq 
ecpapjjoynq): this was assigned by ministerial decree to DEPANOM 
which in turn hired a provider to complete the feasibility study, in 
accordance with project governance regulations. 

D. Once the feasibility study has been completed, approved and the 
technical documentation is in place for the tender to be published, 
a decision is taken on the organisation which will implement the 
project (the project provider); in cases where this is DEPANOM, a 
ministerial decree is required to confirm and assign this to 
DEPANOM. In the case of a prefecture, a hospital, or a PESY 
implementing a project, this is not required as this is channelled 
through the state procurement process. 

E. Project inclusion in the regional or national OP. 

F. Tendering of the project and award of the construction contract. 

In this case and once the project contractor commenced with construction, a consultant 
engineer was appointed to support the construction and monitor progress. This became a 
feature of the delivery process for major projects. 

Most informants' responses suggest that the relationship between the above processes, steps, 
project stages and innovation is not clear. The ERDF may have provided additional financial 
stimulus; however the Greek public projects framework and procedures do not formally 
request, or are not understood to directly induce innovation. It is thought that the 
management of each healthcare provider organisation may choose to bring about innovation, 
or not do so. Just because the process does not explicitly support it does not mean that 
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innovation cannot occur. Championship is thought to be required and this case study provides 
an illustration and example. 
In this project case, the hospital manager had the knowledge, vision and interest to 
successfully steer a project through the delivery framework and bring about an innovative 
result in combining day and acute care service provision in a new hospital facility. In 
particular, this hospital manager improved the initial design configuration of the hospital by 
sourcing international expertise through personal initiative, including informal early supplier 
involvement. He further liaised successfully with internal and external stakeholders to 
progress construction avoiding any major hindrances. Improvements in the initial design of 
the hospital include increasing bed capacity, utilising floor space more effectively and putting 
more beds in the day oncology hospital. Office space was reduced and all redundant room 
space came to be utilised. Patient appointments have been kept separate from the physicians' 
work and care delivery, and similar activities e.g. laboratories were combined, further 
increasing utilisation of floor space. 

A rudimentary cost-benefit analysis was also completed as part of the tendering process for 
this project. Informants suggest that Greek state hospitals generally incur more expenditure 
than income received from insurance funds. Extra expenditure is covered by the MoH 
ordinary budget. The Public Investment Programme and its financing also bear on the 
project. These considerations form part of the cost-benefit study for such a project. 

Moreover, at that time and based on the monies available, the intention was to include both 
hotel services equipment and medical equipment. However for a hospital of this size, the cost 
for all equipment required would be very high. As available funds were not sufficient, project 
documentation included those equipment items considered as absolutely necessary, as well as 
those requiring installation works as part of construction. A large part of the medical 
equipment required was therefore included in the project from the start. This is viewed by 
stakeholders as good hospital construction practice: it is better for the contractor that 
completes construction to also complete installation of medical equipment. Further medical 
equipment items will now be procured through the ROP for Attica of 2007-2013. 

5.3 The Role of the Structural Funds 

5.3.1 ERDF 

The ERDF has co-financed infrastructure build and equipment in the construction of the new 
General Oncology Hospital of Kifissia. 
The ERDF and general availability of EU funds during the period of 2000-2006, higher than 
the current period 2007-2013 and periods before 2000, is thought to have stimulated the 
design and delivery of major projects in healthcare and other sectors. 

5.4 Experience with the process: key issues 

Stakeholder respondents highlight the following areas for improvement based on 
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the experience of this project: 

• The use of financial resources from the ERDF and ESF /n combination as 
outlined below has been highlighted as a very useful feature of the process 
during 2000-2008. It is thought by stakeholders that the current inability to 
use resources from more than one Fund adversely impacts innovation and is 
in need of revision; 

• The country-wide mapping of needs which was recently 
completed in Greece by the MoH would help very much if it 
informed the design of individual projects such as GONK; 

• The inclusion of a consultant engineer hired to develop technical 
specifications at project maturity stage is an example of good practice, one 
that merits mainstreaming as a formal aspect of the process. 

6.Contractual arrangements 

Contractual arrangements supporting the delivery of this project include the following. 
Firstly, project inclusion in the programme is signed by DEPANOM and the General 
Secretary of the MA. A further type of contract is the one between the project provider and 
final beneficiary, DEPANOM in this case, and the project contractor, construction company 
or group of companies. For this project, project contractors were the companies J&P Avax 
and Ideal Medical Products. Further contracts include those between the project contractors 
and their suppliers. These are monitored only on the basis of registered subcontracting, 
according to Greek legislation. The role of the MA is to monitor that all these procedures 
have been implemented legally according to Greek legislation. Specifically, contracts for this 
project have included: 

• Performance contract and business plan concluded between the hospital general 
manager and the local PESYP; 

• Approval of inclusion of the project in the programme; 

• Contract of DEPANOM with the feasibility study contractor; 

• Contract of DEPANOM with the project construction contractor; 

• Contract of DEPANOM with the consultant engineer; 

• Any subcontracting agreements that these contractors may choose to enter with 3rd 
parties. 

Contract monitoring includes objectives to be met in terms of the physical dimension of the 
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project and completion of project deliverables. These are monitored through the Greek 
Structural Fund programme monitoring system managed by the Ministry of Economy and 
Finance. There have been some changes to this and other ROP projects. The above contracts 
provide a framework for project delivery, and need to be adhered to. Any changes that may 
be permitted are of minor importance. 

In this particular project, the provider had a contractual obligation to maintain, operate and 
supervise the operation of the hospital equipment for two years after. Typically, contracts for 
large hospitals constructed through this process include not just construction, but also the 
implementation study and after construction the provider stays there to maintain equipment, 
operation of these and overview of their operation. 

As a result the budget of a project of this type comprises two sections, (i) building works and 
(ii) medical equipment. Building specifications have been defined as those followed by 
DEPANOM. If there are changes in legislation subsequent to the award of the tender, the 
provider is under obligation to implement any resulting changes, with the view to deliver the 
most modern hospital. If these incur higher costs in building works and other items, this 
eventuality is recognised in the unforeseen circumstances section of the contract. Typically 
this is a 9% increase allowed. This project was impacted by this regulation. There was use of 
unforeseen circumstances funds because of an increase in cement required, due to a flaw in 
the project implementation study. 
 

7. Inter-organisational relationships 

The  main  stakeholders  identified  in  the course  of this  project  have  been  
the following: 

o the MA of the ROP of Attica 2000-2006; 

o DEPANOM; 

o GONK hospital management; 

o GONK hospital technical services. 

o construction company consortium awarded the construction tender (project 
contractor or provider); 

o any subcontractors; 
o the   consultant   engineer   hired   to   develop   the   project's   

construction specifications; 

o MoH (MoH approval of tender specs); 

o local PESYP; 
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o the association of friends of the hospital. 

The main public-private relationship in the project has been identified as that between the 
final beneficiary, DEPANOM and the project contractor- group of private companies. 
Stakeholders suggest that his relationship has been influenced by other relationships; for 
example DEPANOM is funded by the MoH, so if monies are not transferred to DEPANOM 
by the MoH, then the contractor cannot be paid. There are regulations governing this 
relationship between DEPANOM and construction contractors that include considerable 
detail. Often the MoH may also intervene and request changes in projects, and hospital 
management may do so as well, or even physicians may challenge construction aspects. This 
'interventionism' continues to exist, and has an impact on delivery. In this case, this key 
relationship is understood to have been fraught with the general difficulties, i.e. delays and 
suboptimal utilisation of resources, within the Greek cohesion programme delivery 
framework. 

Stakeholder representatives suggest that the GONK Hospital manager acted as a "good faith" 
broker of knowledge and ideas among stakeholders. This brokerage of ideas happened in 
one-to-one meetings with each stakeholder as the project 
progressed. Also, it is thought that the new hospital management structure provided support 
to the hospital manager to collaborate with stakeholders in this manner, based on the 
production of a business plan and elicitation of staff views. 

There has been a high frequency of communication among stakeholders, of approximately 
20-25 meetings each year. Respondents attest to the deep knowledge and expertise available 
among stakeholder organisations. Further, communication among the main stakeholders, 
construction group of companies, DEPANOM, and the MA was institutionalised through the 
ROP structure because of the formal obligations of monitoring, reporting, and paying. 

8.  Innovation 

8.1 Innovation during the planning phase 

Innovations identified by informants as occurring during the design and planning phase 
include: 

• the co-location of a cancer and general hospital facility; 

This proposal came through DEPANOM by the MoH, including full technical 
documentation. 

• the inclusion of a consultant engineer to develop specifications further and beyond the 
level that was the norm at that time; 
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• widening the scope of the hospital, beyond standard tertiary care hospitals, while not 
being a teaching hospital, with regard to cancer care in Greece; 

• procurement of new equipment; 

The GONK site layout is shown in figure 8.1.1 overleaf. The figure helps visualise the 
combined cancer and general hospital facility high level design (HLD). 

Specific design innovations include: 

• the 'cross-rhomboid' configuration of the clinics in the general hospital facility 
(shown in figure 8.1.2); 

• the  enclosed  footbridge  providing   passageway  between  the  day care 
facility and the general hospital facility (see figure 8.2.1). 

 

 

 

 

 

Figure 8.1.1: GONK layout 
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Figure 8.1.2: General Hospital: Cross & Rhomboid Floor Plan 
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Figure 8.1.3 depicts the completed enclosed footbridge connecting the general 
hospital and day oncology care facilities. 

Figure 8.1.3: GONK Enclosed Footbridge 
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8.2 Innovation during the build phase 

Here stakeholder representatives refer to the construction of a modern oncology hospital 
in Greece, and to the combined care facility. They point out that this has been a first time 
that such a care facility design has been implemented, compared to other available 
hospitals. 

The general hospital and day oncology care facilities are shown overleaf in figures 8.2.2 
and 8.2.3 respectively. 

 

Figure 8.2.1: General Hospital Facility 
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Figure 8.2.2: Day Oncology Care Facility 

Further examples of innovation concern the inclusion of special energy saving 
equipment in the new buildings, namely energy saving ice basins and natural shadow 
external blinds. The use of these external blinds on the enclosed footbridge is shown in 
figure 8.2.3 below. 
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Figure 8.2.3: Use of External Blinds - Enclosed Footbridge 

8.3 Innovation during the operational phase 

Innovations identified by stakeholder respondents during the operational phase of the 
new hospital include: 

•    the operation of a co-located cancer and general hospital facility. 

It is thought that the current hospital layout and infrastructure enables 
physicians to keep away from capacity issues such as bed management etc, 
and look at providing palliative care also. 

Recently the current hospital manager introduced a range of innovations including: 

collaborations with units in nearby hospitals to support care delivery more effectively, 
due to the lack of qualified personnel in some hospital areas; 

extension of maintenance contracts with equipment provider companies due to the 
later start of using the equipment in the hospital; 

negotiation of tariffs with utility service providers; 

evaluation of medicines has identified higher utilisation of generic medicines in the 
hospital. A medicines committee was established, and purchasing of medicines has 
been re-organised; 

cash reserves management through (i) quick insurance claims payments, (ii) lower 
prices achieved with suppliers, (ii) scheduled payment of suppliers every three 
months; 

new university teaching sections to be launched using simulation. 

9. Overall project performance and future challenges 

The construction of the new hospital complex entered its completion phase in late 2008. 
The new hospital facility including equipment was delivered by DEPANOM in August 
2009. 

When the hospital was delivered by DEPANOM in August 2009, clinics were migrated back 
to the hospital. These were the 3 pathology-oncology clinics, haematology, the biochemical 
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lab and radiology section. Administrative services were in another building. These operated 
on their own for a number of months, and other sections have come back recently as well, 
after overcoming bureaucratic hurdles, the surgical clinics, and other laboratories. The 
nuclear medicine section has been due to start in the 2nd half of 2011. 

The MA has been in regular communication with hospital management to enquire about the 
hospital's ongoing operation and growth of care delivery activities. MA respondents confirm 
that the hospital has been operating at a satisfactory level while it now enters into its third 
year of operation. 

The project has now closed as a major project of the 2000-2008 ROP of Attica. The 
hospital will now benefit further from the equipment to be procured through the 
current Attica ROP. The hospital is understood to be new and one that is expected to provide 
care delivery in the next 30 years. Therefore supporting it is viewed as very much necessary 
through the perspective of the MA. 

10. Conclusions and Recommendations 

10.1 Conclusions 

This report has reviewed a hospital construction project in Greece, the General Oncology 
Hospital of Kifissia - GONK. This is understood by informants and the evaluators- case study 
reviewers to have been a successful innovative healthcare infrastructure project. GONK 
construction, equipment purchase and operation were supported by the EU Cohesion policy 
and the Structural Funds and delivered through the Attica ROP of 2000-2006. 

This case study is suggestive of how engagement of key stakeholders may have a catalytic 
role towards successful project delivery in project and programme environments fraught with 
difficulties. In the first instance, a 'championship' role is identified in the manner the hospital 
manager has introduced international expertise, facilitated informal early supplier 
involvement, and rallied other stakeholders around the special vision and purpose of this 
project, a combined general and oncology day care facility. Secondarily, the MA chose to 
include a consultant engineer to finalise the project construction specifications. 

These actions have supported the emergence of clear, unambiguous contractual arrangements 
among stakeholders implementing the GONK project. It is noted that, while construction 
progressed on the basis of an advanced implementation study without major delays or 
construction weaknesses, clinic onward migration and return migration were also completed 
without any major issues. Good project management, monitoring and reporting supported 
delivery once the project entered its implementation phase. The hospital manager assisted the 
MA in project management by acting as a 'good faith broker' among stakeholders, helping to 
address issues that could have delayed or hindered the successful completion of this project. 
The MA monitored the project through the established framework of Cohesion policy 
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programme monitoring and management in Greece. 

It is noted however that this individual 'championship' role has emerged from within the 
project environment itself. To date, projects delivered as part of programmes co-financed by 
the Structural Funds are not formally supported by project-level mechanisms facilitating 
effective stakeholder engagement and involvement. 
Moreover, this case study provides an insufficient basis from where to recommend whether 
such mechanisms should be formally instituted and how, or these should be left at the 
discretion and initiative of project stakeholders. 

10.2 Recommendations 

This report has identified one recommendation that could help deliver successful hospital 
construction projects supported by the Structural Funds in future. 

A.  Inclusion of hospital physicians in the consultation, design and 
construction phases of specific individual hospital infrastructure projects. 

Inclusion of hospital physicians and/or their senior representatives facilitates their 
input in optimising construction specifications. This is based on their expertise in 
workload, productivity, patient case mix, and other salient hospital operation features. 

In other settings where stakeholders collaborate in infrastructure project delivery, this 
takes the form of ongoing requirements gathering and review with service users, often 
with non-users as well. This has proved to be a very useful approach in engineering 
disciplines such as electrical, electronic, and information systems engineering.  
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Introduction	  and	  methodology	  

In the 2007-13 European Union budget period Hungary is the biggest user of Structural Fund resources for 
health infrastructure investment in Europe. According to our understanding, this also represents an experimental 
approach from the part of EU decision makers - the evaluation of the experiences might result in higher or lower 
Structural Fund commitment to health infrastructure investments in the future. 

Due to the economic downturn, at this stage, Structural Fund projects represent the only substantial development 
resources in the reconstruction of Hungarian health services. The report is a summary of the utilization of 
Structural Fund projects, summarizing data and project outlines. 

In the preparation of the report there was extensive information gathering and consultation with health 
policy makers, decision makers and organizational managers. These consultations included: 

o The Minister of Health of Hungary; 
o two state secretaries of the Ministry of Health; 
o heads of departments in the Ministry of Health and the Health Insurance 
o Administration; 
o directors of managing authorities; 
o local decision makers 
o heads of local or municipal councils, 
o majors of cities 
o directors of health services organisations 
o architects 
o health finance experts 
o public procurement experts. 

The report summarizes experiences gained through the organization of national and international training 
programmes on health infrastructure investment issues. Valuable insight was also available through the practical 
machinations and political aspects of EU project administration resulting from advising organizations (hospitals 
and municipalities) in planning, writing and implementing their structural fund projects. 

The	  major	  problems	  of	  health	  care	  in	  Hungary.	  
The present problems of the Hungarian health care originate from two sources. The first is the legacy of the 40 
years of a centralized state system coupled with decades of underinvestment. The major problems at the point of 
system change were the following: 

1. the health status gap between the Hungarian population and citizens of western European 
countries 

2. non-transparent budget, inefficient spending 
3. over-centralized inefficient health care delivery system not responding to population's changing needs 
4. emerging geographical and professional inequities, due to the fact that resource allocation was 

subject to political influence 
5. oversized, unaffordable hospital sector 
6. inefficient, centrally controlled and inadequate payment systems with the burden of informal payments 
7. inadequate managerial capacity 
8. dissatisfied health care workers, deteriorating working conditions, the decreasing prestige of 

the profession, low salaries 
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The early reform objectives targeted these problems within the system. Policy makers wanted to increase its 
efficiency by securing funding for health care and introduced a national insurance based system. This included a 
structural reorganization of the system with considerable decentralization, and introduced appropriate 
performance based incentives and increased competition by wider consumer choice. The primary care reform 
introduced gate-keeping functions. Policy makers also wanted to decrease inequalities by improving resource 
allocation, and to increase the quality of care, all at an affordable cost. Policy makers envisaged a substantial role 
of health promotion to change the health culture of the population, including related lifestyle. The reforms of the 
'90s outlined the new structure of Hungarian health care that still is in place at present. 

Thought major interventions happened in the two decades since the changes, the legacy of the 40 years of 
totalitarian state still has an impact on the present structure and functioning of health services and has definitive 
impact on the cultural aspects of health care. 

Some argue that the reforms of the 1990s had little impact on this legacy. To target the legacy and the new 
problems, health policy makers continuously attempted various reform interventions in the last two decades, thus 
creating a second source of present problems. 

There is strong evidence that informal payments have survived the reform era, but there is some evidence that 
they do not represent a barrier to access, at least as far as the first contact with the service providers is concerned. 

As far as pure waste is concerned, the new payment mechanisms which were introduced during the first half of 
the 1990s had a significant impact on production efficiency within levels of care (although there is no evidence 
how service quality had been affected), but the incentives embedded in the payment techniques encourage 
providers to treat patients at unnecessary high levels of care, e.g. to hospitalize patients, who could be treated in 
the primary care or outpatient specialist care setting. This is one of the most important production efficiency 
problems of the Hungarian health care system: Who will coordinate the patients' pathways in the system across 
the various levels of care, so that patients will be treated at the lowest possible level, which is able to provide 
definitive care? 
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Preparations	  and	  early	  implementation	  of	  Structural	  fund	  projects	  
and	  health	  strategy	  
Though there exists an officially approved framework document that describes health care priority setting and 
objectives for the Structural Fund and other EU projects we cannot say that there is a broadly accepted and 
well-known strategy for the Hungarian health care. This becomes visible at any planning rounds of a project 
framework that involves issues related to needs based provider capacity planning. 

The preparations and early implementation of EU projects in health care (including Structural Fund investments 
in health infrastructure) had four different stages. 

Early	  preparations	  -‐	  An	  effort	  for	  drawing	  an	  ideal	  health	  plan	  
The early implementations can be characterised as a health plan like effort by the then head of department Dr. 
József Vitray. Lacking political consensus on long term health care strategy Dr. Vitray attempted to draw a 
fundamental health plan, identifying priorities and interventions for health care in the context of European 
values. 

The preparatory efforts were not logged into the political processes and can be characterised as mainly 
theoretical and professional workshop like efforts. The efforts were not sufficient to trigger the necessary 
political processes leading to health strategy and could not be operationalised at that level. 

Major	  Preparations	  -‐	  Addressing	  critical	  factors	  for	  system	  level	  
efficiency	  gains	  
The major outline of the present projects were drawn under the Rácz administration which realised the 
theoretical nature of the efforts so far, switched gears and started to concentrate the preparations on system level 
efficiency gains. They argued that through targeting system inefficiency and problems that are linked to system 
inefficiency they will be able to handle other problem priorities with the consequential effects. They have 
applied a critical factor perspective and used evidences in preparing the projects. For example they included 
existing databases, statistical and logistical modelling in the planning and restructuring of capacities. 

Preparations	  and	  starting	  implementation	  -‐	  Efficiency	  gains	  for	  fiscal	  
consolidation	  and	  better	  privatization	  position	  
The period of the Molnar-Horvath administration can be characterized with a strong fiscal consolidation effort 
in the Hungarian economy and also with the full-scale privatization efforts of the administration. Under these 
guiding principles they gave priority only to two types of projects. On the one hand they prioritized projects 
targeting savings and efficiency gains. They also supported the preparation of projects with any potential result 
that prepares the system elements for privatization. As a stating implementation they have opened the project on 
outpatient sector development (decreasing capacities in acute hospital care and increasing outpatient services by 
creating or renewing outpatient outlets in small regions). Capacity planning aspects of this period were almost 
completely improvised and lacked evidence from the available databases or previous modelling. Sustainability 
factors were ignored just as the previous quantitative modelling. 
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Early	  implementation	  -‐	  Efficiency	  gains	  for	  sustainability	  and	  
attempted	  coordination	  
 
 

The early implementation period falls on the Székely administration. They have reassessed the EU project 
priorities according to their new health policy priorities, the sustainability aspects and the new circumstances 
created by the emerging financial crisis. 

The administration recognised that the lack of an overall health care strategy, the limited nature of evidence 
based planning and the missing coordination between the projects addressing the various care provision levels 
generate disturbances in implementation. 

The administration initiated a broad scale assessment of projects, introduces coordination tools in project 
design and also introduces new project components targeting strategic planning and needs based capacity 
planning with the aim to improve project efficiency and assist the future health governance. 

Throughout the process intensive political gaming could and can be observed which was targeting to gain 
control over the various projects and resources. This is true for a project idea getting on the agenda, and also for 
a project getting through the project preparation process. 

  



 

6 
 

 

Most of the time projects have double funding, the majority funding coming from Structural Fund resources, 
the minor part coming from self-contribution from the applying agency (mostly municipalities). 

Available	  funds	  of	  project	  development	  
The Social Infrastructure Operational Programme Action Plan deals prominently with health infrastructure 
development. In the programme we can find the infrastructure development of in- and outpatient institutions. In 
each action plan there are 9 elements aimed at the development of health infrastructure. 

 

The total budget of the 2007-2008 Action Plan was 747.58 million EUR. The division is the following: high 
priority projects 42.3 million EUR, single-stage calls 137.5 million EUR and two-stage calls 567.74 million 
EUR. 

The 2009-2010 Action Plan does not stipulate the planned spending schedule. The overall budget of the whole 
Action Plan is 122.56 million EUR. From this amount 20.3 billion EUR can be allocated to high priority 
projects, and 98.8 million EUR to single-stage calls. 

The amount disposable for the 7 year period of the elements is 11.5 million EUR. The expectable spending of 
the 2007-2008 Action Plan elements till the closure of these elements (till 2011) 747.6 million EUR, this is the 
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65 % of the total amount. For the elements of further periods 122.56 million EUR will remain between 
2009-2010, that is the 16.39% of the total, this way a little more than 81 % payment can be realised till the end 
of 2010. 

Primary	  Care	  and	  outpatient	  services	  
Action plans belonging to regional operational programmes are located around two components. One 
component („A" component) aims the development of primary care by establishing local „health centres", while 
the other one („B" component) deals with the development of independent outpatient centres on micro regional 
level. 

These two components can be found in each region with the exception of the Central-Hungarian Operational 
Programme. In some regions there are intentions for further improvements, mainly concentrating on 
rehabilitation infrastructure development. 

Inpatient	  services	  
The Central-Hungarian regional does not count as a convergence region from 2007, so the amount and the 
extent of the support is much more limited, than at the other six regions. 

In this period three main „elements" were named, from which two contain further sub-components. These 
projects are announced with a 90 % support ratio (except of the high priority projects). 

Components of the element „Development of the Central Hungarian inpatient care 
provider system (supported projects 16) 
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Use	  of	  Structural	  Funds	  

Primary	  Care	  applications	  
In the frame of regional projects, primarily the elements „Development of health care providers" were 
announced during 2007-2008. The aim of the calls, the structure of these elements was the same in each 
case. 

Development	  of	  primary	  care,	  establishing	  local	  health	  centres	  ("A"	  
component)	  

Aim of the application 

§ Regional equalisation of the access to the health services  

§ To ensure high quality health service 

§ Improving the quality of GP services Modernisation of infrastructure Realisation of equal 

opportunities  

§ Developing info-communication systems Improvement of the quality of primary care 

Result of the application 

Central Transdanubia Region 

In the Middle-Transdanubia Region a total of 26 applicants were granted by 586.6 million HUF. Compared to 

the action programme, the grants budget was exceeded by more than 66 million HUF, and 12 additional 

applicants were accepted. 

The sponsored applications ratio was an average of 78%, due to this favourable figure, applicants had to show 

up an amount of 239.7 million HUF financial retention. The contracted value was less in this component 

compared to the granted amount. Despite of the 20 million HUF gap between the above figures, the ratio of the 

granted amount did not change. Unfortunately the final granted amount has not reached the 18%. 

North Great Plain Region 

Both components have been announced in the region. In the frame of component „A" 21 grants were awarded 
positively, and one tender was already completed. 

The contractual amount of the subsidy was 102 billion HUF, which means 1.13 billion HUF total cost at 90% 
average support rate. Despite that originally 20 subsidized projects were planned in the action plan for the 
components „A" and „B" altogether, in this component only alone more tenders were positively awarded. At the 
same time the total awarded amount hardly attains the limits of the 2007-2008 period subsidy frame. Two bids 
have won the maximum amount, which could refer to the efficiency of the content, but if we take a look at the 
support rate, then presumably the unusually high co-financing rate (46% and 21%) can rather be the base of the 
maximum support. 

Despite that one grant has already been completed, the disbursed costs were only 203 million HUF, and that is 
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narrowly reach 18% of the total subsidy. 

North Hungary Region 

The supported projects in the region are 57, and they were subsidized with 3.37 billion HUF, which is more 
than the double of the 2007-2008 period support frame. The 2009-2010 Action Plan already overwrote the 
previous one, and this way the 86% of the total disposable amount till 2010 was disbursed already. 

South Great Plain Region 

In the frame of the component 12 grants were awarded. The contractual amount of the financial support attains 
the 381.3 million HUF, that is the 83.2% of the budget. The contractual amount was 436.7 million HUF. The 
average support rate was 86%. The realised payment was 76.1 million HUF, which is the 18.9 % of the total 
subsidy. 

Among the 12 awarded applications only one came to completion, here the realised payment attains the 
tierce of the contractual amount. 

Western Transdanubia Region 

In this region 26 applicants were funded, while the relevant programme only called for 8 applicants. Due to the 

increased number of granted applicants, the approved amount was four times higher, achieving 916.3 HUF. 

Despite of the increased figure, the percentage of 82% support ratio and the launched 15% utilisation is 

considered satisfactory. 

Outpatient applications 

Development of micro-regional independent outpatient clinics ("B" component) 

Aim of the application 

• Regional equalization of the access to the medical services 

• Abolition of service shortages 

• Improving of basic health care 

• Improving the quality of services 

• Realisation of equal opportunities  

• Developing info-communication systems  

• Providing local health care 

Result of the application 

Central Transdanubia Region 

Only 6 applicants were subsidized in this region. The approved grant - 1. 99 billion HUF - is equal to 95.8% of 
the total fund budget, which represents in this region the highest grant agreement. The approval ratio is close to 
87%, while the payment ratio is hardly more than 2.5%. 
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Northern Great Plain Region 

In this component 3 tenders were awarded. The total contractual amount was 1.97 billion HUF, and it means the 
43 % of the total budget. The total contractual amount was 2.13 billion HUF, from which 59.7 million HUF was 
already disbursed. The payment ration is the lowest among the regions, as it hardly attains 3 %. 

Northern Hungary Region 

In this component 4 tenders received financial support in the amount of 2.19 billion HUF altogether, which 
means the 90 % of the total amount. The average subsidy rate was 88%, this is due to the fact that one project 
was almost subsidized to the maximum level, but at the same time the applicant undertook 39 % co-financing 
rate contrary to the other two applicants receiving more than 90% subsidy. 

Southern Great Plain Region 

In this component 8 bids were awarded with the amount of 3.9 billion HUF, and this is 50 % more, than the 
budget indicated in the action plan. In the 2009-2010 action plan the budget was already modified for the 
2007-2008 period, which has increased by 4.6 billion HUF this way. The payment rate was 3.6 %. 

Southern Transdanubia Region 

At present only component „B" has been considered. In the frame of the two components 27 bids can be 
awarded, from which 3 winners were granted in this component. The amount granted was 1.4 billion HUF. With 
the 92 % support rate, the total accepted cost is 1.5 billion HUF. The total cost and contractual support will be 
expectedly lower, but this is unknown at present, since no contracts have been made yet.
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Western Transdanubia Region 

In this region 2 applicants has got 700 million HUF grant, using up 83% of the applicable amount fund, 
reaching 86% sponsored ratio. 

Analyzing the relatively high sponsored ratio, the actual spending is rather smal (5%) 

Social	  Infrastructure	  Operational	  Programme	  

Establishment and development of outpatient care centres on micro regional level 

The National Development Agency announced the call in 2007. The available overall budget was 100.8 M 
EUR, from which 20-25 applicants could receive funding. The amount to be awarded was between 2 and 4 
million EUR. 

In the announcement dated in 2008, only 36 million EUR was the attainable maximum for 9 applicants, and 
also for amounts ranging between 2 and 4 million EUR. 

Aim of the application 

Regional equalisation of the access to the medical services Abolition of service 

shortages Improving the quality of GP services 

Improving the market opportunities of the employees 

Providing service on a professional minimum level Improving the 
level/standard of the services 

Realisation of equal opportunities 

Developing info-communicational systems 

The strengthening of the cohesion within the micro-regions 

Result of the application 

During the 2007 call, among 25 applications 23 projects were chosen in the amount of 14.5 billion HUF, which 
means that more than 10 billion HUF was left unspent. Due to this fact the call was re-announced in 2008 with 
9 billion HUF, from which 6.5 billion HUF was disbursed. 

The average support rate in 2007 was 93%, and in 2008 was 92%. 

There was 92 million EUR paid to the awarded applicants of the 2007 year call altogether (including advance 
payments and reimbursement according to invoices as well), and this amount is almost the 17 % of the 
contractual budget. At the same time according to the payment schedule determined in the Action Plan, this is 
only the 2.26 % of the budget that has been allocated to the period 2008-2009. 
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Inpatient applications 

Central Hungary Region 

All facilities indicated the previous Action Plan of the region have been opened in 2007. From the 30.7 billion 
HUF earmarked in the OP there was 19.4 billion HUF granted. There was no disbursement in any case of the 
awarded projects till the end of the 2nd quarter of 2009. 

Modernization	  of	  high	  level	  tertiary	  health	  facilities	  
The total budget of the facility was 16.38 billion HUF, from which amount 58% was already granted (9.7 
billion HUF). The average support ratio at the two hospitals from Budapest and one from Pest County was 71%. 

Development of the   infrastructure   of adult and paediatric   oncology services hospitals 

One project was awarded with 5.4 billion HUF in this facility. At a 90% support rate, the project utilized 73.7 % 
of the total budget. 

Development of emergency cgre in hospitals (including paediatric emergency), development of PIC 
information systems, modernization of cardiology care services 

The call for proposals was opened in 2008. The total programme financing was 8.8 billion HUF from which 
20-25 applications could be financed. 

The programme is a one round application, the successful applications have half year to further develop their 
final project idea. The applicants can receive a co-financing between 0.100 and 0.820 billion HUF. 

Aim of the application 

§ Establishing modern health care system and its centres 
§ Improving the equal opportunities of accessibility to the service 
§ Accessibility to the service 24 hours 
§ Establishing  emergency departments with continuous health care service 
§ and one gate entry system 
§ Establishing integrated duty and emergency service 
§ Improving the level/standard of the services 
§ Developing info-communicational systems 

 
Result of the application 

In the call for proposals from 2007 only 7 applications received a co-financing of 5.33 billion HUF, which 
means 83.2 % of the allocated sum. In 2008 only one application received 3.2 million HUF co-financing. 

Until mid 2009 a total of 3.5 million HUF was granted, representing 16.3 % of the allocated sum. Based on the 
Action plan until 2009 only 16.9 % of the total sum was allocated. 

Social Infrastructure Operational Programme 

Infrastructure development in health poles 

This tender has been announced in 2007. The overall budget for the seven year period is 75 billion HUF, from 
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which 9 tenders can be awarded, at 2.-11.15 billion HUF support rate. 

Aim of the application 

§ Establishing a needs-based healthcare system 
§ Increasing the patient's satisfaction and his/her quality of life 
§ Establishing a modern, needs-based and sustainable health care system 
§ Health care institutes equipped with the latest technology 
§ The health care providers would be integrated according to the needs 

Result of the application 

Based on the first stage of the call 10 applicants have qualified to the second stage, where 2 applicants were 
granted with 21.75 billion HUF. Consideration of the bids and the start of the disbursement can be expected to 
begin in 2009. Pertaining to this year 136.1 million EUR payment was planned. Even so currently there was no 
disbursement in the frame of this tender, they are expected to happen in 2010. 

Long term care 

Western Transdanubia Region 

The „calls for proposals of rehabilitation project" were launched only in this region. For the 2 applicants the 
frame amount of 1.5 billion HUF was granted. The actual payment was only 6%. 

 

 

Projects of high importance 
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Projects of high importance - due to its importance, high level content and the value of the relevant 
investment - are not called for public invitation of tenders. These projects are non-refundable grants, they 
are 100% sponsored. 

In the frame of „New Hungary National Development Plan" 7 grant agreements were called for the aims 
of supporting the health care related strategic infrastructure till the period of 2010. Five of these seven, 
were called for by Social Infrastructure Operational Programme while the remaining 2 were listed in the 
frames of Regional Operative Programs. The value of the latter 2 projects reached the 53.32 billion HUF. 

The Social Infrastructure Operative Program's relevant health care chapters implement two major 
comprehensive development priority areas. One was specifically geared towards the state-of-the arts 
infrastructure construction of the „in-patient" services, which includes the development both the 
blood-supply centres (3 billion HUF) and air rescue services. (11.5 billion HUF) 

The other area covers its IT support, which includes the valid and reliable patent registration system (1.6 
billion HUF) and the patient ID system, introducing an electronic ID card. (4.2 billion HUF) 

In the frame of the Social Infrastructure Operational Programme program the above grants represents 27.3 
billion HUF, which adds up to 9.5% of the total fund amount. 

Up till now only the air- rescue development had been granted officially, while 75% of the total amount of 
27.3 billion HUF - is not utilized yet. 

„Development of national ambulance system" Project was launched in year 2007-2008., each year with a 
budget of 3.5 billion HUF. The project was granted, it is under implementation 

Aim of the application 

§ ensure the pre hospital intensive care assistance 

§ ensure to cover 90% of the whole territory, reaching it within 15 minutes 
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§ cost-efficient daily work of the ambulance transport system 

§ ensure high quality ambulance services 

§ provide high-tech IT system 

§ quality control management setup 

§ to decrease the parallel ambulance service use 

§ to ensure special digital data transforming system 

§ increase the „health-gain" and „longer life" assistance 

 
 
Among the regional projects the so called „High Importance Projects" were called for only in the 
Central-Hungary region. 

From the above budget 4 projects could be implemented in the value of 26.02 billion HUF, which 
represents 86.4 % of a four year's health-care related development projects in Central Hungary. 

Analysis	  of	  the	  main	  constraints	  experienced	  in	  the	  use	  of	  Structural	  
Funds	  
In the following part constraints, threats and certain opportunities in relation of the planning, 
implementation (so far) and further development of Structural Fund projects are summarized. The ten 
most important factors are illustrated below. Though they mainly represent constraints please note that 
corrective measures can be planned for them and they can also be regarded for developing critical factors 
that contribute to the success of Structural Fund projects. 

In respect of certain projects the below constraints are well known, openly addressed even by the 
government administration itself and serious corrective measures are taken or attempted to overcome the 
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difficulties. There is also a fast learning process triggered in the system that is gradually producing the 
necessary and relevant managerial capacities.  

The level, limitations and opportunities of strategic thinking related to Structural Fund projects 

The general thinking about Structural Fund projects is rather instrumental than strategic. It focuses on systems 
efficiency gains rather than health gains. There are limited capacities to look at health gains. For example this 
thinking will give preference for offering patients technologically perfect tertiary facilities in the distance rather 
then keeping patients healthy in communities or assessing the values of offering nearby care for patients. 

Strategic planning and the health policy development process are disrupted and can be diverted from the 
evidence base by political ideology. 

On the other hand there is a good potential for strategy development in the Hungarian health care. Due to the 
availability of a long-term health insurance reimbursement database there is a unique opportunity to develop the 
evidence base for capacity or patient pathway planning. Recent efforts support the evidence-based alignment of 
Structural Fund project priorities. 

Loosely	  coupled	  strategy,	  strategic	  mimicry	  

Generally speaking and especially in the times of budget deficit consolidation or fiscal crisis the hunger for 
development resources is stronger than the need for fundamental strategy development or sustainability 
considerations. The result is a strategic mimicry where the strategy making is loosely coupled with the problem 
or evidence base and mainly focuses on the elaboration of attractive project ideas without evidence base. 

National and regional policy making develops a strategic mimicry in putting projects on the agenda and access 
resources. This intention then makes strong alliance with the grant applicants who are willing to fit their 
intentions in this tactical framework offer. The danger is that this way development resources do not finance 
health or efficiency gains, or new strategic directions, but simply substitute missing depreciation costs. 

 

The	  Strategic	  Vacuum	  cannot	  be	  filled	  with	  project	  level	  tactical	  instruments	  

The contradictory or disturbed policy development phases and the lack of a broad health systems strategy 
triggered adaptation mechanisms among the well trained and rational development policy administrators and 
experts in the system. They have tried to substitute strategic policy level directions by project level instruments. 
These are project requirements or contracting conditions that are supposed to drive projects to a strategic 
direction. For example, perceiving the lack of sufficient sustainability planning in the outpatient centre projects, 
the Managing Authority demanded sustainability statements from municipalities. The development fund hungry 
municipalities were willing to give these statements in order to have valid grant applications in. Most of the 
time these statement lacked feasibility estimates based on calculations of the valid reimbursement systems. 
Unfortunately these sustainability statements proved to be useless in the short run. In the period between 
sending in the grant applications of the various project schemes and contracting many municipalities realised 
that the service payments got inflated (in certain cases evaporated) and there are fundamental gaps in 
sustainability. 
These tactical level tools have their limitations and cannot fill the strategic vacuum. 
 

Lack	  of	  political	  stability	  
The lack of political stability has multiple impacts on the success of Structural Fund projects. First of all, the 
development and implementation of a sustainable health care reform takes time and commitment. Frequent 
changes in political direction will cause disruptions in the development process. 

In the case of Hungarian Structural Fund projects the changes in policies have a visible impact on the 
sustainability of projects in the short terms. The payment system of health services was changed in one budget 
period making sustainability calculations almost impossible. In the case of outpatient outlet grants, the inflation 
of the value of the reimbursement points could cause the evaporation of the sustainability base of a given 
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project. 

The	  coordinative	  management	  function	  is	  generally	  in	  deficit	  in	  the	  Structural	  Fund	  projects.	  

This constraint has rather serious impact on project efficiency in two ways. On the one hand it prevents the 
strategic integrative coordination between projects addressing the various levels of care provision. The lack of 
strategic integrative coordination can be best characterised by answering the question whether the present 
Structural Fund projects are the ones Hungary needed anyway. We can say that yes, the Hungary should target 
systems inefficiencies and concentrate resources. We have to select well-developed hospitals to develop them 
into regional centres and abandon duplication of expensive services regionally. We can also say yes, due to the 
strikingly high cancer mortality we have to develop oncology services (both infrastructure and equipment). But. 
Under no circumstances should the development of regional hospital centres fall under different project frames 
and should be independent from the development of regional oncology centre projects. Unfortunately this is the 
case in the Hungarian Structural Fund projects. The lack of coordination is visible as both projects turn towards 
implementation. 

We can say that yes, municipal hospitals should go through a structural change in order to target operational 
inefficiencies and we also have to prioritize the reconstruction across the hospital sector. We can also say that 
the outpatient services should be developed to take over responsibilities from the more expensive acute hospital 
care. But. Under no circumstances should these two developments fall under two separate projects (by time and 
project heading) and under no circumstances should they happen without the regional planning and 
harmonization of capacities. Which is the case in the Hungarian Structural Fund projects. 

No coordination between the outpatient and the hospital reconstruction projects prevents the needs based 
regional capacity planning and the efficient functional division of work between the various levels of care. Even 
individually proper and problem based project ideas can loose their potential benefits if coordination is missing. 
 
On the other hand horizontal coordination inside a project scheme can result in high-level project inefficiency. 
For example the lack of centralized or coordinated public purchasing procedures can result high levels of 
inefficiency when the several similar outpatient development grants support a separate and individual public 
purchase process for similar x-ray or computer equipment for the individual projects. A coordinated public 
purchase process could save lot of resources for development purposes. 

An important corrective measure can be observed in the case of the project supporting the structural change in 
hospitals. At the time of the announcement of the "Pole Hospitals" project regional coordination of services was 
not considered critical to the success of the projects. In the case of the recently announced structural change 
project the evaluation criteria give priority to functional and/or territorial coordination of services. 

Dual	  power	  or	  division	  of	  power	  as	  a	  safeguard	  measure	  or	  as	  the	  cause	  of	  political	  paralysis	  

In the Hungarian Structural Fund projects there is a dual power or division of power between the Ministry of 
Health as the professional arm of policy making and the Managing Authority as the development policy 
"supervisor" of the preparation and implementation process. The Ministry is interested in accessing 
development resources for the sector, while the Managing Authority is representing overall EU and 
sustainability principles in the process. The legally binding responsibilities of the Managing Authority act as a 
safety fuse in the process. The dual approach can cause paralysis in the process in certain cases, but many times 
it prevents the dysfunctions. Conflicts may rise if the actors on the two ends of the power balance represent 
conflicting political interests. The Managing Authority is often perceived as Brussels' guard, working against 
national or sectoral interests. 

The	  Structural	  Fund	  projects	  as	  bureaucracies	  

The access to Structural Fund resources is perceived as a horribly bureaucratic process by most of the eligible 
organizations. These organizations considered themselves as "EU project illiterates" and feel the obligation to 
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invest excess resources in grant application or strategic consultancy. The complex bureaucratic processes reduce 
transparency, generate dependence and practically expose organizations to a network of projects consultants 
making grant applications expensive. This also causes a consequential inequity as poorer organizations or 
municipalities cannot afford proper consultants. The bureaucracy is so much overdeveloped that the side effects 
seem to be higher than the gains. The excessive measures to ensure transparency are the causes of the lack of 
transparency themselves. 

The administrative procedures are complex, and require special skills from administrators. Most of the 
time organizations pay high price for external project management services to be able to keep projects. 
 

Limited	  expert	  capacities	  at	  every	  level	  of	  the	  system	  

We can observe a serious limitation in capacities at every levels of the system including both public 
service and private capacities as well. 

There is a lack of administrative capacities in the Ministry that mainly considers policy development 
expertise, or project administration capacities. Many times public service capacities are substituted by 
consultants or outsourcing project preparations. 

At the Managing Authority the lack of capacities relate to the expertise of the given sector. Given that the 
management of the Managing Authority is more stable than the sectoral government, the organizational learning 
is managed better so the administrators can adapt better to the demands of the sectoral knowledge. The lack of 
proper evaluators and the resources available to motivate evaluators endangers the achievement of the project 
objectives. The lack of overall health care strategy prevents the relevant education of proper evaluators. 

Regional level health policy development or regional health management capacities are almost non-existent. 
Thus most of the regions or county level municipalities have to rely on external expertise in their development 
or grant application efforts. The continuity of planning or development efforts from national to local level or the 
representation of local needs and realities in national policies are fundamentally disrupted. 

Project implementation capacities at the implementing organizations’ level are also limited, most of the time 
solved by consultants and/or outsourced. 

Structural Fund projects pumped unprecedented infrastructure investment resources into the Hungarian health 
care and with the resources we build unprecedented volume of buildings at a short time. There is an obvious 
limitation in architectural planning capacities that have expertise in health facility planning and there are 
limitations in facility management capacities as well. 

The building reconstruction capacities generate high demand for the re-engineering of medical or nursing care 
procedures where we can observe a severe lack of expert capacities on the level of organizations. 

The concentrated stream of development resources into health care created a severe tension in the system, and 
puts the quality of grant applications and project implementation at a high risk. 

 

The	  culture	  of	  TIME	  in	  Structural	  Fund	  operations	  

There exists a strange cultural relation to TIME in the Hungarian state administration. The preparation of 
projects seems to be an almost endless procedure. The announcement of projects is unpredictable, it gets 
postponed several times and with serious periods. The deadlines of grant applications regularly change so 
applicants naturally count on this "flexibility". The deadlines for evaluation never met and the endless time 
between the elaboration of grant applications and contracting allows radical changes in environmental 
conditions making the original applications irrelevant to the new circumstances. The payments are also delayed 
and so unreliable that cause expensive financial management measures at the implementing organisations. 
 
The timing of the inflow of the development resources should also be considered better. The disproportionately 
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high inflow generates disproportionate need for administrative or expert capacities that will prove unnecessary 
when the inflow of resources will decrease along the Structural Fund project cycle. 
 

There	  is	  imbalance	  between	  the	  magnitude	  of	  infrastructure	  investments	  and	  the	  development	  of	  
human	  resources	  

Lack of coordination is not only a problem between the various levels if Structural Fund investments, but also 
across other domains of EU development activities. A good example is the planned development of 
rehabilitation and long term care infrastructure capacities. While there is an obvious need for rehabilitation 
infrastructure and equipment development in the Hungarian health care, the critical factor in the development of 
rehabilitation services is rather the human element. Coordination between the Structural Fund projects and other 
development efforts should be ensured. 

Executive	  summary	  
In the EU budget period of 2007-13 Hungary is the biggest consumer of Structural Fund resources for health 
infrastructure investment purposes. 

While it is obvious that in the times of financial crisis, Structural Fund resources are the only and limited 
resources for the reconstruction of health care, the efficiency of the utilisation of the funds is questionable. 

 

In general terms the projects are targeting the obvious problem bases in the system but the lack of an overall 
health care strategy and coordination between the projects put the achievement of potential health gains at risk. 

The development opportunities triggered a fast learning process throughout the ranks of the services. The 
necessary administrative, managerial and expert capacities are gradually building up, but at present they do not 
match the excessive inflow of Structural Fund resources. 
The present administration has the ambition to speed up the implementation of the Structural Fund and other EU 
projects and takes or attempts corrective measures in the priorities, the evidence base, the coordination and the 
administration of the projects. 
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The	  new	  Martini	  Teaching	  Hospital	  Groningen	  (Netherlands);	  hospital	  
of	  the	  21st	  century.	  

	  
 
 
 
 
 
 
 

Building	  flexibly	  and	  future	  proof	  (using	  IFD	  construction	  techniques)	  
and	  creating	  a	  healing	  environment	  in	  the	  new	  hospital	  
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Introduction	  
 
The construction of the new Martini Hospital is well under way. At this moment the 
hospital is still situated at two locations, Van Swieten and Van Ketwich. By the end of 
2007 the new building will be ready and all members of staff and specialists will be 
working in a new hospital that will be linked to the present Van Swieten Location. 
The new building has a number of special accents for a new hospital; thus the starting 
point for the construction was to make the building flexible and “future proof” enabling it 
to grow alongside with the rapid developments in care. 
The hospital has chosen the integral application of industrial, flexible and demountable 
construction as has never been used so extensively in hospital building in the Netherlands 
so far. For this the hospital has received a demonstration status from the Ministry of 
Housing, Spacial Planning and the Environment in view of its choice for employing these 
so-called IFD construction techniques. 
Furthermore, the hospital has chosen a patient-focused, well got-up design in which is 
tried to create a healing environment for patients. Herewith the building supports the 
hospital’s philosophy that by paying specific attention to the building many extras 
complementary to patient care can be created. 
By interplay of many colours in combination with a lot of daylight this will lead to a light 
and warm building in which patients as well as professionals will feel at ease. 
 

 

Introduction	  Martini	  Hospital	  
 
The Martini Hospital arose in 1991 from a successful merger of two medium-sized hospitals, 
the former Roman Catholic Hospital Groningen and the former general Christian 
Diaconessenhuis Groningen. Until the opening of the new building, the hospital is situated at 
two separate locations; a function division plan lined out how in the circumstances both 
locations could offer optimum and efficient care as a hospital to the service area. 
The Martini Hospital is a large general hospital. In 2005 more than 46.000 patients were 
admitted; approximately one third of these were admitted in daycare. More than 270.000 
patients visited the outpatient departments in 2005. 
The hospital has a topreference function for specialised burns care. One of the three Dutch 
burns units is housed in the Martini Hospital. Besides, the hospital has topclinical functions 
such as neurosurgery and hemodialysis/peritoneal dialysis.  
Furthermore, the hospital is a so-called teaching hospital. As a result of an agreement to 
cooperate with the Medical Faculty of the State University of Groningen some 50 house-
officers are employed in the hospital. Moreover, assistant physicians in training work in more 
than fourteen specialist departments due to intensive cooperation with the University Medical 
Centre Groningen (UMCG). The hospital also cooperates with the Hanzehogeschool and the 
Noorderpoortcollege (institutions for higher education) so that many nurses can do training on 
the job during their education. Besides, there are good relations with general practitioners who 
refer patients to the hospital, four nursing homes and also with Home Care Groningen. 
The hospital is situated in the capital of the Province of Groningen, Groningen City. 
Groningen City also accommodates the University Medical Centre. In the eastern part of the 
Province of Groningen there are three more, smaller hospitals. 
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Approbated	  draft	  plan	  in	  2000	  
 
A previous draft plan was approbated in November 2000 after 9 years of plan 
development. The hospital was to be built in extensions around the now 20 year-old 
building. The existing nursing wards would form the heart of the new building. Twenty 
years after the opening of the new building the heart of the existing building would be 40 
years old and written off and thus would have to be demolished. 
To see if this line of thinking was a realistic option, the new Board of Directors had AT-
Osborne carry out a second opinion in February 2001. On the basis of the results of this 
second opinion the Board of Directors decided to make a fundamental switch. It is clear 
that this switch meant an enormous swing and that the buy-in of this cost a lot of time and 
energy. Many external parties, but also internal branches within the hospital, had to be 
persuaded of the necessity of making a fundamental switch in a short period of time. 
From the very beginning the Netherlands Board of Healthcare Institutions saw the 
opportunities the proposed new alternative could offer and has given its full support. The 
internal echelons within the hospital reacted very disappointedly at first, also because of 
all the energy that had been put into the construction process up till then. Finally, people 
were persuaded by the arguments that the new construction plan fitted  better into the 
already developed vision of care and that the building time of the new plan, too, - by 
choosing industrial building – would finally produce the same delivery date. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

     Approbated draft November 2000 
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Starting	  points	  for	  design	  
 
Flexibility, logistics and durability (“future proof”); the starting points for the new plan 
 

1.1 Flexibility	  
 
IFD-principles 
The tenability of buildings in health care has decreased strongly in the previous decades. This 
is partly due to the fact that the technical and economical life span of buildings does not 
correspond with their functional life span. No one can predict what health care will look like 
twenty years from now. This obscurity became an assignment the principal wanted to see 
solved as creatively as possible in the new construction plan. As a starting point for the new 
plan flexibility, changeability and durability of the building concept were chosen. The 
building would have to be able to grow as it were together with its users and the rapid changes 
in health care. Industrial building seems to be the appropriate answer. In the new Martini 
Hospital this is carried through in detail. 
The new building of approximately 58.000 m² is realised at the eastern side of the present 
hospital ( 35.000 m²). For this a sophisticated housing vision has been developed for an 
optimum usage of the available space on the plot for the coming 40 years. In the coming 
period new buildings at the end of their life cycle can be removed easily via a sophisticated 
hop scotch and new buildings can be built sidelong as well. 
 
Hop scotch on location Van Swieten 
 

 
Flexible building was chosen, too, according to the Industrial, Flexible en Demountable (IFD) 
building principle. The new hospital will consist of eight building blocks of approximately 
1000m² each, which are linked together like two chromosome pairs. 
At the junctions the central facilities, stairs and lifts are housed. By cutting the total building 
block into eight parts, it is simple to dispose of parts of the new building should a shrinking 
scenario emerge. 
A fundamental choice has been to deviate from the standard width of a hospital building 
block. Instead of a deep building block of 40 x 25 meters in width, a narrow block with the 
dimensions of 60 x 16 meters was chosen. This produces 30% more daylight which does not 
only have a favourable impact on patients’ recovery and the biorhythm of patients and staff 
but it also offers the possibility to convert building blocks into offices or houses without too 
big interventions. 
 
The building is flexible at all levels because of the uniform building blocks. 
The installations are placed in a central shaft per building block. 
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80 % generic spaces and 20 % specific spacial destinations were chosen, so that the main 
structure stands apart from the chosen health care concept. Two building blocks have the 
traditional hospital size and accommodate among others the Operating Room Complex, 
imaging techniques and Nuclear health care. For these two building blocks antoher form of 
flexibility was chosen that is by not having installations go through the central shaft but 
through insulated pipes outside of the façade so as to keep an optimum of arrangeability of the 
available space for the future. The generic spaces on these two building blocks might be 
exchanged for example for an extra operating theatre. Flexibility was sought for in the 
construction, the exterior and the interior as well. On the outside of the building, extensions of 
2.40m x 7.20 m can be added locally. Herewith the total surface can be increased by 10%. 
This was taken into account when calculating the foundations. Up to now in hospitals metal  

 
Construction zones with expansion element 
 
stud walls were used which had as a drawback that at internal changes they would effectively 
be demolished. 
The Martini Hospital applies a system wall which can be replaced or removed without having 
to be demolished and installations remain easily attainable. The design of these system walls 
effectively produces a sound insulating value of 48 dB from architectural floor to architectural 
ceiling. 

 
Because of the large amount of flexibility at more than one level, the 
hospital is expected to be able to accommodate easily to the rapid 
changes in health care where architecture is concerned and thus the 
hospital can be called “future proof”. 
The philosophy behind this large scale IFD building has provided the 
hospital with a demonstration status which the “Stuurgroep 
Experimenten Volkshuisvesting”(special committee on experiments 
Department of Housing)  of the Ministry of Housing, Spacial 
Development and Environment awarded it in 2002. 
 
 

1.2 Logistics 

Optimum logistics for various intensively joined functions; function plan and logistics. 

 
In the interior design the desire for flexibility has been carried through. In the chosen function 
plan in the health care concept for the logistic main division, a subdivision was made into 
acute care and elective care. Because of the switch this new functional division could be made 
so that the logistic lines of functions with respect to each other are optimum. 
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Care	  model	  principle	  
The care model for the new Martini Hospital has been constructed around two principles, 
namely: dividing care into elective and acute care and the forming of a nursing chain. Starting 
point for this care model is the fact that elective care (app. 85% of total care) is hardly or not 
disrupted by acute care. This concept is translated into the design for the new building. 
The “heart” of the building is formed by the operating rooms which are devided into an acute 
part (high care) and an elective part (low care). The high care part forms a chain with the 
intensive care unit, the coronary care unit and day nursing. This nursing chain going from the 
high to low care part of the Operating Block assures that it is not the size of the building block 
that defines the size of a nursing ward. The size of a nursing ward is flexible because the 
nursing wards are designed in the form of a chain. Wards can shrink and extend by using beds 
from an adjacent ward. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nursing	  wards	  
For the nursing wards a combination of one-bed and four-bed bedrooms was decided upon. 
Where others choose one-bed bedrooms only, the Martini Hospital did not do so for the 
following reasons. Starting point is that a patient after triage gets the bed he or she needs as a  
result of the illness/treatment. When there is a higher chance that a patient or his or her 
environment should be protected against possible contamination by this patient he or she will 
be nursed in an insulated room. For many patients with relatively simple operations there is 
no such need so that they can be nursed in a regular four-bed bedroom. Furthermore, many 
patients appreciate a four-bed bedroom from a social point of view as well. 
 
 
 
 
 
 
 
 
Floor	  leveling	  
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Seen from the care concept the physical separation of elective and acute (emergency) care is 
translated into the function plan. This enables wards which strongly interact to be linked up 
horizontally and/or vertically. On the non-plannable, high care side this is expressed in the 
emergency lift which makes a vertical connection between Emergency Care, CCU, IC, 
delivery rooms, burns unit and operating rooms. Thus in this acute part of the building on the 
third floor of the hospital a very well-connected logistic coherence is created between the 
Operating Room Complex, the Intensive Care and also the Burns Unit which is located on the 
same floor. The incident room is connected to the third floor in a matrix structure by means of 
an emergency lift. 

 
 
Concretely, this has the following result: the distance from 
the ambulance entrance to the operation block entrance 
measures less than 30 meters. Where on the high care side 
above all the input of the patients is the guiding principle, on 
the low care side this is the input from the operating rooms. 
On this side the volume for most of all the ever increasing 
number of day care is determined by the speed with which a 
patient can go to daycare after an operation via as short a stay 
at the recovery room as possible. This is effected by linking 
the recovery rooms and day care units together physically 

with a so-called “overflow” area. As the supply in the recovery unit increases this area is 
involved. The further the day proceeds, the emptier the recovery units, but the fuller again the 
day care units. The overflow area can top these peaks on either wards. 
 
Also within themes, wards are clustered by means of linking up the building blocks and 
wards. Thus on the second floor of the building all functions around the theme Woman and 
Child are located. In building part A the maternal ward is housed; the outpatient clinic for 
gynaecology and/or obstetrics and paediatrics are situated on the same floor in building part 
E; neonatology and neonatal intensive care in building block G. On the same floor paediatric 
day care is connected with Ear, Nose and Throat. 
 
Set	  up	  and	  clustering	  of	  outpatient	  departments	  
The outpatient departments are clustered in the building in such a way around junctions that 
those outpatient departments which form a unit or a theme together are situated next to each 
other. The idea behind this is that the patient can visit the outpatient departments he or she 
needs to go to easily in one hospital visit. Because for a patient it is no problem to visit a 
doctor as long as it is possible within one hospital visit. 
The so-called “one-stop-shopping” prevails above the principle that the patient should make 
as few movements as possible in the hospital. The outpatient departments are fully patient 
focused. Here too the doctor has no study of his own. The study is situated in the existing 
building where he or she resides at an office floor together with all the other doctors. 
 
 

1.3 Future-‐focused	  
 
The philosophy behind the new construction plan was to be able to offer a flexible and 
durable new hospital which can accommodate to the rapid future changes in health care 
quicker, better and cheaper. 
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Value	  for	  hospital	  
The new Martini Hospital is based on a renewing concept namely the IFD concept. As a basis 
for this concept, on the one hand experiences from IFD building at non-hospital projects and 
on the other hand experiences with the permanent question in existing hospitals for 
adjustment of housing, are incorporated. All of this results in the IFD concept at the Martini 
Hospital and creates a certain expectation in the future. To describe the integrity of design in 
the near future there are three levels. 
 
Building	  
The new building consists of six equal building blocks with uniform departments. This 
uniformity offers for the future the possibility of making an outpatient department out of a 

present ward or a layer of appartments out of a present outpatient 
department. Because of this uniformity it is possible to solve a 
future question for more or fewer beds, for more or less outpatient 
ward space within the existing square meters. Now there are 
functions that require more width from a building. This is possible 
too by placing an extension to the outside façade by which per 
dimension of 7.20 m the building can be widened by 2.70 meters. 
 
 

Design of an expansion element 
 
Floor	  
Besides from the fact that the spaces are built with demountable system walls they are also 
uniform as to size as much as possible. Thus all nursing rooms are standardized so that the 
destination of rooms is not defined by restrictive specific dimensions for a specific 
department. Also the drawn out form is part of this. That is, the size of a nursing ward 
depends on the supply of a patient group. By linking up the nursing wards lik a chain the 
building is not a restrictive factor in letting the department (temporarily) use spaces from 
adjacent departments. 
 
Space	  
Almost all spaces are supplied with a demountable system wall with included in it at regular 
intervals a metal built-in rail. In this built-in provision there is a click-in possibility for 
sockets for the use of wall plugs, data connections and medical gases. The wall plugs can be 
connected by means of a flexible line 
with connector to a distributing-box 
above the lowered ceiling. By 
employing this wall it is possible to 
enlarge and reduce spaces in a dry and 
efficient manner. However, it is to be 
expected that the same space will alter 
in function so that other suppliances 
must be taken up. Here extending the 
number of data points and the adding of 
medical gases should be kept in mind. 
Certainly with the expectation that 
much more apparatus than at present 
will be connected to a central network, 
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it is good for present day building elements to offer adequate solutions here.  
    
 
Customers	  and	  the	  new	  concept	  
One of the bottlenecks in designing a hospital is that on the one hand you depend on the 
knowledge and input of the care professional but that on the other hand for them it is very 
difficult to form an idea of the future housing. So communication between designers and 
doctors is vital in developing a new concept like the new Martini Hospital. 
On the one hand “clarity and transparence” of the concept plays a role and on the other hand 
working from rough to fine. In the case of the Martini Hospital most of all clarity and 
transparence played a big part. As an elaborate design had been set aside, the pressure to be 
transparent in choices was huge. Besides the “simplicity” of the design with the eight building 
blocks and the division between plannable and non-plannable care offered the possibility to 
explain the concept well. Subsequently the secret was to not go into detail immediately but to 
have a discussion-round first about the structure plan with in it the accommodation of all the 
departments. 
The flexibility of the construction plan has a two-sided effect on the users. On the one hand it 
makes them feel they can change everything when needs be, but on the other hand it also has  
the effect of having people think they can change plans at any moment. Certainly during the 
building process this is not the case because one depends upon contracted building planning. 
 
Value	  as	  real	  estate	  object	  
Besides the value for the hospital, the value as real estate plays a part as well. Where hospitals 
used to be seen as real estate without value this is not the case for the Martini Hospital. 
Because of the uniform building size which corresponds with building sizes for offices, estate 
investors and developers have already shown interest. Due to them the building is judged 
differently. Not the function as hospital is interesting to these parties but the fact whether the 
building is marketable for the next user and that could well be an organisation with offices. 
This is concretely translated into a possible rest value for the building that in view of building 
dimensions as well as in view of location can be called quite marketable. 
 
Evidence	  
The concept can be fully realised in the hospital which is currently being built and will be 
ready in 2007. Whether any renovations in the new hospital can be realised easily after 
opening will appear in the future. 
A set up of a long term study is actively being developed in which also the so-called LCC-tool 
is used, in which is measured to what extent the choice for industrial building will turn out 
favourably as concerns the changeability for the future. 
The idea that renovations in the future can also be carried out at lower costs due to the chosen 
concept is something which will also be weighed in those studies. 
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Therapeutic	  Design	  
 
Reference of thinking on decisions about therapeutic design: creating a healing environment. 
 
In a market oriented system (the Dutch system is in transition) the patient will make a 
conscious choice for the hospital of his/her preference. That choice will not only be based on 
the medical supply and the experienced expertise but also on the accessability and 
attainableness of the hospital as well as the degree to which the hospital offers a warm 
building with specific extras. The new building is meant as a resource but also as a marketing 
instrument to commit the patients to the new hospital. 
 
Apart from carrying through flexibility and industrial building in its new hospital the Martini 
Hospital also wants to create a healing environment for the patients, visitors and staff. 
 
For the patients eight elements of healing environment are distinguished which each of them 
is translated into the new hospital. 
These elements are: 1. reduction of insecurity and stress 

2. providing daylight exposure and nature views and the impact of                                                               
sunrise and sundown. 
3. reduction of noise 
4. special architecture and colours (ambience experience) 
5. orientation and routing; wayfinding (this means a patient can find his 
way, feels at ease, relaxed, safe and at home) 
6. patient safety 
7. family as a partner 
8. four themes as extras:  

• Meaning and health 
• Nature and health 
• Art and health 
• Sports and health 

 
Ad	  1	  Reduction	  of	  insecurity	  and	  stress	  
 
Often a patient wonders when visiting a hospital whether he will be on time and how long it 
will take and, once in the carpark, how to get from one place to the other. Aspects which can 
all cause stress and insecurity in patients. Stress and insecurity will decrease when as soon as 
the hospital is reached attention is paid to these aspects. The main idea is for a patient to be 
made felt as relaxed as possible when visiting a hospital. Thus the new carpark at the new 
Martini Hospital will be a light building where the exit is easily found and where patients 
cannot lose their way. At the exit of the carpark a walking route is bridged which is marked 
by objects of art. Via this art route the patient is led to the main entrance of the new hospital. 
For patients who are feeble on their legs so-called golf cars are available so as to make 
transport easier. The walking distance from carpark to main entrance of the hospital is 200 
meters at the least. Patients can also reach the hospital with their own transport till the main 
entrance where so-called “kiss and ride” lanes can be used to drop off someone. But also per 
public transport the new hospital is well attainable. There is a public transport line across the 
premises where various buslines can drop off patients at stops right across from the main 
entrance. 



 

 11 

The new hospital has short walking lines and a strong reduction of walking distances 
compared to the old situation. Once inside the receptionist at the central counter can easily 
answer questions as to the right oupatient ward etc. A hostess will accompany the patient 
further around the building if necessary. 
 
 
Ad	  2	  Providing	  daylight	  exposure	  and	  nature	  views	  and	  the	  impact	  of	  sunrise	  and	  sundown	  
 
In the new hospital a light and open building was chosen as opposed to the present hospital. 
Because of the form of the building blocks there is more than 30% more daylight than in 

traditional hospital building.  
Right after entering the main hall the patient is drawn 
quite naturally towards the light from the open and 
extensive inner area where a healing garden is situated. 
This inner garden has been developed after the 
example of a nature area in Drenthe and the well-
known organisation of  Natuurmonumenten Nederland 
has attributed in this development. 
In placing the patient groups in the new building, the 

way the sun turns round the building during the day is taken into account. 
Cardiology patients appear to feel somewhat depressed during their stay in hospital and they 
also feel fear and stress, also because of the fear of a possible new heart attack. This patient 
group is situated at the eastern side of building A 
where the sun rises. Giving as much sunlight and 
daylight to this group of patients as possible has a 
favourable effect on the feelings of depression 
among many of these patients. In the patient rooms 
on the eastern side of the hospital on the side of  the 
Paterswoldseweg is an extra low window (40 cm 
from the floor) which besides light also enables 
contact with the ground and the traffic. 
 
 
Ad	  3	  Reduction	  of	  noise	  
 
In a hospital patients often hear noises they can’t really understand. It is vital to reduce 
undeclarable noises to the minimum which has a favourable effect on patients during their 
admission. There is a heavy traffic road alongside the Paterswoldseweg side. In front of the 
façade on the outside of the building at this side of the hospital a so-called double skin façade 
was chosen to reduce traffic noise as much as 
possible for the admitted patients. 
Noise reduction also plays a role at the 
outpatient department and then specifically 
between for example the consulting rooms and 
the examination rooms. Nothing is more 
annoying than other patients overhearing the 
often intimate conversation between doctor and 
patient. As a result of this the system wall that 
was developed had to meet higher demands 
than for example an office situation. 
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Ad	  4	  Special	  architecture	  and	  colours	  (ambience	  experience)	  
 
The inner side of the DNA-like form of the new hospital is directed at the existing building. 
The outside of this strand is directed outwardly in a beautiful curve. Herewith two goals are 
served: on the one hand the form of the road that runs alongside the hospital is followed 
functionally. On the other hand, because of this eminent piece of architecture a beautiful and 
outwardly directed curved form is created which figuratively speaking expresses that the 
hospital is directed at its service area: Groningen and the northern part of Drenthe. 

As to the colours of the new hospital a wide 
orientation has taken place. After the example of the 
Groninger Museum a colour scheme with 
complementary and harmonious colours was chosen. 
The well-known Dutch pictorial artist Peter 
Struycken was asked to develop a colour scheme 
especially for the new hospital. He has developed a 
colour spectrum of 48 colours of which at last 18 
colours  
 

 
 
Colour scheme pictorial artist P. Struycken 
 
have been chosen for application within the new hospital. 
Struycken had some experience in developing a complementary colour scheme; in earlier 
projects he had already developed such a scheme for the Groninger Museum and prison De 
Schie in Rotterdam. 
His colour scheme has been translated into a practical application within the new building by 
interior designer Bart Vos (Vos Maupertuus). 
 
 
Ad	  5	  Orientation	  and	  routing	  
 
Fixed orientation points and a well-ordered structure can have a fouvourable effect on 
patients. A patient will know where he is and therefore will feel more at ease and safer too. A 
vision of the routing in the new building is being developed at the moment. The use of objects 
of art will, apart from the location and marcation of the various building parts, play an 
important part in the routing concept. 
 
 
Ad	  6	  Patient	  safety	  
 
Patient safety on the wards is realised in various ways. In the new hospital a nursing ward 
within a building block consists of a total of 32 beds, eight of which are one-bed bedrooms 
(two of which with a pressure-regime) and four four-bed bedrooms. Furthermore, there are 
four two-bed bedrooms on each ward. The philosophy behind a one-bed bedroom is that this 
is offered to a patient when medically necessary; in the future in the “Dutch system which is 
developing towards a market focused system” it remains to be seen whether insurers will be 
willing to offer one-bed bedrooms to their clients in case of a hospital admission through 
additional insurance packages. 
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Besides, all of the patient rooms are furnished with an adequate washing-stand so that staff 
won’t get out of washing hands before and after patient contact. 
 
The nursing counter is situated centrally on the ward which ensures a good balance between 
safety on the one hand – in the sense that there is a short walking distance to the bed – and 
less burdening for staff on the other hand. 
 
The operating rooms are equipped with a so-called 2T (temperatures) plenum. This plenum of 
2,80 x 2,80 m offers room not only to place the patient and the surgeon in a clean area but 
also the nurse and the tables with sterile instruments. Especially the possibility to place all 
sterile instruments under the plenum is an advanced design. Because the plenum consists of 
two different temperature fields it is possible to create an optimum laminar downflow. 
Research has proved that it is not only the quantity of clean air that is vital but also its 
behaviour resulting from the differences in temperature. 
 
The Martini Hospital also accommodates a burns unit which is divided into two parts, namely 
the high-care/IC part and a more medium-care and outpatient part. The high-care part is 
linked to the emergency lift so as to create as short a distance as possible from ambulance to 
ward. In the burns unit there is an operating room especially for burns patients. Thus patients 
who stay at IC rooms of the burns unit can go the the operating room for an operation within 
the closed ward. Thus the distance between operating room and burns IC room is 
minimalised. 
 
 
Ad	  7	  Family	  as	  a	  partner	  
 
A patient’s recovery is not only defined by the treatment and the environment but also 
strongly so by commitment of family and friends. In regular hospitals little room is available 
for patients to retire with their family. In the new Martini Hospital various possibilities for 
this have been created. Patients and family and friends can retire to the healing garden, 
situated in the inner garden of the new hospital or by taking a walk through the Piccardthof 
nature area within a five minutes’walk. This wheelchair friendly walk is developed together 
with Natuurmonumenten Nederland (comparable to the Nature Trust). There are also plans to 
create room in the new hospital for a kind of supporters’home for football matches of FC 
Groningen. Here patients can watch football matches together with their family shortly after 
the real match. 
 
When a patient is undergoing a hip operation the family is now strongly involved in the 
treatment in the hospital. This is called joint care. 
 
 
Ad	  8	  Four	  themes	  as	  extras	  
 
Some four themes have been developed. These are: 

• Meaning and health 
• Art and health 
• Nature and health 
• Sports and health 
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In the thematic field of “art and health” the curator of the Groninger Museum Han 
Steenbruggen has developed an art plan for the new hospital. The new hospital has an art 
route of large objects and statues; it also has an exhibit in the main corridors of the hospital in 
which work of Groninger artists will be shown. The existing art collection will be dispersed 
among the private meeting-rooms and in cooperation with the school of modern art an art 
project in the lifts is aimed at. 
 
In the field of “nature and health” projects are developed in cooperation with 
Natuurmonumenten Nederland. In 2004 the Health Council of the Netherlands, an 
authoratative advice council, brought out an advice to the Ministry of Agriculture, Nature and 
Food Quality under the title “Nature and health: influence of nature on social, psychic and 
physical well-being”. This advice deals with the relation between nature and health. Although 
the Health Council places methodological questions at the much quoted dossier research of 
Ulrich, it is mentioned because this would prove that the view of nature from a hospital 
bedroom speeds up physical recovery after an operation. The experimental research, in so far 
as of sufficient quality, has up to now supplied especially knowledge about the influence of 
nature on recovery of stress and attention fatigue. 
About the other mechanisms (stimulation of movement: facilitating social contact and the 
influence on personal growth or giving meaning to their lives) much less is known. 
The Health Council states that the consistent clues, coming from a wide scale of experimental 
and descriptive research, make the existence of a favourable influence of nature on health 
quite plausible. In the inner area of the new hospital, measuring 100 x 40 meters, a special 
inner garden (a so-called healing garden) is developed in close cooperation with 
Natuurmonumenten Nederland. Moreover, a wheelchair friendly nature walk is realised in the 
Piccardthof nature area, directly adjoining the hospital. 
 
In the thematic field of  “sport and health” the hospital cooperates with the well-known 
Groningen football club FC Groningen as well as with the Groningen premier league 
basketball club Hanzevast Capitals. The idea behind this is  that many patients find distraction 
in watching football matches together and that by this cooperation football matches in the 
premier league can become available more quickly for the patients’ channel. But also football 
players who come to the hospital e.g. to organise football clinics at the children’s wards can 
form a distraction and consolation for patients 
 
 

Energy	  and	  durability	  
 
The new construction plan of the Martini Hospital (58000 m2) belongs to one of the most 
energy-saving hospitals of the Netherlands.   
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For the renovation part an energy plan has been made to make the existing building 45 % 
more energy-saving. 

 
These graphs can be used to compare the energy consumption of existing hospitals with the  
latest hospitals designed by Deerns. The new building of the Martini Hospital is in the Dutch 
top-3 for energy performance. The building-related energy consumption of  the new Martini 
hospital is 18% below the specified energy performance requirement, at about 650 MJ/m² of 
primary energy. The process-related energy consumption is expected to be about the same. 
 
 

Relation	  investment	  in	  the	  building	  and	  financing	  
 
For future predictions of investments it is customary to count in economical, technical and 
functional life span. Experience within hospitals has proved that the economical and technical 
life span are often no criterions. Materials and installations function fine technically and they 
are not economically written off either, but still they have to be adjusted or replaced as a 
result of a new functional question. As a result of this, the whole design of the new Martini 
Hospital is based on the principle of the IFD technique. The aim of this IFD principle is to let 
the building, with the materials applied in it, meet the expectation pattern longer than when 
traditionally built. The development and construction of a building concept aim at creating 
accommodation which meets the expectation pattern of the users. The ambiguity in practice is 
that the expectation pattern is continuously in motion. New developments in the medical field 
require other demands concerning installations and space. The building, on the contrary, is 
traditionally a static element and ages technically as well after delivery and opening. The 
“gap” between expectation and real “use value” of the building gets bigger and bigger. 
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The IFD principle does not prevent the expectation of a building not to develop nor does it 
prevent the elements from ageing technically. What does it do then? It offers the possibility to 
adapt the building to the ever increasing line of expectation against low costs during the time 
of usage with the available building elements. Herewith the “gap” between use value and 
pattern of expectation is restricted. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Compatibility	  (and	  impact)	  of	  procurement	  and	  financing	  models	  
 
In the above graphics a number of lines have been plotted, namely: the development line of 
the concept which drops as a result of direct ageing and maintenance demand, the functional 
achievement demands to the building and the increasing demand. 
 
Financing	  
 
The Dutch financing system of hospital accommodation is in full swing. Where in the past 
thirty years accommodation costs were processed in the care fees one to one after approbation 
by the authorities, now a system is being developed in which hospitals will run risks as to 
their real estate investments. In the present system hospitals yearly receive so-called “drawing 
rights” with which they can carry out a renovation every twenty years. Besides, they annually 
receive a maintenance budget for yearly maintenance.  
Building a new hospital requires a permission procedure. Hospitals may build new hospitals 
after the authorities have granted permission. Only on the basis of this permission can 
accommodation costs (interest and redemption) be settled in care fees as set by the authorities. 
 
The essence of the transition of the financing system is the use of  DBC (Diagnosis Treatment 
Combination). These DBC’s include the care package to be delivered to a linked price. Where 
at present only price negotiations with care insurers of only 10% of this DBC can be held, in 
the future this will be raised to an expected 60%. Integral part of this DBC is also going to be 
the accommodation component, a component with which the annual accommodation costs 
(interest, statutory writings-off, yearly maintenance and renovations) must be financed. By 
decontrolling 60% of the prices the accommodation component is also decontrolled. This 
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means that on the one hand accommodation components are becoming part of the price 
competition and on the other hand that hospitals will run volume risks. If that yearly turnover 
drops then less capital will be available for accommodation but the static investment and 
therewith fixed costs will not decrease in the same year. 
 
This development will certainly result in hospitals building more consciously and the belief in 
developing a hospital as large as possible wil no longer do. Instead buildings will be realised 
that will be optimized for the organisation and which will be tuned to the number of 
operations (turnover) which can be realised in that building yearly. Apart from that, large 
differences in starting points will occur. The Martini Hospital has a marketable building 
which enables it to enlarge the efficiency per m² in the future and also to hive off building 
parts to a third party. On the other hand, as a result of the large investment in the new 
building, the hospital has got relatively high annual costs as compared to a hospital with a 
building of which the investment has largely been written off. 
 
The question is how in this transitional phase a level-playing-field is created. The question is 
whether in this situation the hospital will run the full risk over its real estate investment or if 
the authorities, still directors in care building, will be playing a role as well. 
 
The role of the care insurer too changes in this development where hospitals are concerned. 
Where hospitals used not to be able to compete in care fees, this is now possible. 
 
With the inclusion of an accommodation component in the integral cost price the real estate 
investment too has become subject to competition among hospitals. But besides competing on 
fees the quality and experience will play a role in the choice of patient and care insurer. 
 
Because of this optimization accommodation has become an important theme for Dutch 
hospitals. Subjects when realising this are activity-bound spaces instead of person-bound 
spaces, widening hours of opening and working, so that spaces and capital-intensive apparatus 
are used more. ICT is a crucial element in this because when arranging space for activities 
information must be available independent of time and place. 
 



 

 18 

ICT	  
 
ICT as a basis 
Because of the uniform set up of the nursing wards and outpatient departments and the 
division study/outpatient department, the use of  ICT has become vital. Doctors can call in 
patient files with X-rays independent of time and place, in the outpatient department, the 
nursing ward and at the doctor’s study. Thus patient information is available no matter where 
the doctor is in the building, and it is also possible to share information multidisciplinarily 
with doctors with a different specialism. 
 
Besides, the geography of the building enables the optimization of patients’ logistics. 
 
Decentral planning of appointments and planning optimization of the nursing wards will be 
possible through the use of ICT. This will benefit both the patient (all examinations in one 
day) and the hospital (better use of available capacity). 
 
Finally, ICT applications (the internet, e.g. in the form of MSN at the bedside) are used to try 
and keep the admitted patient into contact with the home front as well as possible (a Martini 
ICT-project called: Clinic Lounge).          
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1. Creating	  the	  Vision	  
There is now almost universal recognition of the major contribution that high quality 
architectural design incorporating art and landscaping can make to improving patients’ 
experiences and outcomes. As a result the objective of achieving a high quality environment 
is increasingly seen as a fundamental requirement for all health facilities.  
However the delivery of high quality architecture, landscape and art can not be seen in the 
world of health as simply an objective in itself. It must be achieved within a wider strategic 
planning context which clearly contributes to improving or facilitating the improvement of the 
health of the population. A health estate that does not do this has no purpose. 
In order to do so there needs to be recognition that the physical life and hence the use of the 
buildings we are currently producing will extend over many changes of health policy, 
practice, technology advances, demographic trends, epidemiology and public expectations. 
We can not afford to be constantly replacing inherently long-life assets to reflect the rapid 
frequency with which these changes are occurring.  
Accordingly those responsible for the strategic planning of our estates must as far as possible 
understand and plan for specific requirements and policy developments in both the short and 
longer terms. To do this we need to articulate a vision for the future.  

‘Development without a vision is like driving without a destination.’ 
 
We have essentially two planning horizons to satisfy: 

 
1.    Meeting clearly defined specific planning requirements for the short to 

mid term based on reasonable statistical analysis and 5 –10 year 
projections on service changes and relatively well understood emerging 
models of care. 
 

Unfortunately even this shorter time horizon is frequently not properly 
addressed with a significant number of developments looking backwards 
rather than forwards for their models of care and tending to replicate 
current design solutions that are already outdated in terms of location, 
form, layout and capacity. 

 
2.    Meeting more generic planning requirements for the mid to longer term 

through flexible design solutions based on much less firm knowledge 
and greater hypothesis about the future patterns of health care provision. 

 
This is by definition much more difficult to achieve and is rarely done 
well.  

 
As health planners we must take a view as to how we achieve flexibility and adaptability in 
our facilities to cope with changing need and practice with possible options for alternative 
uses other than health. We also need to consider how frequently society will be able to afford 
to replace what are very significant investments. One train of thought recently published is 
that we can not possibly deal with the rate of change predicted and that we should take a 
modern day throw-away approach by building inexpensive, short-life, disposable buildings.   
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There are a number of key concerns about this as a possible strategy: 

• the quality of environment capable of being provided by this approach 

• the fact that short–term temporary buildings often remain for much longer than their 
intended life due to funding issues 

• the fact that supposedly short-life buildings often cost nearly as much as permanent 
facilities 

• the major conflict between this approach and the internationally accepted importance 
of adopting the principles of Sustainable Development.   

 
  
However we approach this key issue, it is clear that we need a properly developed strategy if 
we are to optimise the longer term benefits of current capital investment proposals.  

In order to produce this strategy we need to set out very clearly two interdependent visions. 
The first of these, the Service Vision, is the key building block in establishing the need and 
the second, the Design Vision, should demonstrate the principles of the design response to 
that need and to the uncertainty of how it will change over time.  
 

The Service Vision should establish: 
• An agreed service model reflecting projected changes in demography, epidemiology, 

models of care, clinical practice, technology, service development, political thinking 
and consumer expectations 

 
• A strategic capital development programme fully reflecting this model and aiming to 

provide an integrated range of facilities, providing the right combination of 
services in the right locations in order to best meet the health needs of the population 
served. 

 
 

The Design Vision should establish: 

• Generic and specific quality objectives that recognise the major contribution that 
design can play in creating healing environments measured in terms of impact on 
health and well-being 

 
• A strategy to facilitate in-built flexibility for change of demand and  use for health-

related purposes and  where practical for conversion to non-health uses over time 
 

• Design principles to ensure that health facilities as far as possible contribute to the 
quality of the wider built environment and enhance and enrich wider community 
engagement and development 

 
• A focus on whole-life rather than simply capital costs whilst all the time ensuring the 

delivery of the required quality of design and the contribution to wider environmental, 
social and economic sustainability 
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2. Strategic	  Rationalisation	  in	  Northern	  Ireland:	  The	  Current	  Model	  
 
This case-study will describe the recent planning response to a strategic review of health 
provision in Northern Ireland specifically in relation to the location and type of facilities 
required.  
 

 
The growing pressures on the Health Service in Northern Ireland are probably not too 
dissimilar to that in many other areas of the developed world. Over recent years it has 
experienced: 

• An ever-increasing demand for services 
• A major surge in the number of emergency medical admissions leading to 

postponement of elective work 
• Bed-blocking in acute hospitals by elderly patients due to insufficient 

community places for them to be transferred to 
• Large number of hospital beds occupied by patients with chronic diseases who 

tend to be admitted periodically to stabilise their condition 
• Long waiting lists for General Practitioner referrals for hospital out-patient 

appointments, diagnostics and elective surgery or other treatments 
• Difficulty in clinical and nursing staff recruitment 
• High quality complex care increasingly unsustainable in smaller units due to 

lack of consultant cover 
• Overcrowded Accident and Emergency Departments frequently due to self-

referrals 
• Limited effective integrated working between primary and acute sectors and 

services 
• The large majority of available capital investment focused on the Acute Sector 

to the disadvantage of the Community Sector 
• Pressures on affordability 
 

These problems exist even though the level of hospital provision in Northern Ireland is 
comparatively high for the size of the population; approximately 1.7 million people of whom 
almost 50% live within 30 minutes travelling time of Belfast, the capital.  
 
Northern Ireland has the distinct advantage of a unique arrangement in the United Kingdom in 
that responsibility for the organisation and delivery of health services and social services is 
integrated under the auspices of the Department of Health, Social Services and Public Safety 
(DHSSPS) for Northern Ireland, which is responsible for establishing overall policy and high 
level strategies, prioritising service developments and capital investment allocations, setting 
standards, funding the health system and performance management of its operation.  
 
Services are commissioned through 4 Health and Social Services Boards reflecting the 
geography of Northern Ireland. These Boards establish the services to be delivered by 
individual Health and Social Services Trusts and the detailed allocation of funding to them. 
  
Approximately 98% of all health and social services in Northern Ireland are provided within 
the public sector by 17 Health and Social Services Trusts. These are made up of: 
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• 6 Acute Hospitals Trusts 
• 6 Community Trusts 
• 5 Combined Acute and Community Trusts 
 

These Trusts, which are geographically spread, co-operate with one another in providing their 
services but are run as separate public sector organisations each with its own individual 
business objectives and governance arrangements.  Within these Trusts there is a total of 18 
Hospitals each broadly seeking to provide a similar range of acute services but with 
significant variation in size, clinical expertise, facilities and through-put. Regional specialities 
are generally provided to the whole population from the two largest teaching hospitals, both 
located in Belfast. 
 
Referrals to hospital, other than self-referrals through A and E, are made by General 
Practitioners, most of whom have traditionally worked from small local Health Centres, many 
of them owned by the practices. 
 
A very significant role is played by public and voluntary sector community-based 
organisations in the provision of community health and social services. However, despite the 
organisational integration of health and social services, like many other European and North 
American health economies, the preponderance of funding and capital investment has tended 
to be directed towards the Acute Sector, with the primary, community and mental health 
sectors suffering from significant under-investment.   
  
All capital investments require a business case approval process to the UK Government 
‘Green Book ‘ standard. All Trusts engaging on a major capital project are required to use the 
services of Health Estates Agency (HEA), an agency of the DHSSPS, with specialist multi-
professional staff, which is accredited as the single ‘Centre of Procurement Expertise’ for the 
planning, design and delivery of major health projects in Northern Ireland. Health Estates, on 
behalf of the DHSSPS, also sets policy and standards and issues design and technical 
guidance for all aspects of the health estate, including facilities management. Additionally it 
undertakes the approval function for the design, costing and technical content of business 
cases submitted to the DHSSPS.   
 
The capital programme in Northern Ireland has to date been largely funded through public 
sector direct capital funding. It is intended that the future programme will increasingly be 
funded through the Private Finance Initiative, with this method being used for up to 50% of 
the programme.  
 
Many of the existing health buildings including major hospital buildings in Northern Ireland 
were constructed in the 1960s and 1970s following the establishment in 1948 of the National 
Health Service in the United Kingdom. Since then there has not been an equivalent 
programme of investment and as a result many of these buildings are 30 – 40 years old, areno 
longer completely functionally suitable, fail to meet current standards in terms of patient 
environment and technological advancement and can have significant backlog maintenance 
problems. Most importantly they do not currently facilitate the delivery of the required new 
models of care.    
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3. Strategic	   Rationalisation	   in	   Northern	   Ireland:	   The	   Proposed	  
Model	  
 
Overall responsibility for the organisation of the delivery of health and social services and for 
the major rationalisation programme being undertaken, rests with the DHSSPS and the 
Minister in charge. In undertaking the major review for the provision and distribution of 
services, it was essential to have the full involvement of the four local commissioning bodies, 
the Trusts as providers of the services and staff and patient representative groups. 
Accordingly regional steering groups were established to oversee the total process supported 
by a number of sub-groups organised on a geographical basis with the outcome of the process 
the subject of public consultation.   
 
The review of the Health Service in Northern Ireland concluded that we needed to seriously 
reconsider the concept of the stand-alone acute hospital as the main provider of clinical and 
related services and that our strategic capital development programme should focus not so 
predominantly on the acute sector but seek to create an integrated continuum of facilities from 
the home through primary, community and sub-acute facilities supported by structured 
networks. The following are a series of key extracts from the report. 
 

• ‘Patient care is best seen as a system in which the acute episode is an event in an 
unfolding and ideally seamless pattern of care’ 

 
• ‘We were attracted by the concept of a virtual hospital, or a hospital without walls’ 
 
• ‘Part of the objective is to keep people out of acute hospitals who should not or need 

not be there’ 
 
• ‘The day of the stand-alone institution attempting to do everything from its own 

resources, acting in isolation from the wider system is already gone’  
 

 
Two key trends emerged as a current consensus in relation to the suggested location of 
different types of services. 

 
1. The first of these, and probably the more significant, is the decentralisation of less 

specialised activities away from the larger acute centres towards community–based 
facilities. One of the key drivers for this is the desire to improve accessibility to earlier 
diagnosis and preventative therapies.. 

 
It is intended that many people will be able to attend their Community Health Centre 
for out-patients’ appointments and a range of diagnostic tests and treatments instead of 
having to attend an Acute Hospital, for which waiting times can be considerable. This 
will involve the increased provision of a significant number of outreached services 
from hospitals to community facilities. This approach will be facilitated by the on-
going rapid advances in information technology and data transfer. These centres will 
be based at natural shopping and public transport hubs central to the community 
served, making them as visible and accessible as possible 
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It is also increasingly recognised that much of the capacity problem being experienced 
in acute hospitals is generated by the very significant proportion of beds occupied by 
patients with chronic diseases who are regularly admitted to hospital to stabilise their 
condition after it has got out of control. Trials of new processes, including technology-
based home-monitoring systems, have demonstrated the massive benefits both in 
terms of quality of life and overall cost of health resources of bringing a new focus to 
chronic disease management in community facilities, thus preventing inappropriate 
hospital referrals and these recurrent admissions. 
 
Additionally a focus on the importance of personal responsibility for health and well-
being has emphasised the contribution of non-health-specific interventions. These 
should aim to improve physical fitness and diet, to provide education and information 
on chronic diseases and other conditions including access to community-based support 
groups, and to support the public with stress-generating issues such as financial, 
housing and employment problems which can directly or indirectly lead to health 
problems. 

 
These analyses have identified the need for new models of care, highlighted the 
importance of fundamentally reviewing patient pathways through the total system and 
reinforced the need for new types of community health facilities providing an 
improved integrating mechanism with the rest of the system. One of the principle 
objectives is to facilitate as seamless as possible cooperation between the primary, 
community and acute sectors with a system designed about the patient experience and 
enabling earlier access to diagnosis and any necessary interventions. 
A key principle underlying the reform programme is to ensure as far as possible 
equality of access to services by the whole population. This has high-lighted the 
importance of the commissioning function and it has been decided to replace the 4 
Health and Social Services Boards with a single Health and Social Services 
Authority which will have overall responsibility for all commissioning and for 
ensuring consistent standards and high performance of the Health and Social Services 
Trusts providing these services.  

As a result of the importance attached to addressing the required new emphasis on a 
fully integrated service, it has also been decided to reduce the number of Health and 
Social Services Trusts from 17 to 5 and to make each of these 5 responsible for 
provision of the full continuum of health and social services from primary to acute 
within their geographical area with the exception of regional specialities which will 
still be largely provided by the Belfast Trust’s.   

 
2. The second trend is the movement in the opposite direction i.e. from local general 

hospitals to acute centres or regional Centres of Excellence of those services that due 
to their complexity require more specialised care and expertise and cannot be easily 
replicated in every local hospital. A significant factor in this trend has been the 
difficulty in attracting consultants and other staff to those smaller hospitals that do not 
have the critical mass of demand in some of the specialities to support the 
maintenance or development of the highest level of expertise.  

 

The other related movement is based on the recognition that there are benefits in terms 
of improved patient outcomes, economies of scale and rates of throughput for a range 
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of surgical procedures for which local accessibility or travel time is not the dominant 
factor. This has led to the concept of the development of a number of Protected 
Elective Centres to which people would be prepared to travel further in return for 
shorter waiting times and the assurance of treatment in centres of excellence in terms 
of staff, equipment and facilities. 

 
 

It has therefore been decided in Northern Ireland to reduce significantly the number of 
general hospitals providing acute services including full accident and emergency 
departments and to redevelop these hospitals as new non-acute step-down facilities with a 
focus on their local communities and providing a wider range of intermediate care services.   

It is important to understand that the derivation and success of the proposed model has been 
dependent on the parallel development of the following four distinct work strands within a 
total system redesign process and is not simply an estate planning exercise: 

• Establishing new models of care 
 
• Re-engineering the work-force 
  
• Optimising Information Technology 

 
• Redesigning the facilities 

 
 

 
The principles underlying this strategy demonstrate a significant change in how health and 
social services will be delivered in the future. The following table sets out some of these 
changes of emphasis. 
 
Current Emphasis Future Emphasis 
Geared to acute conditions Geared to long-term conditions 
Hospital-centred Embedded in communities 
Doctor-centred care Team-centred care 
Episodic care Continuous care 
Passive patients Patient responsibility 
Treatment Prevention / earlier intervention 
Focus on illness Focus on lifestyle 
Health sector responsibility Multi-agency cooperation 
Patient travel Information transfer 
 
The proposed model for Northern Ireland on which our current Strategic Development Plan is 
based is shown in figure 1 below indicating 5 levels of facility: 
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Level 5 - Regional Hospital                      serving 1700k                              
Level 4 - Acute Hospital                           serving 150 – 300k 

Level 3 - Local Hospital                            serving 100k + 
 Level 2 - Community Health Centre         serving 20 -70k 

Level 1 - Local Health Centre                   serving 2 – 10k 
 
Figure 1. 
  
 
 
It is intended that all of the various levels from 1 to 5 will be linked by clinical and 
information technology networks and will have clearly established protocols for patients’ 
access to and pathways through the total system. There is not a rigidly fixed definition as to 
which services are delivered at each level rather the system will be designed with some 
flexibility around a set of agreed principles.  
 
In recognition of the differences between urban and rural areas, and criteria such as travel 
distances and scarcity of some groups of key staff, the local application of the model will vary 
to reflect local circumstances and the needs of local communities. However individual 
examples of a type of facility will generally include similar combinations of services. The 
typical range of services provided at each level is set out below: 
 
 
 
 
Level 1: Local Health Centre (construction cost range: £1m to £5m) 

An Integrated Services Model  

1.7 million  

 

 

Other 
Community 

Health Facilities. 

Non- 
Health 
facilities 

Individual 
homes  

1 
2-10k 

150-300k 

  

 

4 

  
2 20 – 70k 

100k+ 

 

 

 

3 

5 
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GP Practices 
Non-complex diagnostic testing  
Basic Treatments and Nurse-care 
Range of Therapies 
 

Level 2: Community Health Centre (construction cost range £5m to £15m) 
 

Usually Level 1 Services plus: 
Out of Hours GP Service 
Out-patient Consulting Suites 
Minor Procedures Suite 
Non-complex Imaging  
Children’s Services 
Physiotherapists 
Speech therapists 
Podiatrists 
Dental Services 
Social Services 
Mental Health Services  
Multi-disciplinary outreach teams 
Voluntary Sector  
Community Facilities 
Pharmacy 
 

Level 3: Local Hospital (construction cost range £40m to £70m) 
 

Clinical Decision Unit and Observation Beds 
Ambulatory Care Centre 
Full Diagnostics 
Day Procedures / Day Surgery / Possibly Protected Elective Centre 
Step-down, Rehabilitation and GP beds 
Support Services 
 

Level 4: Acute Hospital (construction cost range £200m to £300m) 
 

Full range of Standard Acute Hospital Services including Consultant- led Accident 
and Emergency Department 
Specialist Cancer Units (not in all Acute Centres) 
The capacity of wards and other departments is adjusted to reflect the new role of 
Local Hospitals and Community Health Centres 

 
Level 5: Regional Centres of Excellence (cost as level 4) 
 
 Usually Level 4 Services plus: 
 Regional specialties such as neuro-surgery and cardiac surgery 
 Regional Cancer Centre  
 Regional Orthopaedic Centre 
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The fundamental objective behind this new model of care is to improve accessibility to and the 
quality and timeliness of the particular services the public need. Where sites for Level 3 and 4 
facilities are located at natural centres of population with good access to public transport, there 
can be benefits in co-locating lower level facilities whilst ensuring the retention of their separate 
identity and organisational structures. The specific locations of individual facilities have been 
determined by a number of key factors including: 
  

•  Regional health strategy and driving principles 
•  Urban or rural setting 
•  Catchment population 
•  Travel times / distances / public transport availability 
•  Critical mass for staff 
•  Critical mass for specialist equipment 
•  Location and condition of current facilities 
•  Improved accessibility / reduced waiting times / reduced hospital admissions   
•  Affordability 

 
An exercise has recently been completed with the co-operation and input of local health 
commissioners, providers and practitioners to produce a Regional Plan for Northern Ireland 
setting out the type, location and size of all facilities required to deliver the established service 
model. These proposals have been costed to create a capital investment strategy amounting to 
an expenditure of approximately £4 billion over the next ten years which will effectively 
result in the re-provision of the large majority of the health and social services estate. The 
business plans required for this major capital development programme are either already 
approved or in the final stages of approval. 
 
As the proposed programme extends over a ten-year period, the projects have been grouped 
into phases based on a prioritisation of need undertaken by commissioners. It is intended that 
the detailed briefs for individual projects allocated to later phases of the programme will not 
be frozen until closer to procurement to enable the design of these facilities to reflect any 
refinements in service models and/or developments in technology that emerge in the interim 
period.    
 
 
4. The Regional Plan 
 
The agreed Regional Plan provides for the following specific lists of facilities: 
 

• Level 5 - Regional Centres of Excellence: 
 

A new Regional Cancer, 
A new Regional Mothers’ and Children’s’ Hospital, 
A new Regional Orthopaedic Hospital, 
A new Regional Plastic Surgery Facility, 
A new Regional Intensive Care Unit, 
A new Regional Trauma Centre, 
( all to be located in Belfast along with other existing regional specialties) 

 
• Level 4 - Acute Hospitals: 
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 9 rather than the existing 18 Acute Hospitals 
 

• Level  3 – Local Hospitals: 
 

The redevelopment of 9 hospitals currently providing a range of acute care services to 
9 Local Hospitals providing intermediate and community care services 

 
• Level 2 – Community Health Centres: 
 

Greater outreach / delegation of a range of services from acute centres and local 
hospitals to 48 new Level 2 Community Health Centres 
 

• Level 1 – Local Health Centres 
 

A number of smaller facilities strategically located across Northern Ireland to ensure 
greater equality of access to services where community size cannot justify a Level 2 
facility 

 
A number of these projects have either already been completed, are under design or 
construction or are in early planning.  
 
 
As a result of this process for the first time in its history, Northern Ireland has a fully 
comprehensive services strategy supported by an established capital development programme 
for an integrated model for the continuum of health and social services from primary to acute, 
The following three diagrams show the locations of level 4, 3 and 2 facilities within the final 
regional plan: (DN diagrams to follow JC) 
 

5. Co-‐location	  with	  Related	  Public	  Amenities	  	  
 
As can be seen from the above it is proposed to construct approximately 48 Level 2 facilities 
across Northern Ireland. While a key objective is for these facilities to act as a vertical 
integrating mechanism between Level 1 primary care facilities and Levels 3 and 4 
intermediate and acute facilities, it is also intended that they will facilitate horizontal 
integration with other non-health public and voluntary sector organisations that are seen as 
having a contribution to make to improving the health and well-being of the community.  (See 
figure 2) This multi-agency working should bring a greater focus on illness-prevention, 
improved physical and mental fitness, personal responsibility for health and improved diet 
and life-styles, which cannot be achieved unilaterally by the health sector.  
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One of the most interesting Level 2 projects currently under construction in Belfast area is the 
Grove Project, a scheme that fully integrates into a single development a Community Health 
Centre with a new major leisure centre being constructed by the Belfast City Council 
together with a public library being provided by the Department of Culture Arts and Leisure. 
This is an excellent example of joined-up Government, working in an area of the city with 
high levels of deprivation, to bring a focus on improving the health and well-being of the local 
community whilst also making a major contribution to the regeneration of this area. The 
complex also provides accommodation for voluntary community organisations, such as the 
Citizens’ Advice Centre, and incorporates private sector involvement in the form of a 
pharmacy. 

 
A wide range of synergetic opportunities between the client groups have been established 
including the use of the swimming pool for hydrotherapy, access to other exercise facilities by 
users of the Community Health Centre and the use of the library as a resource centre to assist 
in providing healthy living information to the public. These three functions will also make 
joint use of a central café and other ancillary accommodation. Given this emphasis on health 
promotion it is proposed to call this complex the Grove Health and Well-Being Centre rather 
than a Community Health Centre. This project should open to the public in the latter part of 
2007. 
 

6. Regional	  Consistency,	  Flexibility	  and	  Cost	  Efficiency	  	  
 
As part of the approach to ensuring equality of access and to giving regional coherence to the 
programme, generic overall briefing documentation has been produced for each facility type 
as a broad framework for the detailed briefing of the individual projects. In considering the 
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design of the new facilities to be provided there is a new focus, where appropriate and 
practical to do so, on greater standardisation of elements of accommodation between the 
various levels. A typical example of this is the development of a standardised consulting suite 
which meets the needs of doctors whether in a hospital, community or local surgery 
environment. Simultaneously approximately 45 standard room types and room clusters, room 
sizes, equipment content and layouts have been produced centrally, following consultation 
with a wide range of user groups from across the region, to simplify the briefing, design and 
procurement processes. This degree of standardisation has been complemented by developing 
a modular sizing for many of these rooms which will enable wide flexibility and change of 
use over time. It will also facilitate significant construction cost efficiencies and encourage 
off-site prefabrication for repeating elements, made possible by the economies of scale arising 
from this standardisation and the size of the programme. 
 
This approach will allow consideration of the establishment of structural and external 
treatment modules that facilitate the grouping or sub-division of spaces to allow changes of 
use for other health and possibly non-health use in the future. 
 
It is intended that the design approach to the total programme of development will facilitate 
changes in capacity, models of care, practice and technology and optimise the benefits of the 
initial capital investment over a longer lifetime. 
 
  
One of the concepts that has come under consideration in relation to the new model of care is 
‘Reconstructing the hospital’ to create a form of development on acute sites that will allow 
greater flexibility and versatility of use but also create greater accessibility by health 
professionals from outside the hospital and by members of the public. This will tend to 
encourage a design form of linked pavilion structures with clearly articulated elements 
looking towards the community outside hospital rather than deep planned monolithic blocks 
looking inwards to reinforce the stand-alone nature of traditional hospital institutions. In this 
way it is intended to create communities of health provision integrated with other public 
amenities and compatible developments with the potential of creating further synergies. 
 
 Where possible design layouts should protect space for additional pavilions, thereby allowing 
phased replacement with new blocks being built before demolishing or changing the use of 
existing out-of-date or unneeded blocks. A further method we have already used to optimise 
future flexibility is to locate what we call soft space e.g. office or educational accommodation, 
beside complex areas such as critical care that are likely to expand. This obviates the need for 
moving and replacing whole high-tech departments in order to satisfy a requirement for 
increased capacity. A good example of this is the current design proposal for the new Critical 
Care Block at the Royal Victoria Hospital in Belfast. In this case the educational facilities 
have been incorporated into identical floor platforms contiguous to the new Intensive Care 
Department thereby allowing future expansion of this highly expensive accommodation in 
line with expected trends. 
 
In adopting this approach it is vital to apply the same strategic thinking to the design of 
engineering and ancillary infrastructure as well as core elements of accommodation in order 
to safeguard the opportunities for future flexibility.  
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7. Conclusion:	  
 
The future Northern Ireland health model will focus on health promotion and illness 
prevention with improved accessibility to diagnostics and earlier interventions delivered in 
communities closer to where people live. There will be a major emphasis on better 
management of chronic disease with the objective of improving quality of life and preventing 
unnecessary hospitalisation. A comprehensive range of health services and related advice will 
be available at natural shopping and public transport hubs and where possible will be 
integrated with other services that impact on health such as leisure and fitness centres, 
information / library services and voluntary / community organisations. 
 
It is proposed to rationalise the number of full Accident and Emergency Departments to 9 
locations which will achieve the agreed standard of a maximum average travel time for the 
whole population of less than one hour. This significant reduction in the number of 
departments will help ensure that the established departments can attract, train and retain 
qualified clinical staff with the required expertise to deliver a consistently high standard of 
service. In a similar manner the centralisation of more complex specialities and emerging sub-
specialties in Centres of Excellence will further ensure improved access to quality-assured 
services.  
 
These centres will work as part of a total system and not as stand-alone institutions. All 
elements of this system will be fully integrated by the use of clearly defined patient pathways 
and protocols, structured clinical networks and significant investment in the latest clinical and 
information technology. Organisational changes, to be effective from April 2007, will further 
unify acute and community sectors facilitating the required integration. 
 
A detailed capital investment programme with expenditure in excess of £4 billion over the 
next ten years has been established to provide the state of the art flexible facilities required to 
deliver the service vision. 
 
In carrying out this programme we hope to develop new and exciting yet sensitively planned 
building forms that will create true healing environments, enrich the experience of patients 
and staff and enhance the quality of the built environment where they are located.  
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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 incentivize reductions in the demand on expensive 
hospital facilities (Barlow et a I., 2010). In other words, reduced income flow will inhibit their 
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. 
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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 a I., 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 a I., 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? 
 
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. 
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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 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; 
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• 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. 
 
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. 
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Stage Data collection Unit of Description 
  analysis  
1. Secondary and European, Facilitated to increase domain- 
 tertiary data (e.g. country, specific knowledge across the 
 government reports, regional different units of analysis 
 policy studies, levels  
 academic papers,   
 health sector reviews)   

2. x interviews across six Project level Interviews provided the primary 
 cases  data for the investigated case 

studies 
Data was collected through a 
structured interview guide 
(Appendix A) 

3. Validation and follow- Project level Received feedback on the within 
 up interviews  case-study reports to verify and 

validate initial findings 

Table 1 Data collection stages 
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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. 

 
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 21s century, thus the main aim 
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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 

• 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 
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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 
 
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	  Studies	  -‐	  Italy	  

5.	  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; 

• modernization and continual improvement of healthcare infrastructure; 

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

5.2	  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. 

5.3	  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. 

5.4	  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 emphasized the 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 
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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). 

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 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 
analyzed 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 organizations 
worked closely together. Interviewees emphasized 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. 'Tor 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 prioritized: "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 utilizing and using the funding, and this is very stupid 
because I should integrate national programmes" (Manager, Health Regional Department). "/ 
find that it is a very disjointed process, especially in health. [...] They [ED 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 emphasized, 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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6.	  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 organizational 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 organizations) and innovation in health projects. Derived from the extensive datasets 
collected and analyzed 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 organizations. 

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 optimizing 
staff hiring and service utilization 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: 
• 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; 
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• 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 prioritize future investment: 
o    Immediate (safety first) improvement in quality and safety 
o    Improvement in service delivery support including modernization 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. 
 

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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Introduction	  
This case study looks at a selective (reference) period of the 2007 / 13 structural fund 
programme i.e. calls over an 18 month timescale from 2008 to mid 2009 within the overall 
Slovakia Operational Programme Health (OPH). This was informed by analysis of the main 
health needs at local (micro-regional level) where potential health investment will also add 
value to regional and economic development. 

Health	  Needs	  Assessment	  of	  micro-‐regions	  

Health needs assessment is a complex and demanding task. There are various approaches 
for their definition. To measure the health needs of the Slovak population, by 
micro-regions, a Health Index system has been developed for each region using 4 main axes 
and 11 indicators: 

1. Average life expectancy at birth (2 indicators: men, women) 
2. Occupational hazards and risk factors (3: indicators: sick leaves, injuries, 

dangerous jobs) 
3. Group 5 diseases (5 mortality indicators) 
4. Inpatients (1 indicator: hospitalizations in hospitals)  

Table I Composition of Health Index ' by indicators and weights  
Axis Indicator Year Weights 
Average life expectancy at birth Men 2008 0,10 
 Women 2008 0,10 
Occupational   hazards   and   risk 
factors 

Sick leave 2008 0,05 

 Injuries 2008 0,05 
 Dangerous jobs 2008 0,10 
Mortality rates of group 5 diseases Cardio 2007 0,10 
 Oncologic 2007 0,10 
 Respiratory 2007 0,10 
 Digest 2007 0,10 
 External causes 2007 0,10 
Inpatients Hospitalization 

rate 
2005 0,10 

Total Health Index  1,00 

This list of indicators (Table 1) is not finally definitive and is subject to further refinement. 
The current model incorporates life expectancy, occupational hazards (affecting 
predominantly economically active people), mortality rates of 5 diseases (responsible for 
93% of all deaths in Slovakia) and hospitalizations (table 2). 

Table 2: Mortality rates for Group 5 disease in %, 2007  

 KARDIO ONKO RESPIRO EXTRA DIGEST TOTAL 
Men 47,9 24,4 6,5 8,3 6,5 93,6 
Women 61,6 19,8 5,2 2,4 4,5 93,5 
Source: NCZI, 2009 

To generalize the results, Slovakia is split diagonally from south-west to north-east dividing 
the country into healthier west/north-west and "sicker" south/south-east. It is no surprise 
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that this division correlates with socio-economic condition of micro-regions. 

 

Data	  Sources	  
The data used for health needs assessment are drawn from relevant sources: 

• Average life expectancy at birth (men, women) by regions is from Statistical Office 
of the Slovak Republic (www.statistics.sk) 

• Occupational hazards and risk factors (sick leave, injuries and dangerous jobs) by 
regions are from Statistical Office of the Slovak Republic (www.statistics.sk) 

• Mortality rates of group 5 diseases by regions are from National Center for Health 
Information (www.nczisk.sk) 

• Hospitalization rates by regions are from the National Center for Health 
Information (www.nczisk.sk) 

Results	  
The methodology attributes to each of 79 micro-regions a specific Health Index that aims to 
describe the health status of the population for that region. The Health Index is a weighted 
average of values of each indicator in the region. The relative position varies from 0 to 1, 
with the least desirable value (0) and most desirable value (1). 

The Health Index distributes the 79 micro-regions into 5 groups: 

2 with "Excellent" health status (Health Index > 0,8) 13 with 
"Very good" health status (Health Index > 0,7) 33 with 
"Good" health status (Health Index > 0,6) 21 with "Fair" 
health status (Health Index > 0,5) 10 with "Poor" health status 
(Health Index < 0,5) 

The main reasons for different health status of the Slovak population are in common with 

Other CEE countries: living status (including diet), environment, socio-economic 
development and education level. Lower health status, mainly in south/south east Slovakia, is 
significantly influenced by personal lifestyle. 
 

Figure I: Health status of Slovak population by regions measured by Health Index 
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Table 3: Distribution 
< 

of regions by Health Index on hig her territorial level  
 Bratislav

a 
Presov Trenèin Trnava Zilina Kosice Nitra Banska 

Bystrica 
Gran
d 
Total Excellent 2        2 

Very 
good 

1 6 1 1 2 2   13 

Good 3 5 7 4 4 5 3 2 33 
Fair 2 2 1 2 4 1 4 5 21 
Poor     1 3  6 10 
Grand 
Total 

8 13 9 7 11 11 7 13 79 
 

Table 4: Health Index by regions and higher territorial level    
 Bratislav

a 
Presov Trenèin Trnava Zilina Kosice Nitra Banská 

Bystric
a 

Gran
d 
Total Excellent 0,85        0,85 

Very 
good 

0,70 0,75 0,74 0,72 0,72 0,75   0,74 

Good 0,64 0,66 0,65 0,65 0,67 0,63 0,64 0,66 0,65 
Fair 0,55 0,55 0,51 0,54 0,55 0,59 0,55 0,54 0,55 
Poor     0,48 0,46  0,48 0,47 
Grand 
Total 

0,68 0,68 0,64 0,63 0,62 0,60 0,59 0,53 0,62 

This data was used to form the basis of the SF programme structure and 
composition. 
 

Analysis	  of	  the	  health	  and	  health-‐related	  investments	  projects	  

This section looks at a reference group (see above) of health and health-related projects (co) 
financed by the Structural Funds planned or being implemented within in the 2007-13 
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programme. 

Methodology	  
The principal aim was to improve the quality, effectiveness and accessibility of health 
infrastructure, this was developed around four principal groups of indicators: 

1. Improving healthcare physical capacity including hospital beds and other healthcare 
infrastructure and modernization programmes; 

2. Service performance improvement; 
3. Job creation; 
4. Energy conservation (a target 15% reduction). 

The following is an illustration of the indicator format for priority axis 1 (Specialist and 
general hospitals) and priority axis 2 (ambulatory care) projects.  

Table I: Indicators at the level of Priority axis I  
Indicat Indicator name Target Comment 
or type  value 2015  
Output Number of beds operated 1 250 beds Infrastructure capacity 
 within the modernized  indicator 
 infrastructure   
Output Area of built and equipped 37 600sqm Infrastructure capacity 
 spaces for healthcare provision  indicator 
Output Area of reconstructed and 150 200 Infrastructure capacity 
 furnished spaces of healthcare sqm indicator 
 provision   
Result Number of hospitalized patients 56 000 Production indicator 
 within the modernized patients/y  
 infrastructure ear  
Result Number of hospitalizations of From 12,2 Process indicator 
 ambulatory care sensitive % to 8,0%  
 diseases   
Result Average duration of From 9,5 to Process indicator 
 hospitalization 7,1 days  
Core Number of created work  Note: this is now a key 
 positions: 30 priority of Europe 2020 
 together 15 (not published at the 
 men 15 time of this survey) 
 women   
Result Average decrease of energy 15% Infrastructure efficiency 
 requirements of buildings used  indicator 
 by supported healthcare   
 infrastructure facilities   
Core 
output 
 

Number of supported projects by 
OPH, priority axis 1 
 

30 projects 
C
o
m
p
l
i
a
n
c
e
 
w
i

 
o
m
p
l
i
a
n
c
e
 
w
i
t
h

Note: Hospitalization in the scope of ambulatory care sensitive cases are hospitalizations in 
situations, in which if they are taken care of in timely and appropriate manner, usually do 
not necessitate hospitalization of the patient (Institute of Medicine, 1993).. Ambulatory care 
sensitive cases represent a healthcare situation: usually these cases are diseases, which 
require treatment on the level of primary care. They reflect problems in the function of 
ambulatory healthcare and the network of hospital specialists. 
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Table 6: Indicators at the Level of Priority axis 2   
Indicator Indicator name Target value Comment 
type  2015  
Output Area of reconstructed and 66 140sqm Infrastructure 
 furnished spaces of healthcare  capacity 
 provision  indicator 
Result Number of patients who were 844 000 Capacity process 
 provided with healthcare within patients indicator 
 the modernized infrastructure   
Result Number of preventive n.a. Production 
 examinations  indicator 
Result Number of preventive n.a. Production 
 procedures - interventions  indicator 
 (selected diagnoses)   
Core Number of created work  See note above, 
 positions 28 Europe 2020 
 together 14  
 men 14  
 women   
Result Average decrease of energy 15% Infrastructure 
 demand of buildings used by  efficiency 
 supported facilities of  indicator 
 healthcare infrastructure   
Core Number of supported projects 28 projects Compliance with 
Output by OPH,  central SF policy 
 priority axis 2  and project plan 

overarching aims 
and 
accountability 
(reporting) 
requirements 

The following provides details of specific approved SF projects that correlate to tables 5 
and 6 

 
Priority axis 1, (OPH for specialized and general hospitals) 
The call is focused on reconstruction and modernization of healthcare infrastructure of 
hospitals. The aim of the call is to support complex projects of construction, reconstruction 
and modernization of hospital infrastructure, including purchase of medical equipment and 
technologies with predominant orientation on treatment of group 5 diseases (see below table 
(7) and (7a). 

Table 7: List of approved grants for specialized hospitals within the selected 18  
mth reference period , first call launched in 2C 108 (see above)  
Successful Project Grant in EUR Health Index of 
applicant   the region on 

higher tentorial 
level (see table 
4) 

Central-Slovak Complex 6,634,003,82 0.53 
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institute of modernization to  (fair) 
cardiovascular increase the level of   
diseases, Banská provided health   
Bystrica services   
East-Slovak institute Modernization 3,311,093,41 0.6 
of oncology, Kosice   (good) 

East-Slovak institute Modernization of 3,312,080,43 0.6 
of cardiovascular medical infrastructure  (good) 
diseases, Kosice for ensuring complex 

health care services 
  

National institute for Contructory-  0.65 
tuberculosis, lung technological 4,976,727 (good) 
diseases and reconstruction and ,96  
thoracic surgery, modernization for   
Vysné Hagy complex health 

services 
  

Cardiocenter, Nitra Purchase of 1,662,276,11 0.59 
 angiograph for  (fair) 
 complex   
 cardiological   
 applications   
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Table 7a: List of approved grants for general hospitals within the selected 18 month 
reference period, first call launched in 2008 (see above)  

Successful Project Vyska Health Index 
applicant  schváleného 

NFPEUR  
of the region 

Hospital, Extension, reconstruction, 13 953 194,88 0.727 
Poprád technological modernization of 

operating rooms, central 
sterilization, radiology and 
emergency rooms 

 (very good) 

Teaching Modernization 8 298 478,37 0.533 
hospital with   (fair) 
policlinic,    
Nővé Zámky    
Hospital with Complex solution of urgent and 13 277 428,14 0.676 
policlinic, oncological healthcare  (good) 
Zilina    
Teaching New curative pavilion 22 544 335,61 0.680 
hospital, Nitra   (good) 

Teaching Finishing the construction of 14 937 262,30 0.683 
hospital surgical pavilion  (good) 
Martin    

Childrens Extension and reconstruction 6 629 215,38 0.665 
teaching   (good) 
hospital with    
policlinic,    
Banská    
Bystrica    

It should be however noted that all projects provide services beyond their immediate area 
(some of them are of beyond the higher territorial level importance or of national 
importance) to a wider catchment population including areas with much lower health index 
values. 

Priority axis 2, OPH for ambulatory care providers 
The aim of priority 2 is to support complex projects of reconstruction and modernization of 
healthcare infrastructure of ambulatory care providers including medical equipment with 
focus on Group 5 diseases (table2). 
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Table 9: List of approved grants for ambulatory care providers within the selected 18 month 
reference period, first call launched in 2008 (see above)  

Successful applicant Project Grant in EUR Health 
Index of 
the 
region 

CT Martin Modernization of technologies 1,642,933,01 0.683 
(good) 

Immunoallergologica 1 
clinic Dzurilla, Nitra 

Extension of the building 1,649,954,69 0.680 
(good) 

Hospital with 
policlinic of St. 
James, Bardejov 

Complex assurance of 
ambulatory care and 
construction of 3 ambulances 
focused on dangerous 
diseases to prevent group 5 
diseases 

1,573,090,62 0.776 
(very 
good) 

Policlinic ZILPO, Zilina Complex reconstruction and 
modernization of ambulatory 
policlinic 

1,644,788,60 0.676 
(good) 

It should be however noted that all projects provide services beyond their immediate area to a 
wider catchment population including areas with much lower health index values. This is 
similar in nature to similar service networking arrangements in regions across the EU (often 
described as hub and spoke relationships between central - and peripheral hospitals or primary 
care facilities)  

Consideration of SF investment is however not simply influenced by health issues but is 
shaped in part by wider economic factors. This is set in context below. 

Economic background 
The economic crisis has had major impact. The slowdown was already obvious in 2008, but 
the low points were reached in 1st (-5,6%) and 2nd (-5,3%) quarter of 2009. With expected 
minus 5,0% GDP growth (Table 10) in 2009 Slovakia reported one of the sharpest reductions 
in Europe at that time.  

Table 10: Basic macroeconomic parameters   
 2008 2009 e 2010 f 
GDP (% growth in real terms) + 6,4 -5,0 0,0 
Employment in thousands 1 929 1 832 1 840 
Wages in EUR 723 721 750 
Consumer prices in % + 4,6 + 1,2 + 1,9 
Source: Statistical Office of Slovak Republic, 2009 
e ... estimate, f... forecast by Health Policy Institute, 2009 

The trends in employment (decreasing), wages (freezing) and liquidity (worsening) has had a 
profound impact on the health system, since two thirds of the revenues of health insurance 
companies are financed via contributions of employed people. 
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However since overall expenditures on health tend to fall more slowly than GDP, there 
has been a small increase of the share of total health expenditures on GDP from 5.9% 
to 6.0% in 2010 (Table 11).  

Table 11: Health care expenditures in EUR    
 2008 2009 e 2010 f 
Expenditures of Health Insurance 
Companies (HIC) 

3 262 3 187 3 282 

MOH/HTU chapter 122 121 110 
Out of pocket expenditures 636 605 622 
Total expenditures on health (TEH) 4 020 3913 4014 
GDP 68 400 65 800 66 200 
TEH as % of GDP 5.9 5.9 6.0 
Source: Statistical Office of Slovak Republic, 2009 
E ... estimate, F ... forecast by Health Policy Institute, 2009 

Note: since the time of compiling this data the position has worsened across Europe. 

Structural Funds 
Contrary to other EU member states within Slovakia the structural funds dedicated to health 
care are managed directly by the Ministry of Health. The structural funds (SF) are directed 
to 3 priorities (Figure 1). Hospital infrastructure modernization (EUR 227 million), health 
promotion and health risks prevention (EUR 58 million) and technical assistance (EUR 9 
million). 

Figure I: Priorities of structural funds in Slovakia 

 
Source: Ministry of Health, 2008 

The principal aim of the OPH was in large part the modernization of health infrastructure 
(improvement of the quality, effectiveness and accessibility of health infrastructure). 

However, in common with many if not most EU MS the links between capital investment 
outcome and impact - and measurable improvement in population health status remains 
underdeveloped. In this context indicators used were seen as a reliable proxy measure. This 
again is a common feature of most SF related infrastructure programmes. Comparative bed 
ratios (per head of population) are the most commonly used means of determining scale and 
scope on hospital modernization and reconfiguration. As health systems across the EU tend 
to migrate towards a more integrated (acute, primary and social) care model this will 
become an increasingly important issue to resolve. Rather than simply using bed numbers as 
a future basis for planning, it will be the appropriateness of their use, effectiveness and 



 

11 
 

efficiency of patient (flow) throughput and flexibility in use between different specialty 
needs that will become the principle determinants of capacity planning. 

In the Slovakia case there are two process indicators that measure the changing pattern of 
health care delivery: (1) reducing reliance on hospitals and shifting more towards ambulatory 
care and (2) decreasing the length of stay in hospitals. This is a signal of work in progress in 
developing the indicator model. It is consistent with the recent EU Council Conclusions (6th 
June) that makes strong recommendation about using SF as a stimulus and facilitating fund to 
achieve a generation shift in healthcare - a more towards greater integration. 
It can be anticipated that this approach will tend to figure more prominently in ERDF 
funding programmes looking ahead to the forthcoming 2014/20 funding cycle. 

Furthermore 9 indicators measure the functioning of the structural funds scheme itself. These 
indicators measure how many projects will be supported and how many people will be 
employed (Europe 2020 is now important here). 

Measuring the impact of the structural funds by these indicators will also provide relevant 
project management process data. 

Development of projects 

A survey of project planners / managers was undertaken between July / August 2009. These 
were the first group of applicants in the initial 2008 call. Note: there is likely to be a further 
follow up of later project applicants as part of evidence that will be presented to a 
subsequent EU Council working group review of SR effectiveness. Slovakia will be an 
important contributor and participant in this process. 

The data presented in this analysis was collected using the method of survey inquiry, via 
standardized questionnaire survey forms (available on request as above). 

The subject of inquiry was: 
1. preparation and process procedure for projects, 
2. satisfaction with the levels and scope of internal support (Ministry of Health and the 

Higher Territorial Units) 
3. satisfaction with the evaluation process of the projects 
4. obstacles and problems 

The following is a summary of key points. 
 
Timescale for project development 
More than 40% of project applicants devoted up to 6 months to the development of the 
project including the project documentation, almost 30% worked on the preparation for 
approximately 3 months. 

Almost 20% of applicants invested more than EUR 100 000 in project preparation 
Project development tended to be costly. One third of respondents invested up to 25 000 
EUR, 28 % indicated that the expenses related to the project reached up to 50 000 EUR, 6 % 
invested up to 100 000 EUR and 19% exceeded the margin of 100 000 EUR. 

Only 22% of the applicants were able to prepare the project without external 
assistance 
72 % of the respondents drew on the help of an external consultancy, 22% prepared the 
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project by personally, 13% made use of a Regional Development Agency and 6% of the 
respondents cooperated with a banking organization. 

Applicants mainly turned to professional consulting companies for help 
Two thirds of the respondents perceive the preparation of the project as very challenging (and 
required consultancy help), 37% indicated that the preparation process as of "medium 
difficulty". 

Support from the MOH and HTU 
The MoH provided web-based support. This was evaluated in the HPI report by NPS (net 
promoter score) -0,41. The Higher Territory Unit (HTU) support was evaluated by NPS at 
-0.42 . Overall this indicates "fair quality" 

The project evaluation process 
Evaluation and selection criteria approved by the Monitoring committee was/are made public 
within each call for proposal. Each project proposal is evaluated by two independent 
evaluators. From the survey respondents, 8 represented successful projects out of a total (for 
the reference group) of 32. As a further supplementary general note: studies often reflect 
project evaluation as a critical factor in providing feedback to applicants and as a means of 
encouraging 'innovation'. However overall more work need to be done to improve this 
dimension of structural fund programme decision-making 

The position of respondents who were unsuccessful with project bids 
For those unsuccessful 52% decided not to progress schemes without SF support. 87% felt 
that not obtaining a grant may result in competitive disadvantage. 70% felt that banks would 
be unlikely to finance projects that were unsuccessful in attracting SF. However it should be 
recognized that a relatively low OPH allocation would mean in practice that only 25% - 30% 
of applicants can be supported. Note : This clearly is an issue to be recognized in the 
forthcoming SF review. Health must ensure that it is positioned to get a "fair share" of SF 
allocations - between MS (and Regions), and within MS/Regions between majorspending 
departments. The lead provided by the EU Council Conclusions and effective translation of 
Europe 2020 priorities and the imminent Cohesion Policy guidelines will become 
increasingly important in the current economic climate. 
 
Banks play an important co-financing role 
67% of the respondents, whose project was granted, are cooperating with a bank on a joint 
financing of the project. 62 % of the respondents, whose project was approved, will use the 
possibility of advanced financing for their projects, however this remains a comparative low 
level means of support; 5%. 

The biggest hurdle was lack of 'internal' help, support and cooperation 
One of the greatest difficulties reported was "complicated" administrative paperwork, the 
complexity of the process, development of a complex restructuring program and lack of 
experience with project preparation. Note: this is a commonly reported problem highlighted 
throughout the Euregio project. DG Sanco are about to implement an 'expert support' 
programme aimed in large part at helping MS / Regions overcome these difficulties. The 
complexity of the SF process itself will be subject to the overarching review. 

... but project promoters have faith 
91%  of  those  surveyed  would  submit   projects  in   the  future  only  9  %  
of  the respondents would disregard another project opportunity. 
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Conclusions 
Structural funds represent a relatively small proportion of the overall health care budget for 
years 2007 - 2013. However the main focus is on infrastructure investment and the decline in 
economies across Europe are reducing opportunities for other forms of non-recurrent funding 
of this type. SF may, in the next programme round (2014/20) be one of the few funding 
options available to member States and Regions for healthcare capital and technology 
investments. Structural funds represent a politically attractive, but very important and 
selective financing tool. The issues highlighted in the Slovakia experience provide important 
pointers for the future development of the SF programme - and healthcare investment in 
general 

There are strong similarities between the Slovakian experience and other SF and non-SF 
generic evidence, for example: 

• there is continuing difficulty in relating infrastructure investment to 
measurable health outcomes in the context of the overarching EU 
Commission health objectives; 

• in the meantime there will be inevitable reliance on a range of proxy measures, 
including standardized and comparative bed ratios, throughput volumes and waiting 
time reduction - these are largely falling out of favour as a basis for infrastructure 
investment planning; 

• there are some good examples of progress in this field (all of a non-sf nature) but 
there is no reliable dissemination system for this work, expertise needs to be more 
widely shared, in particular with SF candidate MS and Regions; 

• there can tend to be an assumption that SF processes are more complex than other 
forms of external funding. This is not necessarily the case. Almost all major public 
capital funding systems are built around complex planning and decision-making 
processes, for example the UK Private Finance Initiative (PFI). This simply reflects 
the need to recognize public accountability (by Governments-and the EU 
Commission) for spending decisions. However the key issue is that overly complex 
processes can favour conventional (safe) projects that have established what might be 
described as a successful formulae and mitigate against more innovative (and often 
untested) projects. Given that Innovation is an important cornerstone of Europe 2020 
it can be assumed that the SF review will address this issue.  

• The Slovakian model however anticipates deliverables that have subsequently been 
reinforced by Europe 2020:  
• measurable targets for job creation, and  
• measurable deliverables for energy conservation, albeit now 

overtaken by upgraded targets i.e. 20% reduction of carbon emissions by 2020. 

As discussed at various points in this case study 2012 will see the establishment of a series of 
working groups (under the umbrella of the EU Council) to undertake a high level reflection 
of health policies and systems across the EU. Working group 2 (led by Hungary) will address 
the question of how to improve the focus and effectiveness of SF spending. The importance 
will be substantially raised by the continuing economic crisis and where for many MS / 
Regions SF may represent one of the few sources of funding to improve and sustain 
healthcare services. 
This study represents a first stage analysis. The second stage will be a further review of 
progress of the Slovakia SF programme and key players will participate in the SF review 
programme during 2012. In this respect the findings will be available throughout 2012. 
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Executive	  Summary	  

The national eHealth project of Slovenia is implemented during 2007-2015. It is co-financed by the government 
of Slovenia and the EU through the European Social Fund, as part of the Slovene "Human Resources 
Development" Operational Programme of 2007-2013. 

The project responds to the need to improve health information processing and the evidence base on a changing 
national epidemiological profile. Its aims include facilitating information access for all healthcare professional 
groups and citizens, improving planning and management of healthcare infrastructure and services, and 
promoting the citizens' active role in managing their health and healthcare. 

The project features the delivery of three system modules, parts of the national electronic Health Information 
System - eHIS. These are the national health information exchange telecoms network, the national eHealth 
portal, and national Electronic Health Record - EHR. Additional deliverables include the Slovene National 
Centre for eHealth and an education and training programme for healthcare professionals on using eHealth 
services. 

A special consultation and management framework has been developed to progress the project since the Slovene 
eHealth strategy inception in 2007. This is based on consensual decision making and has involved the six major 
stakeholder organisations -Ministry of Health, Health Insurance Institute of Slovenia, Association of Healthcare 
Institutions, Medical Chamber, Chamber of Pharmacy, and the National Institute of Public Health. The 
framework features five committees where members of these organisations participate according to seniority 
and expertise. The Ministry of Health led the decision making and implementation. 

The project is understood to be delayed by domestic stakeholders and the European Commission. The main 
reason put forward in this report is that stakeholder consultation has not delivered clear, inclusive and well 
understood contractual arrangements among them as a basis for implementation. Based on expert stakeholder 
representative interviews in Ljubljana and London in 2011 and secondary research, the report outlines several 
confounding factors. The lack of domestic eHealth expertise, belated engagement of the IT industry, the chosen 
network architecture for the national health telecoms network are discussed in a context of contested 
decision-making among stakeholders and a wider national healthcare reform process. 

The report concludes with recommendations on how to advance the project from its current stage, a requirement 
expressed by all domestic stakeholders. These include launching an initiative to enhance stakeholder 
consultation and redress the balance of contributions in project decisions; use full cost analysis methods to 
ensure eHealth services are affordable by all stakeholders; identifying experts to provide informed input to 
tenders in line with stakeholder consultation; closer collaboration among selected stakeholders to successfully 
complete pilot projects; proactive deliberation on using new technologies to extend the proposed eHealth 
infrastructure; and activating a programme of events to stimulate and sustain healthcare professional groups' 
engagement and involvement. 

1.Introduction	  
This report examines the process underpinning the design, build and operational phases of the national eHealth 
project of Slovenia, eZdravje. Its aims are in line with EUREGIO III, namely to extract useful lessons from this 
process and inform EU regions on how they should plan and implement similar projects. This national eHealth 
project forms part of the Slovene "Human Resources Development" Operational Programme, co-financed by the 
EU during the 2007-2013 period. 

The report begins with a brief discussion of the main challenges regarding the provision of services in the 
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Slovene healthcare system during the period 2000-2010, and the procurement methods introduced to help 
address these. It then reviews the background and objectives of this national eHealth project, the funding scheme 
chosen and key procurement aspects. After a cursory review of the main issues identified as part of the process 
of designing and implementing this project, the report moves on to take a closer look at the special attributes of 
eZdravje. These includes the special, consensual project management framework put in place to enable 
stakeholder engagement and involvement, some of the key organisational relationships that have resulted, and 
examples of innovation identified in each of the design, build, and anticipated operational phase of eZdravje. 

The main premise of the report is that the relative lack of progress of eZdravje is not to be understood in 
conjunction with EU Cohesion policy regulations, the Structural Funds and programming aspects in Slovenia. 
Key reasons for this lack of progress are traced within the timeline and the manner in which the project has 
evolved. Since 2007 when key documents were published, and consensual decision-making amongst the main 
Slovene healthcare stakeholder organisations was established along with a special project management 
framework, the project has progressed in a manner that offers ground for useful observations regarding the 
design and implementation of national eHealth projects. 

2.Methodology	  

This report has been put together on the basis of material collected through the following two qualitative 
research tasks: 

• transcription of semi-structured interviews with informants-representatives of 
Slovene healthcare organisations, stakeholders to the national eHealth project; 

• a review of key academic papers, policy studies and programme 
documentation with a focus on the Slovene national eHealth project. 

Informants consulted for this report hold senior positions in their organisations. They have international and 
domestic professional experience in public health monitoring and management, health informatics, public 
procurement as part of telecoms, transport infrastructure projects and EU programmes. Most informants have 
had exposure to the project since the inception of the national eHealth strategy in 2007. Stakeholder 
organisations include the Slovene Ministry of Health 
 
(MoH), the Health Insurance Institute of Slovenia (HNS), the European Commission DG Employment, Social 
Affairs and Equal Opportunities (EC), the Managing Authority (MA) of OP Human Resources Development, the 
National Institute of Public Health, Association of Healthcare Providers, the Medical Chamber, IT industry firms 
and member firms of ProREC Slovenia. 

The material has been analysed through the qualitative content analysis method outlined in (Flick, 
2002:190-192). The following steps have been 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 research questions formulated towards meeting the objectives outlined in section 1 are: 
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• what have been the main public health challenges and procurement structures in place 
to address these during 2000-2010 in Slovenia; 

• who are the main stakeholders, their roles and interrelationships in this national 
eHealth project; 

• what are the contractual arrangements supporting this project; 
• are there examples of innovation identified in the planning, build and operational 

phases of the project; 
• what has been the project's performance during 2007-2011, and what are its current 

challenges. 

The report concludes with recommendations based on observations emerging from the analysis and 
interpretation of results. 

3.	  Slovene	  national	  health	  system	  challenges	  

At the start of the period 2007-2011, key challenges with regard to designing and providing services identified in 
the Slovene national health system were the following (see also Albreht et al, 2009:8-15): 

• an ageing population characterized by low birth rates, fertility ratios, and an increase of 
chronic diseases; 

• regional variations in  morbidity and  mortality, with  changes expected at a national 
population level; 

• empowerment and involvement in care delivery on behalf of citizens and patients; 
• enhancing the efficiency of the national healthcare system; 

• modernization, connectivity, and wider utilization of existing health-related IT 
platforms to improve disease surveillance, health services planning and delivery. 

Healthcare capital investment in Slovenia has been primarily financed through general taxation at a national and 
municipal level. This refers to investment in hospital care, health centres, and facilities owned by the MoH or 
municipalities. The MoH has funded capital investment in national health programmes, hospitals, national and 
regional specialised health institutions, medical education and research. Municipalities raise their own resources 
complemented by national (central) government funds. On this basis they fund investment in public health 
centres and state pharmacies within their territory (Albreht et al, 2009: 38-39). 

In 2000-2006, total healthcare expenditure rose from €1521.2mio to €2574.0mio. National government 
expenditure as part of this increased from 3.4% to 4.7%, while municipal expenditure decreased from 0.7% to 
0.5%. Curative care, medical goods procurement and long term nursing care have accounted for approximately 
80% of total healthcare expenditure.1 

In eHealth, there is some evidence of resources available at a local level for healthcare providers, 
hospitals and health centres to utilise towards health IT investments (see Suselj, 2005).2 

4.	  National	  eHealth	  project	  in	  200	  7-‐2013	   	  

4.1	  Background	  

Origin	  of	  the	  project	  

IT use in the Slovene health sector dates to the mid-1980s. Slovene healthcare providers have traditionally been 
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responsible for setting up and operating their own systems, usually through direct procurement from industry and 
without employing their own IT experts. This brought about a landscape of many heterogeneous health 
informatics applications, facilitating administrative tasks of e.g. record-keeping, payments, in primary and acute 
care while supported by stand-alone (offline) PCs. 

Since the 1990s, e-mail use in appointment bookings and electronic health record keeping has been adopted by 
some GP practices. A few private pharmacists' and medical doctors' web portals have also been operating since 
2000. 

These figures have been calculated on the basis of data available in (Albreht et al, 2009:46). 

During fieldwork a scheme was cited as an example, where a sum of €700 became available to physician teams 
on an annual basis for IT procurement. This has been introduced by the MoH and the Health Insurance Institute 
of Slovenia (HNS). 
 
A project of nation-wide scale, similar to eZdravje, was launched in 1995 to facilitate state medical insurance 
claims management based on the use of smart cards. HIIS has funded and led this health insurance card (HIC) 
project. Patient and physician smartcards were distributed for simultaneous use at the physician's premises in 
order to access, exchange and store insurance data on the patient card, using proprietary applications on 
stand-alone PCs. Patients can update their insurance status and seek specialist care using self-service and 
information terminals installed and linked to a database server located at HIIS. This project has been supported 
by draft legislation, a cost-benefit analysis, project planning and evaluation studies. 

This infrastructure, managed by HIIS, went live in 2000 featuring 1,946,000 health insurance cards; 20,000 
health physician cards; 5,400 card readers; 270 self-service terminals at 218 locations; 1,036 participating 
institutions providing care; use of symmetric cryptography for electronic communications' security (Treek e f al, 
2001). 

This HIIS network has been viewed as a potential backbone fora national healthcare information system. 
However, the lack of data formats, communication protocols and e-business process specifications for use in 
healthcare meant that it remained a database access rather than a data communication system. A current HIC 
renovation project aims to address this. 

Our interviews at HIIS reveal a key premise upon which the HIC project has been successful. This success was 
based on establishing a common approach and understanding among insurance and healthcare providers on how 
to maintain existing business models while introducing IT and software applications developed for use at a 
national level. 

Beyond HIC, a national project titled "Health Sector Management Project" was implemented during 2002-2004, 
partially funded by the World Bank. This formed the basis for the elaboration of the Slovene eHealth strategy 
(Albreht, 2009:3). 

	  

Main	  factors	  stimulating	  the	  project	  

eHealth strategy development for EU member states and related actions by the EC were viewed by domestic 
stakeholders as (i) an opportunity, as well as (ii) a challenge and requirement that needs to be addressed. The 
availability of national and, especially, EU funds through the ESF (see section 5 below) is also perceived as a 
key premise for inciting ideas about a national eHealth strategy and project. Availability of funds helped start 
discussions among key stakeholders and is thought to have accelerated the process of launching this national 
eHealth project. 

The project is understood as an integral part of the Slovenia's healthcare reform, a highly politicized process 
aimed at improving the efficiency of the national healthcare system. In addition, the EC has viewed eZdravje as 
a typical example of a "capacity building" project that builds on previous interventions financed by EU 
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pre-accession instruments in Slovenia. However, previous health IT projects were not co-financed by the EU. 
Our research confirms that domestic stakeholders came to engage with this project in 2007 without substantial 
prior experience of utilising Structural Funds to implement infrastructure projects. 

Stakeholder organisations whose members utilise information in healthcare expressed concrete views on those 
interesting features of this project. The need to improve the process of gathering epidemiological data and 
information, and the evidence base available from where to make decisions in planning healthcare infrastructure 
and services has been widely acknowledged. Health information is presently aggregated by healthcare providers 
and is then recorded in their existing IT systems. Exchange and processing of information at a national level 
based on these systems has been problematic. For example, information needs to be copied onto media for 
despatch and processing by the National Institute of Public Health, which maintains a number of national health 
databases. 

4.2	  Project	  objectives	  

The objectives that the Slovene national project aims to meet are the following (SMoH, 2009; see also 
Albreht, 2009:1-2): 

• offer to all healthcare providers, specialists, GPs, pharmacists unified, secure and 
reliable access to all key patient information via a standardised Electronic Health 
Record (EHR) and other data sets; 

• facilitate better planning and management of the national healthcare system on the 
basis of good quality, accurate administrative, clinical, and economic data; 

• improve access to all necessary information and the ability of citizens to participate in 
the development of quality healthcare services; 

• promote an active role and responsibility of citizens for their health and healthcare 
services; 

• improve access to healthcare for persons excluded due to disability, age or other 
reasons. 

eZdravje was initially designed to comprise five project modules. These are: 

(i) three system delivery modules of (a) a national health telecoms network - zNET, (b) 
eHealth portal - zVE/vl and (c) electronic health record (EHR) dataset, components 
of the national electronic Health Information System (eHIS); 

(ii) an organisational module featuring the creation of the National Centre for eHealth, and 
(ii) a Training and Skills Development module. 

Eighteen subprojects and a number of trial, sample or 'pilot' projects fall under each of these modules. 

Figure 4.2.1 below depicts these five project modules. 
Figure 4.2.1 below illustrates these project modules. 
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These modules have been based on specific documentation developed prior to its start. This includes the Slovene 
national eHealth strategy, the project feasibility study completed in 2007, and the conceptual (high level design - 
HLD) model of the national eHIS. These documents have been elaborated by the MoH and stakeholder 
organisations (see section 7 below). 

5.	   	   Funding	  and	  procurement	  

5.1	  Funding	  scheme	  

The Slovene national eHealth project {eZdravje) spans the period of September 2008 to June 2015. Its 
expenditure, estimated at approx. €67 million, is funded by the Slovene Ministry of Health (MoH), the European 
Social Fund (ESF), and other Slovene public funds as follows: 

• Slovene MoH ordinary budget: €26 million; 

• ESF: €27 million; 

• Other Slovene public funds: €15 million. 

A follow-up project is anticipated in 2015-2023, of approx. €67 million forecasted expenditure. 

This funding agreement occurred as part of a long term plan of needs put together by the main stakeholders in 
Slovene healthcare. A cost-benefit assessment was completed as part of putting together the project's feasibility 
study. Some stakeholder representatives suggest PPP was considered as an alternative funding scheme; however, 
state-industry collaborations are currently understood as not sufficiently mature in Slovenia. 

5.2	  The	  Role	  of	  the	  EU	  and	  national	  funding	   	  

The	  use	  of	  ESF	  

Since its inception in 1957 the ESF has had a focus on the development of human resources. In the current 
programming period of 2007-2013, the EC suggests that the ESF may co-finance administrative capacity 
building programmes and projects in "convergence" states and regions. Priority areas are identified by individual 
EU member states. In this case, the Slovene Human Resources Development OP (HRD OP) has included the 
national eHealth project because of the project aims. Better design of healthcare services and patient 
empowerment are viewed as people-centred objectives, understood as complementary to active labour market 
policies. 

The ESF is found by domestic stakeholders to have provided fresh impetus to launching the project in 2007. It is 
further understood to have supported innovation in the following ways: 
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• Stakeholders have come together in a special project management framework 
designed to advance the project (see section 7 below); 

• The IT industry has been attracted to the project, participating in consultations and 
bidding for tenders published towards implementing parts of eZdravje. 

The stakeholder partnership principle of the Structural Funds, reflected in the Monitoring Committee established 
for each OP, is understood to have been congruent with the special project management framework of this 
project. 

Other	  EU	  and	  national	  funding	  instruments	  

Informants note that there has been synergy, rather than confusion or contradiction, between eZdravje and other 
eHealth-related programmes funded by the Slovene government and the Structural Funds (see SMoH, 2008). 
Examples cited include INTERREG III / European Territorial Cooperation programmes, epSOS 
(www.epsos.eu), and eHealth research projects funded by national agencies.3 

The role of EUREGIOIII has also been highlighted by stakeholder representatives as a vehicle to ensure better 
coordination of similar projects across EU member states and regions. 

5.3	  Procurement	  

Procurement of this national eHealth project is based upon provisions of the "Human Resources Development 
2007-2013" Operational Programme (HRD OP). Public contracts awarded as part of the OP on projects 
benefiting from ESF assistance comply with the provisions of the EC procurement Directives 2004/17/EC56, 
2004/18/EC57, and Regulation (EC) 1564/200558 (SGOLS, 2007:148). 

At the start of the project, the MoH led the preparation of tenders for this project including technical 
specifications. These tenders were then required to be submitted for approval to the HRD OP Managing 
Authority. This formal requirement has now been abolished. The HRD OP Managing Authority suggests that 
this change has been introduced for the project's public procurement to be expedited, due to the delays incurred 
during 2009-2010. 

5.4	  Experience	  with	  the	  process:	  key	  issues	  

Stakeholder representatives suggest that the key issues associated with project progress since 2007 have 
been the following: 

• the procurement process - preparation of tender documentation, publication and the 
associated complaints procedure- has proved to be cumbersome, taking much more time 
than originally planned; 

• key project management decisions adopted through the special project 
management framework have taken considerable time to be reached and 
implemented; 

• there has been a lack of a fuller engagement with the IT industry as a 
stakeholder; 

• there has been a need for a larger team and setting of project management priorities at 
the MoH; 

• ESF monitoring and reporting have been reported as a "complicated" process, 
generating additional workload for those stakeholders concerned (MoH, MA). 
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The EC is viewed by respondents as an important stakeholder in the process. The EC is understood to fulfill the 
following two roles: 

(i)    audit of ESF expenditure, overview of progress of the OP and individual projects; 

(ii)   providing expertise through EU eHealth-related initiatives. 

Notwithstanding some calls for the EU to provide support with managing the ESF part of the project, a more 
active role in the form of expertise input by EC DGs is not anticipated by most stakeholder organisations. Role 
(ii) is viewed principally in terms of expertise input during the planning stage of projects, and review of 
outcomes towards sharing best practice. 

The next sections of this report discuss specific dimensions of the project and their impact on progress until the 
end of 2011. 

6.	  Contractual	  arrangements	  

The main contractual arrangement supporting eZdravje is the HRD OP agreement concluded between the EC 
and Slovene government. Priority Axis 5, "Institutional and Administrative Capacity", includes Activity 4, 
"Healthcare in the Information Age" that defines eZdravje as a project (SGOLS, 2007: 121-123). 

In addition, an inter-ministerial memorandum has been signed between the MoH and the Ministry of Public 
Administration concerning responsibilities arising from the project, notably the ownership of telecoms 
equipment bought for use in the national health telecoms network - zNET. 

A central problem associated with the relative lack of progress of eZdravje is identified in the process of 
designing, issuing public tenders and awarding project contracts. Following pre-stage consultation with the IT 
industry, the MoH issued tenders designed by a team of experts working as part of the eZdravje project 
management framework. 

IT companies and other stakeholders have found tenders to be of too large scope, lacking clear specification, and 
focusing on a single technology to deliver services. Smaller companies felt unable to contest one particular 
tender deemed important to the project, despite their involvement in pre-stage consultation. This tender was 
legally challenged and was then withdrawn. In another example, the MoH received written complaints on a 
tender because it was thought to be too narrowly specified. 

Our informants suggest that the tender design and contracting process did not proceed as originally thought. This 
is attributed to delays associated with launching the project in 2007 and lack of a sufficient number of experts in 
Slovenia. Some problems are also reported with providing sufficient budgetary resources to support pilot 
projects engaging an appropriate number of users. 

Despite these issues, most stakeholder representatives feel that the process of procuring the different constituent 
parts to build and operate each of the project modules has stimulated innovation. Suggestions on how the process 
could be enhanced include: 

• the adoption of a more open approach to designing tenders for the project; 

• expertise input to tender design on 

(i)       using several different technologies that may 
support a service; 

(ii)       possible design architectures; 

(iii)       full project lifecycle costing. 
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7.	  Inter-‐organisational	  relationships	  

This national eHealth project has progressed based on a special project management framework. The 
establishment of this framework has been led by the MoH. The purpose has been to progress the project on the 
basis of consensual decision-making among key professional groups, avoid resistance to the introduction of 
eHealth services, and reap the benefits of greater efficiency and quality in health service provision. This 
approach was chosen at the start of the project. 

As mentioned previously, eZdravje has been based on five key pieces of documentation, namely: 

• the eHealth strategy document; 
• the    national    eHealth    information   system    (eHIS) 

conceptual model; 
• the eZdravje Feasibility Study; 
• the eZdravje action plan; 
• the eZdravje subproject design documents. 

The strategy document was elaborated by the MoH in collaboration with healthcare stakeholder organisations 
and was published in December 2005. The national eHIS conceptual model was put together in 2007. Based on 
these two documents, the eZdravje Feasibility Study, action plan and subproject design documents were 
completed in 2009. 

Through this process the project's management framework was developed to feature consultation and consensual 
decision-making among key stakeholder organisations. These have come together in five committees and 
working groups (see also SMoH, 2009; Krapez & Kronegger, 2007:48): 

(i)    the Council for Healthcare Informatics - the Council; 
(ii)   the eZdravje Project High Level Steering Group - the HLSG; 
(iii)  the Committee for Healthcare Informatics Standards - CHIS or 

OZ/S;  
(iv) special, ad hoc working groups developing system architecture 

specifications for pilot projects, subprojects and system modules;  
(v)   the eZdravje Collegium. 

Consultation and consensual decision-making has involved deliberation and negotiation on decisions concerning 
technology adoption, strategy and standards-setting among stakeholders in the committees (i)-(iii) above. 
Specifically, five stakeholder organisations were invited to by the Slovene MoH to collaborate with the Ministry 
from the start. These include the: 

• HI IS, www.zzzs.si; 
• National Institute of Public Health of Slovenia, www.ivz.si; 
• Association of Health Institutions of Slovenia, www.zdrzz.si; 
• Medical Chamber, www.zdravniskazbornica.si; 
• Slovene Chamber of Pharmacy, www.lzs.si. 

In the Council, stakeholders are represented by their Chief Information Officer (CIO) or equivalent official. The 
HLSG featured deliberation and negotiation among Chief Executive Officers (CEOs) or equivalent. Experts in 
technological standards convened in CHIS and ad hoc, special working groups to discuss and reach decisions on 
the adoption of national technological standards, in formal collaboration with the Slovenian Institute for 
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Standardisation (SIST), the national organization responsible for standards-setting. Lastly, the Collegium is the 
project management team staffed by and located at the MoH, bestowed with the day-today project management 
tasks and led by the eZdravje project manager. 

This framework engaged a total of forty five (45) experts from the afore-mentioned organisations and others, e.g. 
Ministries of Public Administration, Higher Education, Science and Technology (SMoH, 2007). Professional 
stakeholder organisations, e.g. the Medical and Pharmacy Chambers, the HNS, aggregate interests and 
perspectives of their members, adopt positions on various aspects of the project, and represent these in sessions 
of committees (i)-(iv). Other organisations, such as ProREC, the Slovene national institute promoting the 
introduction of the European EHR, participate in the special, ad hoc working groups initiated by CHIS to 
elaborate technical specifications for pilot projects and subprojects. 

The MoH adopted the role of leading negotiations among stakeholders. The Collegium project manager chaired 
meetings, promoted consensus and introduced their own domestic and international expertise towards the 
formulation of key project decisions. Furthermore, the Collegium has come in contact with care professionals 
and elicited their feedback through the Education and Training module of eZdravje. The focus of seminars and 
workshops organized has been to familiarize care professionals with the system modules the project has aimed to 
deliver, the implications for their work, and elicit their feedback. 

The frequency of communication among stakeholders is noted as follows. The HSLG convenes four times a 
year. CHIS and special working groups convene as and when required, prompted by decisions reached at the 
HSLG and the Council. The Collegium team has been reported to meet once a week. In addition, various 
conferences and stakeholder meetings were organized at the start of the project. In late 2010, this activity of 
keeping stakeholders together, and the pace of project developments more generally, are understood to have 
declined. 

This structure has operated in tandem within the management structure of the HRD OP which includes the 
Managing Authority Monitoring Committee, payments' control and evaluation, as per the requirements of EU 
Cohesion policy regulations for 2007-2013. Other than joint memberships of stakeholder representatives in 
committees (i)-(iii) and the OP Monitoring Committee, no formal links have been identified between the MA, 
MC and the committees discussed above. 

The feasibility study and eHIS conceptual model have been prepared through consensual deliberation involving 
6 organizations - the MoH, HNS, Association of Healthcare Providers, National Institute of Public Health, 
Medical Chamber, and the Chamber of Pharmacists. The IT industry was engaged in consultation sessions after 
these key documents were in place. IT vendors were invited to conferences and roundtable discussions organized 
by the main 5 stakeholders to offer feedback to the design of the eZdravje modules and projects. Despite this, 
initial project tenders were challenged by IT providers who felt unable to contend them. A fuller engagement and 
involvement of the IT industry through their representative organization was then sought by the MoH as a 
remedial measure. IT vendor feedback suggests it would be helpful to bring together health and IT specialists 
when designing key aspects of the project; decisions seemed to have been reached in an isolated 
manner. 

The consensual approach to project management seems to have been met with difficulties while attempting to 
successfully include the IT industry in the process. Our research is suggestive of a problematic, somewhat 
antagonistic relationship between some stakeholders leading the project and the IT industry. Scepticism and 
uncertainty are expressed by informants in leading organisations regarding ways in which IT companies may 
choose to exploit poorly designed tenders and alter the course of the project. At the same time, limits are 
identified to the IT industry's contribution to tender design during consultation due to competitive pressures. 
Companies may choose not to share their latest ideas or innovations due to the risk of having them reproduced 
by competitors. 



 

13 
 

8.	  Innovation	  

8.1	  Innovation	  during	  the	  planning	  phase	  

Innovations identified as having occurred during the planning phase by expert informants interviewed for 
this report include: 

• the project's clear deliverables and module-based structure including system and 
organisational modules described in Section 4.2; 

• the consensual decision-making framework detailed in Section 7, viewed as 
having facilitated engagement and involvement of key stakeholder 
organisations;4 

• alternative business models considered to help engage small physician 
practices and private healthcare with eHealth services offered through the 
project. 

8.2	  Innovation	  during	  the	  build	  phase	  

Innovations identified by informants as having occurred during the building phase of the eZdravje project 
include: 

•    the pilot projects launched as part of eZdravje, e.g. Lab-Postar, 

These are thought to confirm the suitability of specific ICT-based solutions offering eHealth 
services amongst organisations within a local health system, and generate useful experiences 
and learning towards scaling up and integrating service at national level; 

 
One informant has found that this process has stimulated a more active pursuit of their organisation's mission, 
namely the aggregation and representation of interests and viewpoints of their members. 

•    the design of the national EHR. 

These innovations are thought to prepare the ground for large-scale implementation and support 
the improvement of the evidence base. 

Local IT experts interviewed expressed the view that the decision to build and operate a separate private network 
infrastructure for the national eHealth telecoms network Z-NET, including newly bought WAN switching 
equipment and leased lines as private virtual circuits (PVCs), has been rather unwarranted and not reflecting the 
state of the art. The term 'WAN' refers to wide area network equipment designed with the appropriate capacity to 
support telecoms services at a regional or national scale. Market prices suggest this solution is more expensive 
than an internet or cloud computing based architectures. Stakeholders commented that this has translated to a 
higher premium to use eHealth services. This, while affordable to healthcare providers, e.g. hospitals, has been 
deemed unsustainable for small physician practices (GPs and others). 

There is some understanding that concerns about privacy, security concerns and the requirements of the current 
EU privacy protection regime led to this decision. However, other technologies based on encryption, internet or 
cloud computing are thought of as capable of providing the same level of service including data privacy and 
security. The view that system module design and tenders should be "technology-agnostic", i.e. not be based on 
an explicit choice of technology, has also been expressed by IT experts interviewed. This is viewed as a means 
to enhance competition in a market already stimulated through the project. 

8.3	  Innovation	  during	  the	  operational	  phase	  

Innovations anticipated by our expert informants during the operational phase of the eZdravje system modules 
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include: 

• collaboration between ministries in operating the eHealth telecoms network; 
• the operation of the national EHR, and the perceived right and responsibility 

of individual citizens to access and keep their record updated; 
• use of the national electronic health insurance (HIC) user terminals for 

authentication. 

Collaboration between the MoH and Ministry of Public Administration is anticipated as the Z-NET equipment 
and proposed leased lines come under the ownership of that Ministry. 

9.	  Overall	  project	  performance	  and	  future	  challenges	  

9.1	  Project	  progress	  

Tenders were prepared for the national eHealth telecoms network, national eHealth portal and pilot projects in 
the spring of 2010, a year after the feasibility study was completed. The time taken to publish these, and 
subsequent delays associated with some of them being recalled and legally challenged are understood as 
"significant" delays by stakeholders. Certain pilot projects progressed; Lab-Postar, a pilot electronic personal 
health data exchange between laboratories and physicians bye-mail, moved into implementation during 2010. 
Work started on the EHR in late 2010 and resumed in 2011. Creating a team of experts to form the National 
Centre for eHealth also commenced, with them based at the MoH in the first instance. The Education and 
Training module progressed according to plan. 

Since mid-2010, the MoH has not been providing updates on project progress to IT vendors. The high estimated 
cost of using eHealth services led the Medical Chamber to look at alternative business models so that physician 
practices would eventually be able to utilise these. It also seems that the management of connections to the 
network is to be managed separately from other parts of the project currently managed by the MoH-based 
Collegium. 

Larger and small IT vendors have intensely contended in their bids to take on different parts of the project's 
implementation. After tenders were challenged, the MoH thought that these should be redesigned so that they are 
become more accessible by different providers. Engagement with the IT industry, albeit belated, has aimed at 
tenders becoming accessible by larger and small IT vendors, generating good proposals for the MoH to choose 
from and advance the project. 

9.2	  Current	  stage	  of	  project	  

By mid-2011, one pilot project, Lab-Postar, the zNET network implementation, and the Education and Training 
module had progressed. The National Waiting Lists and Teleradiology pilot projects, eHealth portal and EHR 
platform were lagging behind. Representatives of domestic stakeholders understand the project to be delayed due 
to the inactivity of the MoH in 2010 in the first instance. The EC sees the project to be delayed due to the 
consensual project management framework taking time to deliver key decisions; another reason identified the 
project's relevance to the wider Slovene healthcare reform. 

Research for this report suggests further that the two professional stakeholder organisations engaged in the 
project from the start, the Medical Chamber and Chamber of Pharmacy, felt that their views regarding specific 
aspects of the project had not been adequately considered in the course of formulating and implementing 
decisions. 

The new Health Minister appointed in August 2010 requested a project update and audit. The Minister has 
reportedly consulted with all stakeholders on ways that could make eHealth services sustainable after 2015. At 
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the same time, the Medical Chamber led discussions on alternative business models aimed at engaging small 
physician practices with the project and services to be offered. 
 
Following the appointment of a new project manager in February 2011, the strategy document and eZdravje 
Feasibility Study were revised. The main change concerns the zVEM portal, which has now been discontinued. 
The MoH led this process while acknowledging recent feedback by professional stakeholder organisations on the 
management of the consensual process by the previous Collegium leadership and resulting level of stakeholder 
involvement. Improvements have also been introduced based on new knowledge and experience in the use of 
ICT for health. 

Following these steps, committees (i)-(iii) have reconvened to agree EHR standards to be introduced. A new 
pilot project has also been introduced, ePrescription, and is scheduled for implementation in regions where 
system platforms of stakeholder organisations are already interconnected. However, a new project manager was 
again appointed at the MoH to lead the Collegium, in September 2011. 

9.3	  Future	  challenges	  

Informants interviewed have identified the following areas where uncertainty is currently felt with regard 
to the short and medium term future of eZdravje: 

• shortage of qualified staff to manage the project at the MoH and other 
organisations, acknowledged by nearly all stakeholders; 

• shortage of experts with the appropriate qualifications and experience required to staff 
the afore-mentioned committees and collaborate to advance the project, acknowledged 
by nearly all stakeholders; 

• legal action by IT companies on future tenders of the project; 
• pressures on the MoH ordinary budget due to ongoing financial crisis; 
• EU funds not spent on time and risking withdrawal, due to lack of progress; 
• changes in government and policy. 

Overall, stakeholder organisations look to the MoH for new initiative towards advancing the project beyond its 
current stage. Perceived inactivity on the part of MoH is now understood to have an impact on related work 
initiated by other organisations. Most representatives of domestic stakeholders interviewed feel that the project 
has been rather unduly delayed. The difficulties with a project aimed at introducing innovation using IT in 
healthcare and forming part of a politicized national healthcare reform process are appreciated. However, an 
expressed need now emerges for leadership to take the project forward. 

10.	  Conclusions	  

Stakeholders understand the Slovene national eHealth project to be delayed. Reasons cited relate to the inactivity 
of the MoH for a large part of 2010, lack of expertise to inform project tenders, the time taken for decisions to be 
formulated through the consensual project management framework, and the impact of the wider Slovene 
healthcare reform. However, our analysis suggests that the reasons for the project's current situation extend 
beyond these. 

The main area for improvement seems to be the link between stakeholder consultation and subsequent 
contractual arrangements. The consultation process among different stakeholder professional groups has yet to 
translate to clear, anticipated and well understood contractual arrangements among stakeholders. The chosen 
consultation and project management approach of consensual decision-making has been met with difficulties 
while engaging important stakeholders such as the IT industry, the Medical and Pharmacy Chambers. 
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In the former case, lack of expertise to inform tenders, belated engagement with IT firms, and the limits of such 
due to the competitive behaviour of firms vis-a-vis project tenders, meant that eZdravje tenders lacked clear and 
anticipated specifications. After tenders were challenged, the relationship between IT and stakeholders leading 
the project became increasingly problematic. In the latter case, the MoH Collegium initiative and leadership on 
technical aspects of the project has seemed to be incompatible with the function that the Chambers and other 
similar national organisations perform, namely the aggregation of expertise, interest and views of their members. 

In this context, the choice of technology and implications for some of the stakeholders are of special importance. 
A key example is the decision to operate the national eHealth telecoms network as an end-to-end private network 
composed of leased lines and switching equipment owned by the Ministry of Public Administration has meant 
that eHealth service costs would be unsustainable for small physician practices in the first instance. At the same 
time, the HIC system renovation project aims to deliver an open architecture network with end-to-end security. 
This choice of technology has seemingly alienated a key stakeholder group, lost potential economies of scale and 
scope arising from using the existing HI IS infrastructure, and started to impact related work of other 
stakeholders. 

Overall, our research suggests that consensus formation is a process contested by domestic stakeholders. 
Stakeholders invited to engage from the start, as well as those engaging later, seek to influence the course of the 
national eHealth project and be involved in ways that maximise their benefits. Decisions have been contested 
among organisations representing professional groups and the Collegium chair- project manager. The lack of 
domestic experts available may have led successive Collegium chairs to wish to introduce their own expertise, as 
their appointments were made based on experience and qualifications. A management style emphasising 
moderation, foresight and expertise contribution to facilitate discussion on the part of the chair would have been 
more amenable with national professional stakeholder organisations, their representatives, and interests. 

11.	  Recommendations	  

Based on the conclusions derived above, priority should be given towards bringing all stakeholder professional 
groups and organisations back to the project's fold. Consultation among them needs to be enhanced and managed 
towards delivering clear contractual arrangements among them, on which the project may then advance 
successfully. Related issues such as the lack of expertise to inform tender design and specifications, and business 
models making eHealth services sustainable and accessible by all stakeholders need to be considered in tandem. 

To this end, the report offers the following recommendations that may be of use to stakeholder organisations in 
Slovenia, and equally to policymakers and stakeholders to any national eHealth project or programme. These 
include the following: 

Launch an initiative to successfully include the IT industry, and the Medical and Pharmacy 
Chambers, in the project consultation process, redressing the balance among contributions to the 
project among different professional groups; 

Endorse and develop ideas on alternative business models, using full cost analysis methods, to make 
use of eHealth services affordable for GPs and physician practices; 

Identify domestic and international experts to assist with tender design and specifications in line with 
the afore-mentioned consultation process; 

Collaborate closely with HIIS, the Medical and Pharmacy Chambers, and the National Institute of 
Public Health, to engage stakeholders locally and complete further pilot projects successfully; 
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Consider cloud and internet-based solutions on how to connect the national eHealth telecoms 
network and other existing databases, with the view to offer advanced data processing and validation 
services - e.g. data fusion; 

Design and activate a programme of events, e.g. conferences, training and other, to keep stakeholder 
professional groups engaged and interested in the project, in line and in tandem with the project's 
consultation process. 
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Introduction	  

Norrbotten County (Norrbottens Ian) is the northernmost county or Ian of Sweden. It borders 
the counties of Nordland and Troms in Norway to the northwest, and Lapland Province in 
Finland to the northeast. It covers an area of 99 square kilometers with a population of 251.000 
and a density of 2.5/sq.km. It is one of the most sparsely populated regions in the EU bringing 
with it unique problems in delivering comprehensive health cover to all its citizens but also 
innovative solutions. This case study introduces the eHealth project funded through EU 
Structural Funds. The study is at an early stage and will be developed throughout 2012. The 
reason for its early stage inclusion in the Euregio case study portfolio is the nature of its 
innovation and integration within the local health, social and business communities; it will 
have increasing relevance and resonance for many EU Member States and Regions as Europe 
faces up to a difficult and austere outlook for its healthcare services. 

Norbotten represents 2.8% of the Swedish population, it has a growing elderly population 
coupled with a decreasing overall population (similar in nature to Kymenlaakso, Finland -see 
case study). The region has 14 municipalities and healthcare is delivered through: 5 Hospitals, 
33 Health Centres, 34 Dental Clinics and 8,000 County Council employees. It shares, in 
common with most European Health Systems: 

§ Rising citizen expectations for high quality care  
§ Demographic changes Increased prevalence of chronic diseases  
§ Increased mobility of citizens and patients  
§ Staff shortages, unequal territorial distribution  
§ A reactive model of healthcare delivery  
§ Rising health costs 

 
eHealth investment is proving an important investment in tackling these challenges. Norbotten 
has a clear and unambiguous vision that guides its health strategy and the position of ehealth in 
that strategy. 
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What	  integration	  means	  

The integrated approach to eHealth extends beyond simply the health sector and encompasses 
the public sector in general, commercial enterprise and Lulea University of technology - what 
is described as the triple helix approach. It fits within an economic strategy for growth that 
includes: 

• Test operations, space, automotive etc 
• Creative industries, tourism, media, design, cultures etc 
• Basic industries and processing 
• Technology, eHealth, innovations, ICT 
• Energy and environmental technologies 

It benefits from, and also contributes to crosscutting pooling and sharing of ideas which in turn 
stimulates innovation; an important cornerstone of Europe 2020. This is reflected in the 
ongoing development cycle, fig 1. 
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From	  EU	  Policy	  to	  Regional	  Strategy	  

The project does not stand alone within a single EU policy area such as SF (ERDF) but 
encompasses other relevant EU investment programmes, fig 2. 

However structural fund investment is not regarded as one way traffic for the benefit of the 
recipient, Norbotten sees one of its roles as using structural fund projects as a contribution to 
other regions, it therefore also has an aim of sharing knowledge and experiences with others. It 
also faces problems in common with others: 

• Lack of resources / funds for implementation and change management, and 
• "education for politicians" in spending SF wisely 

An interesting feature of the Norbotten approach is the accent on partnerships, this is 
implemented in a formal style with explicit joint agreements between parties. 

It encompasses formal structures: 

• Political structures 
• Partnerships 
• Structural Funds, and 

Informal Structures: 
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• Networks 
• Preparatory commitments 
• Working groups 
• Etc. 
 

An important effect of this approach is the high level of stakeholder ownership and 
commitment. 
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Health,	  Growth	  and	  the	  Economy	  

eHealth sits within the public sector as one of the elements whereby the public sector 
actively contributes to conditions that stimulates growth: 

• Visionary Humans  
• Development cycles  
• Partnerships Growth areas 
•  ICT Infrastructure  
• Policies and strategies  
• Development funds  
• 'Triple helix' 

 

 
eHealth is firmly part of that growth policy and therefore part of the sustainable development 
of the region. Its position and contribution is evident in the following, fig 4, where eHealth is a 
very significant element in one of the largest open broadband networks in Europe. 
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Its further contribution can also been seen in its interface with the Innovation Hub which aims 
to fast track development from patient need into supporting technologies, fig 5. 

 
This overall has also contributed to the development of a single Electronic Health Record for 
the whole country which in turn underpins the Norbotten developed and owned Integrated 
Health System: 

• Built around the needs of the patients, for example: 
o Chronic disease treatment / daily care, near the patient 
o Specialist care centralised in the county  

• Unique Functionality (one health care record per patient) and used by all categories of 
healthcare professionals irrespective of role / specialty  

• Used in the County Councils 'rural model' with 33 well equipped district primary 
clinics,5 modern hospitals and 34 dental centres. 
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In increasingly important area o development, in particular as the EU enters a period of 
public sector austerity, is cross border care. This is illustrated in the following diagrams, 
figs 6 and 7, encompassing partnership in care delivery and medical staff training. 
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Looking	  Ahead	  

EHealth offers significant development opportunities in reshaping healthcare to improve 
quality, affordability and sustainability. Norbotten is giving particular attention to future 
innovative work practice in healthcare in th home (FIA). It will address reengineering of 
work processes at primary care centres, nursing homes and 'own' houses: 

• Improving the patient's accessibility to care is firmly in focus 
• Care professionals are mobile and can do more work at the patients home 

o    Which products and services do they need to do their work? 
• Empowerment of the health professional 
• Enhanced collaboration between health professionals from different 

organizations 
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Already developed within the FIA project are a significant range of services, fig 8. 

It is important to note the degree of cooperation in this field, for example the Regional 
Telemedicine Forum, a cross country network bringing together professionals and companies 
with the common interest of developing and applying eHealth technologies to further improve 
healthcare delivery and contribute to wider economic benefit of the constituent partner regions 
and the EU as a whole, fig 9. 
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Conclusions	  

Nobotten is at the forefront of eHealth tehnology, not just as a 'clinical/care' technology in its 
own right but as a major factor in the economic and social growth of the region. Furthermore 
Norbotten see their development and application of the technology as a resource for Europe 
and a springboard for wider cross border and intercountry technical development collaboration; 
e.g. the RTF network. The project is important also for its inclusiveness; almost all potential 
areas of eHealth are in play and comprehensively developed. It is a test bed of ideas. 

As discussed at the outset the case study is 'work in progress' and will be further and 
comprehensively developed during 2012 as part of the ongoing dissemination role of Euregio 
III. Norbotten will also contribute its knowledge and experience to the sub-group (2) of the EU 
Council High Level Reflection process. The sub-group is charged with improving the future 
effectiveness of SF policy and strategy. 
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Introduction	  
Traditionally, governments in most countries were responsible for providing a wide 
and diverse range of health infrastructure and its services. Hospitals totally relied on 
public money. Nowadays, many governments are deregulating and privatizing public-
service delivery. In the UK the transfer of responsibilities from public to private was 
found in the Private Finance Initiative (PFI).  
PFI is a relatively new means of providing hospitals and can overcome financing and 
other bottlenecks associated with traditional provision. This form of providing health 
facilities and its services is based on a scheme by which the public authority transfers 
the design, construction, operation, maintenance and financing of the infrastructure to 
a private organization. Under the PFI, the private organization, the so-called 
concessionaire, finances the project and has full responsibility for operations and 
maintenance. Another characteristic of PFI is the long-term duration of the contract. 
The introduction of PFI transforms the role of the public sector from being an owner 
of capital assets and direct provider of services into a purchaser of services through a 
long-term agreement. This is expected to generate different benefits over the 
traditional way of hospital provision. The magnitude of these benefits is expected to 
compensate the additional costs of having recourse to the private sector.  
 

PFI	  motives	  
The introduction of the PFI for the provision of infrastructure can be seen as a 
reaction of the unfavourable financial position the UK governments had been dealing 
with. National public agencies increasingly faced incapacities to finance the provision 
of public services such as health care. One of the causes is the increased pressure on 
public capital budgets since the Maastricht conditions of fiscal policy came into play 
(Owen & Merna, 1997). These monetary criteria restricted EU government’s deficits 
not to exceed three percent of their Gross Domestic Product (GDP) and their total 
gross government debt not to exceed sixty percent of the GDP. Thus, restricting both 
public expenditure and total debt became paramount political objectives in the UK. 
Yet the PFI is increasingly justified in terms of delivering lower financial costs over 
the lifetime of a project (Broadbent & Laughlin, 1999; Dixon et al, 2005; Edwards & 
Shaoul, 2003). It is expected to provide certain benefits above the traditional way of 
procurement through the introduction of managerial change and expertise drawn from 
the private sector. In many countries the public sector is eager to utilize the private 
sector in the provision of public services. In the UK, the front-runner of deregulated 
hospital provision, the involvement of the private sector for the provision of 
infrastructure is primarily justified on the basis that it is more efficient and more cost-
effective than the public sector. PFI would, according to several authors, enhance 
significant improvements in performance and efficiency savings (Grimshaw et al, 
2002; Field & Peck, 2003). These improvements are often capitulated in the term 
Value for Money (VFM), which is nowadays seen as the key rational for PFI 
(Edwards & Shaoul, 2003; Broadbent & Laughlin, 1999).  
 
The Private Finance Treasury Taskforce (1997) presents a number of different 
dimensions on VFM. The taskforce initially relates VFM in terms of savings that can 
result from the integration of and synergies between design, build and service 
operation. The integration is expected to lead to more cost-effective designs. This is 
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because the integration of the different phases of the infrastructure project is expected 
to encourage the concessionaire to make risky ‘asset specific investments’ that it 
would not be willing to make if it was contracting for an isolated phase. It is claimed 
that because payments to the private sector are linked to performance, there will be 
fewer instance of public sector projects costing more than originally estimated and 
being delivered years late (RICS, 2005). 
VFM is also expected to be achieved by efficient working practices as the private 
sector will introduce innovations in service delivery (Broadbent et al., 2003; Edwards 
& Shaoul, 2003). The aim is to stimulate cost reducing innovation – either in the 
construction phase itself, or in the exploitation of the asset (Winch, 2000). Since the 
private sector will ‘own’ the infrastructure as well as running and maintaining it, it 
will therefore be more careful about design and build quality. This will result in an 
avoidance of over-specification (‘gold plating’) and a more efficient management of 
the facility. It should also lead to time savings by accelerating project development 
and by avoiding delays in project delivery (Li Bing et al, 2005). Furthermore, the 
intention of PFI projects is to allocate risks to the parties able to manage them at least 
cost. This means that certain risks are transferred from public towards private sector. 
This risk transfer operates as an insurance policy: if certain aspects of the project go 
wrong, the private sector will bear the cost, thereby encouraging greater efficiency on 
the part of the private sector (Edwards & Shaoul, 2003). It is expected to result in 
improved delivery of the asset with respect to time, cost and quality; improved 
maintenance of public infrastructure and better delivery of public services (Dixon et 
al, 2005). 
  

PFI	  in	  health	  
The PFI was first launched in the UK Autumn Statement of the Chancellor of the 
Exchequer Norman Lamont in 1992. Against a background of recession the 
Chancellor reorganized the framework of monetary police in order to control fiscal 
policy to limit public sector spending and to increase the growth rate of the economy 
(Romeiros de Lemos, 2002). The PFI was started under the previous Conservative 
Government but has been continued, seemingly with even greater enthusiasm, by the 
Labour Administration (Broadbent & Laughlin, 2003). Immediately after the start of 
the Labour Administration, a study was conducted on how to adapt the initiative in 
order to spread it’s principles in practice.  
Before 1997 the PFI was applied mainly to economic infrastructure. In areas such as 
health and schools, legal problems regarding the status of health trusts and local 
authorities delayed deals, while more generally, the bidding procedures were widely 
criticized as costly and time-consuming (Winch, 2000). It was because of the 
uncertainty of financiers of PFI deals not being confident that the operational legal 
framework then in force gave them the security they needed. After bidding procedures 
for PFI were overhauled and at the same time legislation was introduced to clarify the 
status of health trusts, PFI in health started to emerge.  The new Labour Government 
passed the new NHS Bill and the first wave of hospital projects were given the go 
ahead to proceed financial close. In 1997 fourteen PFI hospital projects, with an 
expected value of ₤1.3 billion were procured. Initially, more projects were submitted 
to become eligible for PFI approval, but the government gave preference a restricted 
amount of projects to be included in the first wave of hospital PFIs. In 1999 the then 
Health Minister coined the phrase that PFI was ‘the only game in town’ for Hospital 



 

4 

Trusts wishing to access capital for the purpose of hospital rebuilding and 
replacement. It is no coincidence then that the UK NHS is by now by far the leading 
exponent of the PFI for the provision of health facilities. It is the largest hospital 
building programme in the history of the NHS. Since the Labour government took 
office in 1997 67 PFI capital schemes worth more than 10 billion pounds have 
become operational. It may be concluded that PFI has become almost a mono-culture 
in the provision of new hospitals in the NHS, although this form of financing is still 
substantially outweighed by public funding. Public funding is still used where it is 
shown to be better VFM than a publicly funded scheme, predominantly for small 
schemes and for investment in ongoing routine modernisation of the health estate. In 
the figure below an overview is given of the (proposed) scale of PFI in UK health. By 
August 2006, 107 projects had reached financial close.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig 1: The current and proposed future scale of PFI in the NHS 
 
From the introduction of PFI in health it was clear that clinical services, or so-called 
core services, would be exempt from PFI. Contrary to economic infrastructure, it is 
mostly not possible for the private sector to integrate thoroughly the design and build 
of the asset with its operation. The core services in health, which are the NHS clinical 
services: providing cure and care, are still performed by the public sector. This makes 
it difficult for the private sector to produce gains through the way it manages the 
single most important aspect in any public service – the workforce. See also Table 1. 
 
Table 1: Public and private responsibilities in economic and social infrastructure 
concessions 
Responsibiliti
es 

Establishment 
infrastructure 
facilities 

Core services 
(operation of 
the asset) 

Hard facilities 
management 
(maintenance 
infrastructure) 

Soft facilities 
management 
(ancillary 
services like 
catering and 
cleaning) 

Economic 
infrastructure  
e.g. highways, 
railways 

Private sector Private sector 
(Availability 
and 
maintenance of 
the 
infrastructure) 

 Private sector None (apart 
from some 
exceptions) 
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Social 
infrastructure 
e.g. schools, 
hospitals 

Private sector Public sector 
(putting aside 
some PFI 
prisons and 
hospital 
schemes) 

Private sector Private sector 

 
NHS clinical services continue to be provided by NHS clinical staff. Unlike the 
BOOT projects in Australia, in the UK a very restricted model of PFI is being used 
with the operating element encompassing only a narrow range of ancillary services 
such as maintenance, cleaning and occasionally IT (IPPR, 2001).  
 

Success	  factors	  for	  PFI	  in	  health	  
Existing evidence as to the success of PFI remains contradictorily and inconclusive up 
to the present (Dixon et. al, 2003). Thompon & McKee (2004) also argue that the PFI 
represents a major and so far under-evaluated experiment in the delivery of hospitals.  
There are however different reports in which the benefits of PFI are demonstrated. 
The King’s Fund reported in 2005 that most construction work under PFI has been 
built in time and according to the budget. Standardisation of design (e.g. layout of 
nurses’ stations) has led to time and cost reductions (Sussex, 2002).  A survey 
executed by The Major Contractors Group in 2005 reported that delays for hospital 
projects had fallen from 14 months in 2003 to 8 months in 2005 (MCG, 2005).  
Detractors of the PFI however argue that many of the gains fail to materialize and, in 
particular, that long-term costs are higher, structures are rigidified, and public sector 
continues to bear the risk promised to be transferred to the concessionaire. For certain, 
the initiative has implications on both the macro ‘policy’ as the micro ‘economic’ 
level. Following Lonsdale (2005) the most cited implications of the PFI in the NHS 
on these levels are explained below.  
 
Policy implications 
The effect of the PFI on policy issues can be subdivided in three categories. The first 
one is related to public opinions stating the PFI has an impact on clinical NHS 
services in hospitals, under which bed numbers. The second category concerns 
auditing and accountability issues, which are unmistakable linked to processes within 
the public sector. The third category refers to the design of the PFI process itself, 
which sometimes is considered non-transparent and difficult to assess. All three of 
them are discussed in the section below.  
 
1. The impact of PFI on core services 
The issue of bed numbers is an important example of how the PFI debate has become 
polarised (RCGP, 2003). The opponents, usually bodies representing health workers, 
blame PFI for reducing bed numbers by exerting pressure on cash flow.  
Those on either side of the argument are adamant in their assertions or denials that 
PFI has an impact on bed numbers (Health Committee, 2002). Proponents argue that 
the planning process is designed to ensure that there is no impact: bed levels are set 
before the procurement route for a hospital is determined. The Department of Health 
(2004) argues that in almost every case, the same number of beds would have been 
provided at the new PFI hospitals if they had been built under traditional procurement. 
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However, detractors like the trade union Unison estimated that 3800 beds were being 
lost in the first eleven hospitals financed by PFI. Allyson Pollock (2005) reasons that 
in PFI bed numbers are adapted on economic grounds during the negotiation process 
between Trusts and private partners. Although this is contradicted by several 
governmental organizations, it could be doubted whether the bed number issue is a 
legitimate ground to pronounce upon the PFI. According to hospital managers it is yet 
out-of-date to measure the success of a procurement route by the bed number 
operational in a hospital. The time in which the bed number was a measure of the 
service level of a hospital has gone by.  
Another genuine concern of PFI is that the private sector supplier with its profit 
emphasis and necessity to give priority to its shareholders may or may not share the 
same public service values that might be the case if provision would exclusively be 
made by those in the employment of the public sector. In fact, some have gone further 
to suggest that the profit motive, which inevitable must drive the private sector 
supplier, is fundamentally different to, and likely to clash with, the values and ethos 
of the public sector (Broadbent & Laughlin, 2003). Whereas the private sector is 
responding tho the increasing pace of change in business environments by moving to 
shorter leases, the government is going in the opposite direction and signing up to 
very long-term agreements, at least with the PFI. 
In PFI projects, there is a chance that the private partner in a PFI project will fail, 
leaving the public client to pick up the pieces and maintain essential service delivery 
(Li Bing et al, 2005). In the end the public principal is still accountable to the political 
representatives and the public in general (P3Bi, 2004). This of course may cause 
problems, especially in the NHS where insufficient service delivery has a direct 
impact upon clinical services.   
Partnerships may bring about an apparent reduction in costs, these savings may be 
offset by less readily quantifiable costs such as damage to the quality of services 
provision, or an erosion of the public sector ethos among workers (Corby and White, 
1999; Grimshaw et al. 2000). 
 
2. The impact of PFI on public accountability and auditing 
The introduction of PFI also raises questions concerning accounting and auditing 
issues. This is because PFI is a highly sensitive political issue, with recent reports 
failing to find the claimed benefits of design innovation, better risk management and 
long-term commitment of funding for maintenance (Hodges and Mellett, 2005). In the 
eyes of some researchers the PFI erodes public sector accountability since the future 
financial commitments associated with PFI are outside the budget process. One of 
most striking questions is related to who is actually regulating the application of the 
PFI. Critics of the PFI believe that PFI reduces project accountability (Li Bing et al, 
2005). A tax-financed public service requires a degree of open accountability that 
appears incompatible with the current PFI practice (Dawson, 2001). Accountability in 
traditional procurement is considered transparent in terms of a straightforward 
application of public audit procedures carried out under administrative terms of 
reference that have been established through democratic processes of legislation. 
Contrary, the requirements in accounting for PFI are considered fragmented. Most 
standard procedures are avoided in PFI accounting, while a big part of the information 
regarding concessions is commercially confident due to involvement of the private 
sector, which is inclined to keep PFI related information away from its competitors. 
As a result, PFI projects get off scot-free from extensive public evaluations. Often an 
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openness of affairs is being presumed, while in practice a highly limited amount of 
information is accessible for the public. The lack of transparency runs through all the 
issues mentioned so far. It makes it impossible to examine the evidence for a privately 
funded scheme as opposed to a publicly funded scheme. One part of this problem that 
cannot be blamed on commercial confidentiality is public disclosure of the basis on 
which priorities are set for new investment in the NHS. From the time that the 
Treasury made clear that virtually all large capital projects would have to be financed 
by the private sector if they were to proceed at all, there has been concern that new 
investment would go where it was most profitable to private developers and not where 
it was most needed by the NHS (Dawson, 2001).  
The penalties into the system do not ensure efficiency of public services because they 
do not provide the public with alternative services in the event of failure of the private 
sector (Thompson and McKee, 2004). The PFI requires the public organization to be 
capable of managing at a distance, through the monitoring of explicit standards 
(Deaking & Walsh, 1996). In many cases, though, there are problems because of the 
difficulty of observing effort and performance (Ricketts, 1994) and the problems of 
obtaining information (Deaking & Walsh, 1996). Besides, the fragmented delivery of 
service to patients in itself brings about a reduction of public accountability and 
control of core areas of responsibility in the public sector.  
 
Economic implications 
In general, PFI contracting tends to make budgeting easier, while the costs are set for 
a number of years ahead. It however makes financial management more difficult as 
the operation takes place within tight constraints. Particular concerns concerning the 
economic implications of concessions consist of: 
 
1. The higher costs of capital  
PFI schemes are costing more than traditional public funding of capital developments. 
There is general agreement that the public sector, due to its size and consequent 
ability to bear risks together with its tax-raising powers, can borrow more cheaply 
than the private sector (Ball et al, 2000). PFI projects are usually partly funded 
through equity with the usual split being 90% debt and 10% equity, although this can 
vary. When more risks are transferred to the private partner a greater amount of equity 
is required, which results in greater financing costs.  
 
2. The return on capital 
The private sector partner needs to make a proper return on capital. For this reason the 
European Investment Bank has acknowledged that PFI is a more expensive form of 
hospital provision than traditional procurement. One of the footings in this is that 
companies are used to price risks. Public financed projects are more common to lack a 
solid risk analysis. It is tempting to judge PFI projects as more expensive, but a proper 
risk analysis up-front the operation as is done in PFI project has the potential to 
reimburse itself. It has been argued, however, that high project costs might have been 
caused by the private sector adding a larger profit margin to cover unfamiliar risks (Li 
Bing et al, 2005). It is expected such premiums may subside now experience with PFI 
projects in health is gained. Another concern is the refinancing of PFI deals. 
Whenever risk rates are decreased, for example when the construction phase is over, 
private partners do not always pass the low risk rates on to public agencies, but 
increase the return on capital to their shareholders. The opportunities for refinancing 
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gains on early PFI deals have not seriously been considered as part of the deal 
negotiations. Current Office of Government Commerce guidance now prescribes that 
benefits of PFI deals are shared fifty-fifty between the public and private sector. 
 
3. The high level of transaction costs 
Bidding organizations are forced to submit highly detailed design plans, as well as 
details of financial and legal arrangements involving costs to designers, lawyers and 
consultants. Many bidders complain that in addition to the time problem (procurement 
process and the time taken to begin the construction) there is a significant cost 
element involved: the transaction costs (Owen & Merna, 1997). These are said to be 
caused by the costs of financial, legal and technical advice, the costs to private sector 
companies of bidding and the costs of the complex negotiations (Froud, 2002). The 
high transaction and bidding costs deter large number of competitors for contract: the 
bidding process is undoubtedly more expensive under PFI than with traditional 
procurement with total costs for all bidders reaching three percent of total project 
costs in some cases (RISC, 2004). Through a lack of standardisation, low economies 
of scale and the increasing complexity of PFI projects the transaction costs are still 
relatively high as are the legal fees associated with entering into contracts, which are 
ten to twenty percent higher than conventional contracts (Dixon et al, 2005). Li 
(2003) also demonstrates that the most significant negative factors associated with 
PFI procurement are ‘a lot of management time spent in the contract transaction, 
lengthy delays in negotiation and high participation cost’. Other transaction costs 
include the cost of assembling and setting up a consortium, and the costs of investing 
equity in the corresponding business entity that is created (Ezulike et al, 1997). 
 
4. The impact of the PFI on employment relations 
In the UK, the trade unions, especially Unison, have been critics of PFI (Bing Li et al, 
2005). In their eyes the limited expertise in human resource policy and practice is a 
threat to tradition of cooperative employment relations. The shift in responsibility for 
provision and delivery of public facilities and services, from the public sector to the 
private sector, does not automatically mean that all public sector staff previously 
employed dealing with them will then take up opportunities to continue their work 
with the new SPV. The transfer of employees however is not longer obligatory: the 
individual case is normative for the siphon of personnel to the private sector partner.   
 
5. The existence of credible marketplaces 
Industry commentators warn that the variety and number of PFI schemes in the 
pipeline could be so great that there is an implication that competition could be 
eroded, with projects chasing consortia (Owen & Merna, 1997). A potential 
consequence might be that the private sector will dictate the public sector upon the 
conditions under which it contracts. There is evidence that the market is becoming 
increasingly selective (cherry picking) and only bidding for good projects. In this case 
service provision would be made on the basis of economic viability rather than need.  
Ezulike et al. (1997) found that the barriers to entry into the PFI were high, which 
may reduce the potential for awarding authorities to attract competitive bids. 
Competition in the procuring process is considered necessary for obtaining VFM. In 
some PFI arrangements, however, no competitive tension was observed. In these 
projects only one or a few bidders had been announced, which endangered the 
competitive elements of the process. There are also reports of cases in which the 
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contractor raised the price after becoming the preferred bidder (Glaister, 1999). 
Another concern is the fact a lot of current schemes are concentrating their activities 
on one greenfield site which is another example of how commercial interest is 
obtained. The redundant locations are transferred to the concessionaire and 
subsequently sold for commercial purposes. 
 
6. Design related issues 
Cox and Thompson (1997) argue that there is a contradiction within PFI: in their eyes 
prompting innovative supply solution requires the contractual form be flexible, yet the 
resulting lack of rigidity in contractual terms may conflict with the awarding 
authority’s responsibility for strategic management, leading to ‘the dissonance 
between the intended relationship and the application of contractual terms’ (Hall et al 
2000). Consortia are responding to risk transfer by adopting tried and tested solutions. 
Asenova et al (2003) and Pollock et al (2001) found that once the PFI hospital was 
completed a low standard of physical facilities was provided. Dixon et al. (2005) 
argue that the expectations involving PFI towards innovation have been unrealistic 
beforehand.  
The UK government’s architectural watchdog (Commission for Architecture and the 
Built Environment), has raised concerns about the quality of design in PFI schemes. 
These concerns show that the government’s guiding principles in PFIs: to ‘seek and 
encourage innovation which will lead to step change improvements in quality, 
performance and cost’ are not being met (Cabinet Office, 1998 in Unison, 2003). 
There is a suspicion afoot that the design of some PFI projects has less to do with 
public need and more to do with generating private sector interest (Lonsdale, 2005). 
The Walsgrave NHS PFI in Coventry – a £30 million refurbishment that turned into a 
£174 million new build – and the Swindon and Marlborough NHS PFI – are both 
cited as examples of this (Lonsdale, 2005).  
 
 

How	  to	  assess	  VFM	  at	  project	  level?	  
The different issues described in the previous section are interesting implications of 
PFI. Yet these are mainly normative issues, which make it difficult to dispassionately 
assess whether the initiative is a success in hospital development and provision. In 
order to thoroughly assess PFI projects, one needs to analyze whether the initiative 
delivers the benefits it promised to produce. The crucial question is related to whether 
the promised benefits of the PFI are being materialized in operational projects. As 
described previously, these benefits are primarily expressed in terms of VFM. Besides 
the normative implications described above, policy evaluators should place more 
emphasis on whether the VFM claims are being materialized in the separate PFI 
projects. Various authors argue that these are not materialized and that benefits are 
unproven, specifically for the provision of social infrastructure, under which 
hospitals. IPPR's report into PPPs (2001) investigated publicly available evidence that 
in particularly concerns exist about PFI projects in the health and education sector.  
The diversity of PFI arrangements and the potential they offer in terms of VFM are 
themselves challenges to evaluate VFM. Arrangements are not uniform and given the 
various manifestations of the arrangement, it is not surprising to find that the 
evaluation of a concession project is itself complex. Besides, the term VFM has an 
intuitive appeal, could have substantive meanings and therefore is ambiguous (Heald, 
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2003). Although some authors and organizations being cursed with performance 
measurement in PFI argue that there is no one best way of establishing VFM, in 
practice, there is a standard assessment method to assess VFM. In this method the PFI 
option is compared with the Public Sector Comparator (PSC); the variant in which the 
public sector would be responsible for the design, construction, finance and 
maintenance of the hospital. Risks transferred to the private sector are added to the 
PSC to obtain the ‘risk adjusted PSC’ which is then compared with the PFI option. 
The difference between these measured in net present value is VFM and is 
demonstrated in the full business case. In the UK and some other countries prove of 
VFM is required for proceeding a concession arrangement project.  
It is argued that this up-front assessment of VFM is insufficient. Both academic and 
policy evaluators observed deficiencies in the assessment method (Akintoye et al., 
1998; Froud & Shaoul, 2001; Broad & Laughlin, 2003; Edwards et al, 2004). The 
current method of assessing VFM is dominated by financial measures and criticized 
for a number of reasons. The process by which the VFM assessment is determined has 
in many cases been problematic and lacking in transparency. In our view, confining to 
financial measures is an incomplete basis to assess a procurement system’s 
superiority. This view corresponds to Froud & Shaoul (2001) who argue that 
benchmarking on the basis of financial measures alone is too narrow to be taken as 
any kind of approximation to rational resource allocation at a national level.  
We state that the use of VFM as a key criterion for the assessment of PFI 
arrangements is legitimate and can be realized in practice. Yet an adequate evaluation 
framework, pre-contract and post-contract, is needed to justify the application of these 
arrangements. As the current method of pre-contract accounting based on solely 
financial measures on a project-by-project basis is subject to many critics a proper 
post-contract VFM assessment framework is extra needed.  
 
Although different governmental organizations are engaged on developing such 
framework, a proper VFM assessment method for PFI in health is not available yet. It 
is our opinion that the development and implementation of such a method will 
contribute to the discussion on the merit and transparency of PFI for the development 
and provision of hospitals. In this method, officers and evaluators should focus 
specifically at post-contract VFM aspects, such as risk transfer, facilities management 
in operation and other non-financial issues. Giving emphasis to both value (non-
financial) and money (financial) related aspects is needed to meet the significance of 
the VFM foundation.  
Our view is that the value site should be related to the degree in which ancillary 
services and hospital facility accommodated in the PFI arrangement fits the core 
service requirements of the NHS Trust. This aspect of VFM is specifically important 
for PFI in health in which there is a separation in responsibilities for core and 
ancillary services. As described before, PFI in health arrangements do not include the 
transfer of responsibilities for core services to the private sector. Obviously, the core 
services are the single most important in put in any public service. The building itself 
and services under the PFI should support the NHS clinical services at all times. A 
total integration of all parts of the provision of services however is not all possible.  
What makes this even more complex is the issue of flexibility. Many authors argue 
that changes in future core services in the NHS are inevitable. The hospital is par 
excellence a venue of diversity of activities and complexity and is embedded in a 
greater social network of universities, primary and social care. The hospital is subject 
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to many technological and social changes and operates under intense public and 
political scrutiny. Cure operational needs will change due to the advent of new 
diseases, demographical change and technology improvements. IPPR. (2001) 
enumerates a number of those changes in the nature of health care, for example the 
opportunities provided by new technologies, the moves towards care closer to home, 
the emphasis on linking professionals and specialists into networks that cut across 
health institutions and provide a path way of care for patients; and an awareness of the 
evolving relationship between district general hospitals, regional centres, community 
hospitals and primary care providers. In the light of the long term of PFI arrangements 
and the dynamic environment in which hospitals operate, the analysis of the risk 
allocation in operation is in particular of importance. Assuming not all occurrences 
related to the hospital facilities or their environment can be forecasted up-front, not to 
mention quantified, the risk allocation system underlying the PFI arrangement is at 
the core of the provision. The PFI design should be an optimal fit with the authority’s 
core business requirements and continue to deliver an optimal outcome during the 
lifetime of the arrangement. The unpredictability and insecurities of the future require 
a high level of flexibility in the contract or the way the buildings and services could 
be aligned with the dynamic context of the core services. The (change of) core 
services should be leading for the way in which the facility and ancillary services are 
designed. Therefore, the VFM assessment must not only take account of past and 
current performance, but also take into account the mechanisms to provide future 
VFM. It is not clear to what extent PFI arrangements undermine the ability to respond 
to changing consensus about the configuration or desired level and quality of services 
in the future. How can risks be transferred to another partner when this partner itself 
does not control the demand for and price of services performed in its building? When 
it comes to the pinch, Trusts still bear the political responsibility for the delivery of 
NHS clinical services.  
The money site of the framework should be constituted of the financial consequences 
of the risk-allocation and risk transfer. In the procurement phase of PFI project a risk 
allocation PFI is negotiated and specified. The question is how the risk allocation in 
practice fits with the contract specifications that are the result of this procurement 
phase. According to Lonsdale (2005) there are PFI projects in which the awarding 
authority suffers for opportunistic behaviour of the private sector partners. Some 
suppliers are always looking for circumstances that will allow them to generate higher 
returns from a relationship. This might result in awarding authorities agreeing to a 
higher price or ending up in paying for financial consequences of risks, originally 
allocated with the private sector. The options of NHS Trusts might be limited because 
of the huge switching costs involved in changing to an alternative private sector 
partner, combined with the importance attached to delivering health to the public. 
 

Empirical	  findings	  for	  VFM	  in	  NHS	  PFIs	  
Little research is conducted on whether VFM claims are materialized in PFI NHS 
projects. Most studies concentrate on the financial issues in the narrow view of post-
contract VFM. In these studies a comparison is made between the PFI project in 
practice and the financial claims made in the PSC benchmarking up-front.  
Other studies take a purely qualitative approach. In 1999 the NAO came with their 
report on how they judged VFM. It focused at four qualitative pillars related to 
‘getting a good PFI deal’. The four pillars were: make the project objectives clear; 
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apply the proper processes; select the best available deal; and make sure the deal 
makes sense. Meanwhile the NAO still appreciated the use of the PSC as a measure of 
VFM. The NAO (2006) has, more recently updated its qualitative approach to VFM. 
The current NAO framework comprises a series of management themes, which span 
the various stages in the life of a PFI project. This report reveals that the NAO 
approach to VFM has now completely switched from a quantitative towards 
qualitative analysis.  
Hardly any report pays attention to the VFM aspects explicated in the previous 
sections. The management briefing of the NHS (2006) also observes that factors such 
as a possible major decline in the demand for services - with the NHS locked into a 
long-term contract - have not been systematically assessed. The reports that somehow 
concentrate on assessment of the definition of VFM set out in the previous section are 
discussed below.  
 
The report of the Future Health Network revealed in its analysis of the PFI in health 
care that ‘rigid PFI contracts may not be flexible enough to adapt to the changes to the 
modern NHS that Patient Choice and Payment by Results will bring. The drive to 
provide more health care outside hospitals will challenge a system focused on acute 
hospitals’. Other researchers argue that PFI is flexible to cope with changes in 
requirements throughout the contract period. The adduced argument is however found 
in the show of the recent addition of 144 beds at Norfolk & Norwich even though the 
PFI contract was signed in January 1998. In our view, however, flexibility of the PFI 
is not proven by an extension of a hospital. Flexibility can be demonstrated by 
showing the processes leading to adaptations and revealing who is paying for these 
adaptations (related to risk transfer).  
Another study of Lonsdale (2005) goes into the lock-in effect of PFI contracts. 
Asymmetric lock-in causes the NHS Trust to become dependent on the private sector 
partner and empowers this partner to engage in the relationship on the terms of its 
own choosing. In the PFI context, this is likely to involve the private sector passing 
back the risk transferred in the original agreement. Lonsdale argues that where the 
transaction involves significant asset specificity, switching costs and uncertainty, as is 
the case in hospital PFIs, the contractual conditions must be sympathetic to risk 
transfer in order to result in a propitious outcome. There is a range of factors that can 
affect contractual balance and cause asymmetric lock-in: pre-contractual power 
relations, the resources and capabilities of the two parties, the commercial focus on 
optimal contracting, transactional salience and switching costs. Where these factors 
favour the private sector partner, the NHS Trust is likely to receive poor VFM.  
According to Froud (2003) the fact that in hospitals PFIs the private sector has limited 
control over the demand and price of the core services partly accounts for the 
difficulty in translating risk transfer on paper into genuine risk transfer in practice. 
The fact that hospitals need to win contracts to ascertain the short term demand of 
health care and the long term nature of the PFI project makes the transfer of risk even 
more hazardous. 
The Treasury’s report (2006) announced that the Government will ‘determine sector 
specific caps on the length of PFI projects, ensuring that they…do not unduly restrict 
long-term flexibility’ (NHS, 2006).  Also King’s Fund (2005) poses the question 
whether the hospitals being rapidly built now are going to be fit for purpose in the 
medium term, as the way health care is delivered will change over time in the light of 
new technology. 
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There appears to be little scope to deal with work redefinition (Owen & Merna, 1997). 
As flexibility of future use and internal design of the available hospital facilities 
should be maintained, this is of high importance (Mayston, 1999). Entering into 
formal long-term legal contracts now with a private sector provider who has 
conflicting financial interests to two of the public sector may limit such later 
flexibility when the contract involves significant payments that cannot readily be 
avoided. This inflexibility also hampers lock-in effects. It changes the focus of 
planning from the health needs of local populations to the needs of hospitals and 
private capital (Pollock, 2005). 
 
Besides flexibility in terms of adaptability of the building and ancillary services, 
financial flexibility is essential to be able to afford the hospital in the future. This is 
related to the money-site of the VFM framework. The monthly fee and financial 
consequences of its part of the risk materialization should be borne by the NHS Trust. 
Several authors have argued that affordability of PFI hospitals might be a problem (in 
the future). Payments under PFI contracts are cited by some trusts as contributing to 
financial instability (BMA, 2006). The fixed amount payable to the PFI partner 
increases annually with inflation. This amount cannot be reduced, even if activity 
levels fall significantly. In a report of PricewaterhouseCoopers (2005) into Queen 
Elizabeth Hospital NHS Trust is stated that ‘the Trust has a high level of fixed costs 
under the PFI scheme [which] is fixed under the contract and cannot be reduced, even 
if activity levels fall significantly’. There is also a variable element to the contract, 
which the auditors quote the trust believing to be more expensive than the equivalent 
cost for a non-PFI trust. Whenever the number of patients in PFI hospitals decreases, 
Trusts will not be able to comply with their payment obligations. For Trusts in areas 
where it is relatively easy for the public to switch to other providers of health, or 
Trusts that do not have a fantastic reputation, this could be problematic (Ward, 2006).  
Pollock (2005) argues that there are different strategies for NHS Trusts to deal with 
cases of financial deficits. They could intensify the search for revenue, competing for 
both NHS and commercial income and cutting services when other income could be 
found. As most NHS Trusts are having NHS assets transferred to their ownership and 
control, they will be free from NHS oversight via the strategic health authorities and 
be subject only to an independent regulator, who will be primarily concerned with 
their financial viability. Their directors will be accountable not to the Secretary of 
State for Health but to boards consisting of hospital managers and representatives of 
the hospital staff and patients and local residents. They will have the power to set their 
own terms and conditions of service, freedom to borrow for capital investment, 
freedom to generate income, and freedom to retain the proceeds of land sales. But 
they also do not longer have the support of the health secretary should they be unable 
to pay for PFI. Responsibility for paying back the debt and paying interest and the 
shareholders’ profits rests not with the Department of Health but with the hospital, 
which must pay for them out of its annual budget for patient care. Whether this is 
positive for future developments within the PFI still has to be found out. All this 
means that it will not be so easy for NHS Trusts to plan new hospitals on the 
assumption of predictable and stable income streams in the way it was able to do 
before the PFI came into play.  
Policy makers and other governmental organizations also took the critical evaluations 
described above. Alternatives were sought to meet the flexibility claims related to risk 
and uncertainty that are required in updating the NHS estate. In consequence the new 
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procurement models LIFT and ProCure21 were developed, which are discussed in the 
section below. 
 

Other	  procurement	  models	  
 
NHS LIFT 
The NHS Local Improvement Finance Trust (LIFT) is an initiative for delivering 
health care where PFI had previously been impractical, such as primary care services 
– the care received upon first contact with the health care system. In the end of the last 
century general practitioners especially in deprived areas were often still practicing 
from their homes, with inadequate space and facilities. The Government has found 
that only 40% of GP surgeries are purpose built; 80% of the accommodation is too 
cramped to meet modern requirements; and fewer than 5% of premises are co-located 
with a pharmacy or social services. In those years it also appeared that they 
increasingly needed to provide accommodation for specialist’s clinics, as more and 
more services were transferred from hospitals to primary care. LIFT can be seen as a 
tool which contains several partnering elements (4Ps, 2004). It is a long term 
partnership for services accommodation supplied on a ‘no service, no fee’ basis; it 
concerns a joint venture company limited by shares as a local partnership vehicle and 
it contains land development aspects for a more efficient service delivery. LIFT is an 
initiative specifically developed to deliver a step change in primary and social care by 
developing and supplying new and refurbished health and social care facilities. As a 
result of the historically inadequate investments in primary care, the quality of 
primary care buildings can often be assessed as insufficient (NAO, 2005). The LIFT 
partnership is based on an incremental strategic partnership and is fundamentally 
about engaging a partner to deliver a stream of accommodation and related services 
through a supply chain, established following the European Union procurement 
requirements.  
One of the key benefits of LIFT is that schemes can be bundled together like in 
program portfolios (Bult-Spiering & Dewulf, 2006). The intention of bundling is that 
the total capital value of the tranche of schemes will enable economies of scale 
savings whilst simultaneously procuring multiple new developments. Under LIFT 
procurement, there is decent residual value due to the fact that primary care facilities 
are likely to be used for alternative uses after their purpose meant in the LIFT 
arrangement. Therefore, the costs of realization, operation and maintenance not 
necessarily have to be fully recovered during the lease term. Instead the LIFT 
company (LIFTCo) takes the risk that it can recover further capital or income from 
the property after the initial lease term, which will result in lower periodical 
payments.  
The funding structure of the LIFT model has been designed to allow relatively small 
capital schemes to be financed in batches, termed tranches. This allows the LIFTCo to 
take advantage of the economies of scale. The financing is provided through debt, 
with the private sector partner, the Primary Care Trusts and Partnerships for Health 
contributing the equity.  
According to several researchers the hospital sector will be shrinking in recent years 
(Pollock, 2001). As primary care trusts will have to manage the consequences of these 
and revenue pressure, LIFT might be an important to tool to supply the facilities they 
need.  
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NHS ProCure21 
ProCure21 introduces a new partnering framework within the NHS. This national 
programme is based on partnering principle and aims at two objectives: the 
development of Independent Sector Treatment Centres (ISTCs) and the development 
of any capital works over one million pounds in value. The ISTCs are run by private 
and voluntary sector organisations and will perform routine operations, such as hip 
replacements and cataract removals, under contract to the state. Clinicians and nurses, 
not just cleaners and maintenance staff, will be employed by the private sector. It can 
therefore be seen as a type of PFI in which the clinical NHS services form part of the 
arrangement. The UK government, though, is reluctant to extend the PFI principle 
into the delivery of complex clinical care. It is extending the contracting principle into 
mainstream hospitals, but will only permit state hospitals and new 'foundation 
hospitals' - independent not-for-profit organizations - to deliver these services. The 
key differences between PFI and ProCure 21 are (Cartlidge, 2006): 
• PFI is project based, where as ProCure 21 is more flexible although the batching of 

smaller PFI projects, the first batched hospital deal being announced in May 2003, 
goes some way to addressing this difference. 

• ProCure21 Partnering is based over a range of projects, where as the PFI approach 
is specific to one project 

• Continuous improvement is embedded into ProCure21 Partnering and not 
necessarily into PFI project. 

There are several researchers who are reluctantly observing this new trend in which 
the relations with the private sector are intensified. However, also before PFI came 
into play public providers of clinical services maintained relations with the 
independent sector. Most consultants in the independent sector also work for the 
NHS. The question is however whether this initiative is at the expense of public 
health provision. Pollock (2005) argues that the money to pay for these contract is 
‘ring-fence’, and the contracted companies are guaranteed a specified flow of patients 
over five years; i.e. the money is to be paid, sometimes up front, even if the full 
number of patients is not in fact treated. The private treatment centres are also free not 
to treat patients they consider high-risk. In her eyes, the private sector is first allowed 
to cherry-pick routine, low-risk surgery, and then cream-skim even that, leaving the 
NHS with all the higher-risk and more costly cases. As no proper evaluation of either 
the contracts or the selection of patients has been made public conflicts are raised with 
accountability needs.     
 

Conclusion	  
There is a growing recognition of the need for continuing investment in the UK health 
sector. On one hand, future investments will prevent the frequent decline in the 
quality of health facilities. On the other hand, investment is needed to combat the 
process of constantly adapting existing health facilities, by which some UK hospitals 
still operate in Victorian buildings, which is increasingly seen as both inappropriate 
and often more expensive in the long run than building new ones. Despite the 
enormous developments in the scope and nature of health care, the facilities in which 
care and cure has been provided has often remained remarkably unchanged.  
Hospitals require complex, long-term capital investment. Once created, hospitals are 
difficult to change, whether in terms of geography, culturally (as they often face 
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entrenched professional attitudes) or in their scope, such as what conditions are 
treated in them and what outside in primary care (Thompson & McKee, 2004). This 
challenges a successful implementation of PFI in the NHS. 
Several authors mentioned in this chapter recognize this challenge. However, so far, 
most of the reports that have been published illustrate a specific aspect of the PFI, 
which mainly is process related and often with a focus at cost-efficiency en cost-
effectiveness. The PFI process needs updating to make it more effective, according to 
the early findings of a survey of NHS hospital trusts published by the Future 
Healthcare Network (2005). The survey reveals evidence of declining private sector 
interest in health PFI schemes, as a result of these delays and additional costs. Of 
course, the process to come to operational PFI projects in health can be further 
streamlined and optimized. This, however, does not change anything to the answer of 
the crucial question: is PFI a desirable methodology for the development and 
exploitation of hospitals?  
The argument posed in this chapter is whether issues related to cost-efficiency and 
cost-effectiveness are the main issues on which to base judgments as to whether the 
PFI is successful or not. In most cases it is even not clear whether the failings of PFI 
schemes should be attributed to PFI itself.  According to us, policy makers and 
evaluators should place more emphasis towards the real issues accompanied by the 
PFI. In our eyes these are related to VFM judgments in individual health projects. The 
essence is about the relation VFM (now and in the future) and whether PFI is the right 
vehicle to obtain this.  
As yet no stern judgments can be passed upon the accomplishment of VFM in PFI 
projects: it will take at least another 25 years to come to final judgments. The first 
results however show that VFM obtainment in PFI in UK health not goes without 
saying. From evaluation it appears that respondents are of the opinion that PFI is not 
supporting but even countering the changing nature of health care. This might have 
serious consequences as insufficient service delivery in this sector has a direct impact 
upon clinical service.  
A possible solution seems to lie in making the PFI more flexible. Alternatives are 
found in developing and applying other procurement models in the NHS. Possibilities 
can be found in LIFT and ProCure21. This fits the probable scenario in which primary 
care and planned surgery becomes more important, hospitals smaller and more 
capacity is accommodated within primary care premises. This related to the issue 
whether a hospital structure based on ‘the present hospital’ does serve our interests in 
the future. There are possibilities for NHS Trusts to increasingly put their stamp upon 
the creation of the health future; however Trust managers not always might be 
realizing this in practice.  
Nonetheless, in our opinion it often seems to be forgotten that the current systematic 
underlying non-PFI hospital development and provision not supports flexibility either. 
Besides, people are inclined to think in compatible structures and to choose for 
traditional concepts. PFI has indeed forced policy makers and investors to give future 
directions of the NHS estate due consideration. It seems to be unreasonable to blame 
people for not being able to forecasting the health future over a period of 30 years. 
Therefore it seems even more important that the procurement model chosen should 
accommodate flexibility to ensure VFM; now and in the future.  
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