|||

The Venice Stakeholder Event

Learning lessons about health-related
Structural Fund investments

10 April 2010

ave
<
healthclusternet

& | REGIONE pri VENETO

B Manstricht University (7= @ L.l\:I_"RI‘(..Z'(..}]I_

e

ECHAA

B ——

Downloaded from https://www.healthclusternet.eu/


https://hcn.eu/?utm_source=HCNpdf-Doc&utm_medium=PDF-text-link&utm_campaign=HCN-pdf-file-links&utm_content=5_EUREGIO-III_Venice-Stakeholder-Event_Report_100412-1

Content

KY MESSATES cuuuuerenriciiiiisiiiiiiiiiiieettettneeesensssssssssssssssssssssssssessesssssssssnssssssssssssssssssssssssssssssasasnens 3
1 14 e Yo T o 0 4
2 The economic and financial climate post 2008/9 .......eeeeeeeiieieiiiiieirrrnrnreeeeeeeeeeeeseeeeeeesnnnnes 5
3 Regions have different starting poiNtS....ccccceccccceerereeieieiiicccccccrrneerererereeeee e esese s s e sssnnnnnnns 7
3.1 Malapolska and how to translate a vision into IMPaCES ... 8

3.2 The Basque Country: limits and possibilities within a Competitiveness & Employment Region..8

3.3 Niederoesterreich: Cross-border COOPEIratioN ... ceeneieeeseesess s sesssssssss et sss s sssssss s 8
3.4 Greece and attempts at health in all POICIES......oeeenneiereseet st ese s ss s sssssaeees 8
4 Key issues affecting use of Structural Funds for health-related investments.................. 9
4.1 Relationship between national and regional PErsPECLIVES ... sssessesssses s 9
4.2 Balancing between acute care and Primary CAre ... s ssssssssssssssssssssassees 9
4.3 HEAIth iN Gll POIICIES .uueeeeeeeeeeceeseeteeesse ettt sb s s s s ees s s s e RS b b 10
4.4 ACCESSING SF oottt et b ek 4 a8 4 E bR EE AR 10
4.5 (GOOMA PrACHICE c.oureuueeuseiueeeseetsseeeseeesesssses s s s ss e bsse bt s bs s £ £R 8 E 88 R8RS EE R b a s 11
4.6 KNOWIEAGE aNd COMPEIENCY ... ieieeeereceeeisestssestssessssssssesssesssessssss s st s s bbb bbb 12
4.7 CrOSS-DOMAEI PrOJECLS ...oieeeeeeeee ettt ets e e s seee s esbssee bbb b bbb SRR RE bbb R 12
4.8 MEASUIING IMPACT.... ..o ieeeeeueteueeesee it eeesseeesseeessesesses s e s seees e sb et a8 Ra SRR R84SR bbb bt s 12
4.9 AChieViNg AddEd VAIUE ...t ssss st s ssss s st st s sssssssssssssssss s sssssssssane 13
5 Good practice case studies: an emerging CritiQUE .....cceeeccvvreeeiiiinnnneeiseccssnneeessscssnneessnes 14
6 Discussion: where to apply practical “how to” knowledge .......cccevvevirmmnmernrreeniniiiiiniiinnnns 15
6.1 The process Of dECISION-MAKING ..o sttt ssssssssssssssssssssssssssses 15
6.2 The conditions 10 delIVEr CHANGE ...t ss st sp s 15
6.3 Leveraging health iINVESIMENTS ...ttt ssss s s s s ssssans 15
6.4 Analysing the needs and priorities of health INVESIMENTS........cvvinrnnens s 15
6.5 Allocating resources and Measuring IMPACT ... s sssssees 16
7 What EUREGIO [l CAN AEIIVET ccciiiiceereiiiiiienetesisicneeeessscssnnesssssessssnsessssssssssasssssssssnsasssssns 16
Annex: Event partiCipants ...cccuiiciiirreneeiniiniininiiinissnsssssssssensss s sssssssssssssssssas 17



Key messages

10.

11.

Many people in the health sector don’t know the SF process —they do not know how to apply for
SF money, what the money can be used for, where the money comes from or how it fits into national
health budgets. And beneath all of this, who are the decision makers about health sector investment
priorities and what gets funded at national, regional and local levels.

EC and national bureaucracy requirements — need a more collaborative and supportive approach
with beneficiaries to assist the develop of programmes and projects

There is real need for a support programme to take people by the hand i.e. take regions through a
peer review process with external/internal experts. This should be available as an ongoing call of
support as and when needed in identifying funding priorities and existing financial resources; what
Structural Funds are available and what can be done to access it and spend it in ways that are
regionally relevant, cost effective, sustainable, flexible and delivers measurable benefit

Health-related investment in 2000-2006 and 2007-2013 is mostly based on out-of-date thinking
and models e.g. continuation of the hospital centric model of care

In generating good practice get behind the description of services to a more critical analysis of the
process. Why does something work or not work? What is the tipping point? We needed a more
global approach to the problems faced in the health system: what are the implications of a health-
related investment with a view to regional development?

It's important to have better knowledge transfer between projects when they are happening e.g.
through a moderated internet platform — a type of collegiate model of support using something
similar to Facebook or Twitter

Prior to the 2008/9 Economic Crisis, health systems across the EU tended towards a culture of
cumulative asset growth — avoidance of controversial restructuring — the new emerging emphasis is
on the principle of ‘disinvest to reinvest’

Managing Authorities should adopt conditionality towards evidence-based and integrated
projects. If you can’t display this then go away. Needs to be done early enough

Within regions, SF must not be seen as an add-on investment but fully integrated within a regional
master plan or strategy that is coherent with national policies. But how does regional master
planning impact on accessing and use of SF? For example, see the best actions and lessons learned
from Brandenburg from the 2000-2006 period.

Need for a stronger shift to return on investment principles and the contribution of health and

integrated impact assessment principles to achieving this.

The strong option for ERDF/ESF beneficiaries is to ‘leapfrog’ previous (and now unsustainable?)
convention — and target strategic and structural change in line with these principles. These

principles can be supra-regional as well as regional.



1 Introduction

The main goal of the EU Cohesion policy 2007-2013 is to reduce social and economic disparities between
the regions in the EU and to support achieving the Lisbon objectives for growth and jobs. In the current SF
period Cohesion Policy takes a more strategic approach to growth and to socioeconomic and territorial
cohesion and there is far stronger involvement of regions and local players in the preparation and

implementation of Structural Fund programmes.

Health has been included for a first time as a priority for investment by the Structural Funds (ERDF and ESF)
in the Cohesion policy 2007-2013. Health activities became eligible for funding under the three Cohesion
policy objectives: a conservative estimate of 5 bilion EURO from ERDF in the period 2007-2013 were
allocated to finance modernisation of the healthcare system, construction and renovation of healthcare
facilities, and the purchase of capital and medical equipment. Complimenting this, ESF provides funding for
activities aiming to improve human capacity, to support healthy population and workforce, such as health
promotion and disease prevention programmes, training of health workforce, health and safety at work

measures.

In the newer Member States and Convergence regions across Europe governments, politicians and policy
makers see SF as an important funding source for supporting the modernisation of health services. But, the
health sector is starting behind other sectors in using Structural Funds, and also faces the consequences of
the post 2008/9 economic climate and financial instability. In this fast evolving and changing operating
environment It is likely that Member States will increasingly look to SF as a source of support for health

sector investment and health gains.

The Venice Stakeholder event is part of a critical conversation between key stakeholders and EUREGIO lli
about to respond to these challenges effectively and sustainably. To this end, the event had the following

main objectives:

. Building strategic relationships with ‘key stakeholders’ that enable a coherent approach to

maximising health gains from Structural Funds

. Informing the mid-term review about how health gains from SF mainstream OPs can be achieved in

the current 2007-2013 period
. Informing planning for the 2014-2020 period between key stakeholders in the SF process

. Facilitating discussion and learning that helps inform planning and implementation of the Technical

Platform of the new SANCO/CoR Coordination Mechanism for health and regional development.

The content and conclusions of this report draws on (i) the experiences of SF managing authorities and SF
beneficiaries that were shared and discussed at this Stakeholder event (ii) current evidence provided to the
EUREGIO Il team by MS Managing Authorities, SF beneficiaries and independent evaluators (iii) follow-up
detailed investigation of the case material provided to the EUREGIOIII.



About EUREGIO Il

EUREGIO Il project is funded by the EU under the 2007-2013 Health Programme. The purpose of the project is to
identify examples of good practice and lessons learnt from planning, seeking funding for, implementing, evaluating
and managing health investments in the 2000-2006 Structural Fund period (& 2007-2013 period when available).
With this practical knowledge EUREGIO Il is designed to inform the use of SF in the 2007-2013 period and planning
for the 2014-2020 period. The project has 10 work packages that contribute to identifying, assessing, creating and
delivering practical “how-to” knowledge through active dissemination with EC stakeholders (DGs SANCO, REGIO,
EMPLOY), national and regional Managing Authorities for mainstream Structural Fund Programmes, current SF pro-
jects and potential SF applicants.

The project is run by Health ClusterNET and several Associate Partners (EMK Semmelweis University, Maastricht
University, University of Liverpool, Veneto Region and the European Centre for Health Assets and Architecture). Fur-
ther support is provided by a Reference Group and other Collaborating Partners including AER Public Health Com-
mittee (Chair of our Reference Group whose members include national SF Managing Authorities from Hungary, Po-
land, Slovakia, Bulgaria, Estonia and Greece), EIB, EURADA, EUREGHA, EHMA, EUROHEALTHNET, QeC-ERAN.

2 The economic and financial climate post 2008/9

Until the financial crisis and economic recession in 2008/9, national ministries have comfortably seen
Structural Funds as a supplementary (to within country government funding) source for infrastructure
development. Since the crash, there has been a marked slow down and in some cases moratorium on
routine capital spending. This is likely to last for some considerable time and underlying government debt is
clearly a problem. Related problems over bank lending are also highly visible. So, although many
governments seek to re-energise their economies with blasts of non-recurrent capital spending this will
probably not materialize for health because of revenue affordability reasons and the complexity of capital
investment in health projects (capital spending is often difficult to protect in tight revenue budgetary

circumstances).

Contributing to this new operating environment for the EC, Member States and regions, the carbon agenda
is now beginning to impact on centralised medicine (the hospital centric model), both in terms of the
buildings, their technologies and the travel implications for citizens. This is all taking place at a time when
new ideas are gaining ground about reshaping models of care to shift treatment into more accessible local
community settings thereby reducing reliance on the current high cost (and sometimes slow response)
hospital-centric models of care delivery. It also fits well with managing the recurrent resourcing difficulties
that most health systems are signaling; breaking down the large critical mass of the workforce
concentration in hospitals to more resourceful, adaptable, responsive and potentially lower cost provision in

the community. New ICT related dispersal technologies (eHealth) are a major driver underpinning this shift.

These factors are likely to add up to significant competition for future structural funds with demand
outstripping supply. In these circumstances a new form of risk assessment will be needed. In addition to
assessing the economics of proposals and immediate health need factors a new feature will also emerge;
the human capital dimension. This may be summed up in the well know EU maxim of ‘health is wealth’, in
other words will future investment add measurable health status benefit on a population basis; translating

meeting need into health improvement. This is an important omission from the current SF and related health



planning processes. Overall this summary shows that the health sector needs to work out how to take
advantage of different opportunities for maximising health gains through direct, indirect and non-health

sector investments. For example:

. Innovation, Research & Technology Development — here it will be possible to identify exemplar
projects and strategies that are founded on or contribute to innovative, research and technological

advances

. Entrepreneurship and SMEs — an emerging model of healthcare delivery is based on Public Private
Partnership provision, including different forms of outsourcing. This brings into play the twin features

of entrepreneurship and project / service delivery by SMEs

. There is extremely good evidence to show that the information society is central to many if not most

of these shifts, e.g. eHealth, technology dispersal models etc

. Finally the potential future focus on risk assessing investment to ensure it addresses issues of

improving health status brings into play relevance for employment and human resources.

Table 1: Challenges for regional health systems in the post 2008/09 economic climate

Key governance issues

Familiar Emerging

Governance basics Systems-wide perspective and commitment

Risk management Process improvement methods _

Productivity Capacity building

Quality and patient safety Evidence based decision-making

Increasing demand Return on investment principles — measurable benefit
Efficiency Risk assessed sustainability

Changing the mindset ‘

Understanding the problem

Making the case for sustainable investments
Adopting new financial models and ways of measuring success
Added value from return on investments

Measurable health gains

(Adapted from: Ontario Hospital Association (2009) Health care governance in volatile economic times: Don’t waste a crisis)



The changing financial and economic climate since 2008/9 is starting to be mirrored in the thinking of more
leading edge regional health systems. Table 1 (as amended) summarises how the Ontario Hospital
Association understands that they need to change the way they think if their services are to remain effective
and sustainable in this new climate. To see it as an opportunity and not to retreat into a risk averse comfort
zone. There is evidence to show that this changing of mindsets is happening in regions across the EU and
that it often pre-dates the financial crisis (examples include but are not limited to: Brandenburg, Hessen,

Basque Country, North West, Slovenia, Veneto, Lower Austria, Malapolska, West Sweden).

But as the focus turns to use of Structural Funds there are challenges that are shared among SF Managing
Authorities and SF beneficiaries. Among those identified by the EUREGIO IIl team and others before Venice

are the following:

Financial absorption at national and regional levels is a concern for some SF Managing Authorities

. Health-related investment in 2000-2006 and 2007-2013 is mostly based on increasingly outmoded

and obsolete thinking and models

- Risk assessment (economic and sustainability) is emerging as a new critical decision criteria because
much of the past two decades of capital investment growth was based on (now unsustainable) debt

creation

. Associated rising revenue costs funded largely through increasing public sector debt and previously

high, but now unsustainable, GDP growth levels

- Health systems across the EU bought into a culture of cumulative asset growth — avoidance of

controversial restructuring; the disinvest to reinvest principle —a new redistributive investment model

. The need for a stronger shift to ‘return on investment’ principles and the contribution of health (and

integrated) impact assessment to this

. The strong option for ERDF/ESF beneficiaries is to ‘leapfrog’ previous (and now unsustainable?)

convention — and target strategic and structural change in line with these principles.

3 Regions have different starting points

Early on in its Interreg IlIC phase, Health ClusterNET and its partner regions realised that regions might
share some challenges but they usually have different starting points. In effect a “one-size fits all” approach
doesn’'t work. EUREGIO Ill and its key stakeholders need to take this into account. Also, EU regions are
operating within very different SF processes in which health priorities might be profiled (see the Greek
example below) or less obvious. Among the regions represented in the Venice event the following are

examples of different starting points while addressing challenges that are common across the EU.



3.1 Malapolska and how to translate a vision into impacts

Change and innovation happened because of one person’s vision. Initially, the health sector had one major
project planned. But it had to be broken down into several projects to achieve this vision. In essence, it was
hard to get a lot of money in one go. The vision became doable when it was translated into addressing
priorities in the regional operational plan. Investment comes mainly from structural funds and the rest from

national/hospital budget

3.2 The Basque Country: limits and possibilities within a Competitiveness & Employment Region

33% of the regional budget is spent by the health department, which pays hospitals. This proportion of the
budget is rather static and in the new economic climate, the health sector needs to compete with other
policy sectors for funds. Preceding 2008, the health department had already understood the need to
change their health system from acute care and hospitalisation to chronic disease management model due
to high demand on hospitals and demographics. This is not simply about identifying and understanding the
implications of changing epidemiology but reflects the need for a whole spectrum of services including
prevention. The change processes and priorities to achieve this happened because of a new politician. In

practical terms, pilots on tele-monitoring are currently underway.

As a Competitiveness & Employment Region, the Basque Country is too developed to ask for more money
from European Commission. Back in 2004 work was commissioned to estimate the contribution of health
expenditure in the region in terms of GDP, employment and tax contribution. It is suggested that if all
regions can demonstrate to the Commission that health contribution is important, then could help get more
money for this area. This study was shared with Health ClusterNET partners in its Interreg 1lIC phase and

informs the current development of a benchmarking tool for HCN member regions.

The Basque example is a shared challenge for all regional health systems. Specifically, there is a need to (i)
reorganise the system/change processes if they are to be more efficient with the use of funds (from
whatever source) (ii) try to position the health system among other policy areas (iii) accept the need for new
processes — don’t focus on pathologies but on chronic diseases. To this end, the Health Department is

trying to facilitate such changes but are finding it hard to link governments, ideas and people.

3.3 Niederoesterreich: cross-border cooperation

There is real competition to attract funds for health sector investment. Lower Austria is currently
undertaking 2 cross-border projects and is looking into further funding possibilities. A fairly radical yet
pragmatic proposal suggests moving one hospital closer to border with other MS/regions and achieve

cross-border cooperation with EU funding.

3.4 Greece and attempts at health in all policies

The Ministry of Health is responsible for a dedicated SF Operational Programme for health that is rare
among EU MS. They started in 90s with mental health inclusion and infrastructure programme funded under
EU and then developed projects linked to this and focusing on infrastructure and so moved into ERDF. In the

current SF period they seek to finance health infrastructure and mental health/public health/wellbeing



policies. This reflects efforts that have been made for some time to get a full package of structural funds for
health. Related to this, they have a national health strategy that is disseminated into other operational
programmes. However, putting health in different policy areas is not working. For example, the Ministry
wanted to set up an operational programme for ESF but this was not accepted. In consequence they had to
integrate their priorities under a designated employment programme and absorption has been very low. It is
possible that this reflects a relative lack of experience in the health sector to pursue funds in mainstream SF

operational programmes that do not have a health ‘label’.

4 Key issues affecting use of Structural Funds for health-related investments

4.1 Relationship between national and regional perspectives

There is a real need for:

. Harmonisation of policy (national policy should provide a framework allowing flexible application

based on regional starting points/resources etc)
. Overcoming political and competitive tensions

. Managing expectations. SF has its limits. Who decides final portfolio? How and with what criteria are

used (these differ between Member States)

. A much stronger whole systems integration approach to Structural Funds including potential links

and complimentary investments between ERDF and ESF.

4.2 Balancing between acute care and primary care

The current SF process seems designed to favour high cost infrastructure investment with scant regard for
longer-term revenue implications. Across Europe however, regions are shifting their health system focus
from an acute care hospital centric systems to more dispersed chronic disease management and elderly
care orientated models. In other words larger but fewer specialized centres and a squeeze on the middle
ground general acute hospitals — almost certainly leading to a process of rationalization and mergers. In
part this is due to high perceived demand on hospitals and demographics e.g. in the Basque Country that
has led to pilots on telemonitoring currently underway. Similar developments were also highlighted by
regions at an AER Public Health Committee Conference on Financing Regional Health Care at Lodz in

March 2009 with particular attention to appropriate service development in largely rural regions.



4.3 Health in all policies

How to factor in “Health in all policies”? E.g. In Greece, in current period finance health infrastructure
and mental health/public health/wellbeing policies Have been fighting for some time to get a full
package of structural funds for health. They now have a national health strategy that is disseminated

into other operational programmes. But, putting health into different policy areas is not working.

There is a need both for more evidence about health and its impacts on economic development and

use of currently available evidence.

Regions need to develop their own capacities to bring health, economic and social development
together. Regions will have different starting points for this between and within member states,

Relatedly, attention might be needed to review existing funding models.

There is a need for more clarity about how we can contribute to the future development of EU

Cohesion Policy.

4.4 Accessing SF

Competition/cohesion — on which basis to decide allocation of resources between regions? GDP or
also quality indicators? In achieving balance will investment plans be sustainable or will they increase

debts? Can money be saved — do investments optimise a sector

In Greece, wanted to do an operational programme for ESF but was not accepted- so had to stick

their priorities under the employment programme and absorption is very low

Programmes seem to based on spending and not strategic planning because of danger of loosing

money

When programme priorities are being agreed there is a need to assess absorption capacity at
national and regional levels. What indicators exist that are used by Managing Authorities and
Monitoring Committees? Related to this, if investment in competency development is made then how

can this be evaluated taking into account short-term vs long-term impact assessment?

Is it possible to introduce conditionality into ESF/ERDF approval systems and what leverage can

be/should be applied?

Should health needs assessment happen before service planning as it seems to be a fundamental

starting point?

The Basque Country and other regions have estimated the GDP, employment and tax contribution of
health expenditure in the region. If all regions demonstrate to Commission that health contribution is
important, then could help get more money for this area. Health ClusterNET regions are currently
developing a benchmarking pilot project to create comparable assessments.
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Slovenia — for the e-health project was there any broader health and health services strategy defined
prior to deciding how to spend the money?

4.5 Good practice

What is good practice? Is it good practice in process, good practice in project or good practice in
final assessment

How do we know if something labelled good practice is good practice? Proper tools are needed for
evaluating projects e.g. are there comparators/benchmarks?

A new challenge for EUREGIO Il has to be if evidence from 2000-2006 projects and SF processes is
less relevant now to the new post-2008 operating environment.

In this sense, many projects are out of date before they start and there is little evidence of projection

and forecasting. There is a need for such examples of good practice to inform future projects. WHO

Estonian Health system SWOT analysis commissioned. Example of a useful starting point.

Diagram 1: Diversity of competency needs in SF process management and project delivery

The diversity of competency needs!?

5F Process
SF N Mid-term review | Management 'y
initiatiort, ] Evaluation/sign off
/ Y A
i ™
| )
[ PR PR
| Monitoring | | Monitoring
! [
T cohemenoe faet x‘*_:,
e Project h‘Fnagement | e
or G
opportuniam : : Operation W
| Mid-term review s i
| Fixing Commissioning
| [ the
i - PR e B guidelines Snformation
b Project I.'I REOE = Project development
'-,fjemlﬂpmem,-' , ., | = Pregramme negotiation
& initiation / DEeETLL L SF/Project i+ | = Implementation
s i Belivery : Procurement
P Project manzgement
o = Maonicoring | review
= Evaluaticn

1"



4.6 Knowledge and competency

The EUREGIO Il project has identified a real range of competency needs across Member States/regions in

terms of the SF process and project delivery as summarised in Diagram 1 above. But this understanding

leads to a range of new questions and challenges:

How to know what we need to know?

How to get to know more (pre-requisites before applying; systems and processes; consultancy)
Check list of documents showing what do we have to do?

Evidence about health & impact on economic development needs strengthening

Regions have to develop own capacities to bring health, economy and social development together
No clear methods for measuring social and economic impacts (or health ones)

Lack of knowledge on EU procurement — EC needs to lead on building understanding. But a question

of whether the EU procurement process can become more rapid and flexible.

4.7 Cross-border projects

There is a need to learn from other countries so regions not always competing for SF (some cross
boarder projects are happening and provide opportunities to pool resources and not duplicate
investment unnecessarily) e.g. the Mental Health project between Zala Region Hungary and Pomurje
Region Slovenia; Bordernet HIV/AIDS/STD and the Sialon Project between Veneto region, Slovenia

and Fruili Region.

In next period of SF, co-funding of Danube Strategy or SE Europe strategy and Connections should

be used as a support.

One region is thinking of moving a hospital closer to border and do cross-border cooperation with EU

funding.

4.8 Measuring impact

SF operational programmes are largely impact based (spending based)
Some outputs are captured but there are questionable outcome measures

Many investments will need to show demonstrable impact over the longer term. Yet focus is on using

inappropriate short-term measures e.g. process not effect

12



Need for better/more realistic evidence based correlation between ESF and ERDF aims and

objectives in regional policies and projects e.g. employment, few if any bridging measurable links

There is a need for a toolkit to evaluate health systems and identify the impact of SF on health

system indicators.

EC should define the indicators systems for project evaluation (robust EU structure) before allocating
SF. But can this be done in ways that are comparable without being inflexible and therefore not truly

showing real outcomes?

Need for systems of measurement before investment. e.g. How to pre-assess absorption capacity
(what are the indictors) if investment in competency is developed then how should this be evaluated?

(short-term vs long term)

Health needs assessments in Portugal, effective project management, BUT has that been evaluated

in terms of outcome?

Not easy to measure impact especially around social and economic change or something so
seemingly simple as improving access to care (ehealth Slovenia, scanning in Portugal) are both hard

to measure.

It is easy to talk about health inequalities and projects that make a difference but how to provide
evidence given lack of coherence between databases etc. Relatedly, there are problems of reliability
and comprehensiveness of current databases. So, a key question is to ask if these are the right
databases anyway and more specifically, can the appropriate health indicators be identified and

adopted?

Difference of data systems across Europe and organisation of health systems = a problem for
evaluation and follow-up and conditions for use of SF (we recognised that in the first Interreg IlIC
phase of HCN. This is why when we looked at the policy implications of identified good practice we
did not take a one size fits all approach but enabled regions to develop a menu of recommendations
— to cluster policy recommendations based on shared starting points (e.g. EPSON analysis and

categories)

A key next step is to pay more attention to return on investment. Does anyone really know with

certainty what we are getting from ERDF/ESF health investments directly or indirectly?

4.9 Achieving added value

The stakeholders at this event were not sure there is much understanding of and tools to assess ‘return on

investment’ and especially how to show added value (health gains) through (i) economic, social and

environmental impacts and (ii) economic/social/environmental impacts through health investments

13



5 Good practice case studies: an emerging critique

Typically when funding processes are reviewed and analysed, although the aims are usually about
assessing effectiveness, there is a strong tendency towards an audit based outcome. This is perhaps
unsurprising because processes are often viewed in isolation against the background of the views and
perspectives of the bureaucracies that have designed and implemented the process and the respondents
accessing funds within these process processes and systems. In other words it can end up being a

subjective rather than objective outcome.
The needs of the two parties are also not necessarily as convergent as is widely assumed:

. Programme funders are concerned to ensure funds are spent on time, within budget and with due

probity as defined by the process; and in accord with overarching strategic aims and objectives

. Potential beneficiaries often (perhaps usually) tend to seek the most effective route to access funds
while funders appear to be interested primarily in ensuring that the money is spent; in other words
how best to comply with the process to achieve success. This may have a significant price to pay if it

avoids focusing on cost effective investments that should include health gains.

Evidence from a major study of capital strategy in Europe run by ECHAA (Investing in hospitals of the future.
Copenhagen: World Health Organization, on behalf of the European Observatory on Health Systems; 20009.

http://www.euro.who.int/observatory/Publications/20090323 1) illustrates the degree to which capital and

other investment projects are invariably ‘tuned’ to fit the processes defined for the particular funding model
adopted. In effect, funding models and processes can have a significant and predisposing impact on
projects — either at their initial development or subsequent submission stage. This may significantly distort

priorities and focus and have unintended consequences.

In the context of Euregio lll we are drawing on this learning to analyse representative case studies from the
2000/6 and 2007/13 programmes. This asks three additional questions of the study (one totally unexpected

when the project was agreed).

1. Are projects and processes that are over a decade old relevant to the future outlook of European
healthcare needs — and the intent of the ERDF / ESF aims and objectives. Health needs and priorities
have changed significantly over that time. Has the process kept pace with need and is it sympathetic

to the changing and future requirements of a rapidly changing healthcare landscape?

2. To what extent will the 2008/9 financial and economic crisis impact on future ERDF/ESF policy and
process and project proposals. It is now only too clear that much of the development of healthcare
services and infrastructure has been based on debt creation as opposed to affordable and
sustainable financing from assured GDP growth. There is little evidence that this issue of affordability

has been tested within the processes adopted. Furthermore many funding agreements are

14



dependent to large degree on matched funding - with reliance on home government support
including the use of public private partnership strategies. The debt crisis changes all. It is already
having an influence on the decision criteria for future investment for many of the classic models of
capital funding - with the emergence of new risk assessment criteria (slide 5). Some previous match
funding strategies have in any event been totally closed off at least for the foreseeable future e.g.

some forms of PPP

3. In light of the recent dramatic changes in the future healthcare and economic outlook, to what extent
has it been anticipated / or may be envisioned that the process (and the funds allocated) will

stimulate progressive change in future healthcare priorities, structures and delivery.

6 Discussion: where to apply practical “how to” knowledge

6.1 The process of decision-making

With National Strategic Reference Frameworks and related SF Operational programmes, funding priorities
might seem fairly obvious and transparent. But how these priorities are interpreted and realised as
investments can seem less obvious and sustainable if they are driven by a need for short-term political gain
e.g. the need to speed up access to and use of SF during and following the post 2008/09 economic crises.
In all of this, are needs assessments required and undertaken to inform investment decisions? Are the
public consulted about their needs? A stark unknown factor in decision-making for health-related
investments is the extent to which available evidence and public participation play a part. In a
candidate/pre-accession country such as Albania, the consultancy process is very informal and it is difficult
to see a formal process of decision making in health care infrastructure planning and investment. The
Albanian representative hopes that Structural Funds financed health investments would institutionalize the

process.

6.2 The conditions to deliver change

What is the relationship between national, regional and local perspectives in terms of politics, governance
issues (mentioned in Table 1 above) and the above mentioned consultation process. In a sense, a key
concern is about how are priorities set regarding which investments are needed and how these are

maintained through political changes if they are essential to sustainable development across sectors.

6.3 Leveraging health investments
A whole new area of knowledge and understanding is needed to inform SF applicants and funders about
making money available where added value can be predicted or assured e.g. using Structural Funds to

leverage added value for health gain?

6.4 Analysing the needs and priorities of health investments
There are two phases for achieving health-related investments through Structural Funds: the planning

phase and the implementation phase. Is there a need to separate analyses of the two parts? The planning
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phase is more about how do we generate investments ideas and how do we filter them in order to define
and describe effective and sustainable projects. The implementation phase has to pay attention not only to
the SF process but allow flexibility for project management to adapt objectives, identify and integrate

unexpected benefits and review and refine expected outcomes.

6.5 Allocating resources and measuring impact

The European Commission should define a core indicators system for project selection criteria’s/evaluation
before allocating money. Beyond a core indictors system, Member States and regions should have the
flexibility to expand the system to apply locally specific indicators and resource implications. For example,
before selecting a healthcare capital investment project for funding attention should be given to ongoing
operational costs because there is no need for infrastructure without being able to maintain the cost for 15-

25 years. This pre-requisite is important for sustainable development.

7 What EUREGIO Il can deliver

The old financial world is gone. Investment can’t simply continue on debt creation. EUREGIO Il will help

stakeholders navigate this new environment by delivering practical knowledge to inform:

. A context framed analysis and recommendations about improving the Structural Fund process for

health related investment

. A new approach to competency development through practical knowledge, workshops and master
classes
. A starting point for the development of new ‘health’ and ‘generic’ indicators

In this sense, EUREGIO Il is just the start of an ongoing capacity building process focused on providing
practical “how-to” knowledge on health & structural funds to SF Managing Authorities, Intermediary Bodies
and SF beneficiaries. As important, this new knowledge is supported by growing understanding of the
competencies needed for accessing and using Structural Funds for health-related investments in ways that
provide returns on investment that are cost-effective and sustainable. In this sense, the ability to align
health sector investments with sustainable development is a key challenge for regional health policy. It will
help to identify where investments can be made that are likely to result in sustainable growth and major
health gains. This takes regional health policy and health sector investments (where power and political
influence is vested in bricks and mortar, as well as service provision) beyond traditional boundaries. This is

a particular challenge for the new SANCO/CoR Technical Platform.
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