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 Founded in 2000 as a not-for-profit trust 

 Mission: to bring together healthcare professionals 
with interests in planning, designing, constructing, 
maintaining and financing all kinds of healthcare 
buildings 

 Aim: to link infrastructure development with the 
principal drivers in health and healthcare systems 

 Members: government health estates departments; 
R&D organisations; academic departments; 
professional associations; healthcare architecture 
practices 



Members 

Associates 



 European Centre for Healthcare Assets and 
Architecture (ECHAA) 

 European Observatory on Health Systems and 
Policies 

 Health Care Without Harm 

 EcoQUIP 

 RES-HOSPITALS 

 Architects for Health 

 ... And many others 



 Annual workshops 

 Day seminars 

 Member research requests 

 Contributing to reports, books and academic 
papers 

 Bi-lateral study tours 

 Web reference library 

 



Theme Venue Year 

Public Private Partnerships; new 
technologies 

Oulu, Finland 2005 

Planning and investing for health Budapest, Hungary 2006 

Structural markets and planning Paris, France 2007 

Designing for the user Belfast, Northern 
Ireland 

2008 

Infrastructure for mental health 
and dementia services 

Durham, England 2009 

How to make healthcare 
infrastructure deliver for society 

Stockholm, Sweden 2010 

Sustainability: innovation for a 
green future 

Bologna, Italy 2011 

Strategic regional planning of 
healthcare infrastructure 

Copenhagen, 
Denmark 

2012 



Changing 
needs 

Uncertainty 

New technology Changing markets 

Adaptability? Redesign? 
Health in 

all? 



 Ageing; chronic illness; co-morbidities 

 Prevention of ill-health; promotion of well-
being 

 Sustainability essential – but what is needed, 
where, and how to pay for it? 

 Can the public sector adapt? 

 Can the private sector supply? 

 Contexts vary greatly across Europe – no single 
‘right answer’. 

 

 



 Buildings will need a high degree of flexibility 
and adaptability 

 Introduction of the ‘layers’ concept 

 How to cope with disruptive technologies 

 Issues of privacy and governance 

 Who pays for the technology in a connected 
health economy? 

 



 Private Capital for new and refurbished facilities 

 Accelerating need for healthcare buildings to meet 
the needs of new market models:  
 More day cases 

 Vertically integrated care 

 Tele-monitoring and tele-care 

 The focus on prevention and well-being requires a 
very different approach to design and planning 

 Change from structural to functional planning (i.e. 
the state sets the parameters; greater skills needed 
from local partners). 

 



 Shifts to fewer, highly specialised centres, and more 
community care facilities 

 The inertia of health systems and health policy in the 
face of rapid change elsewhere 

 The financial crisis and austerity 

 Evidence based design for healthcare buildings 

 Re-use or re-build? 

 The ‘Cinderella’ services: mental health, learning 
disabilities, community care, public health 

 Hearing the patient’s voice 

 The environmental responsibilities of health facilities 

 Innovation in procurement. 

 



 Distribute wealth based on solidarity and equity 
 

 Protect the most vulnerable 
 

 Invest in health to improve wealth 
 

 Health in all policies 
 

 Protect public health and primary health care services (“reduce 
spending on the least cost-effective services. These will normally be found 
among the most high-technology, high-cost services in hospitals. Delay 
investment plans for high-cost facilities and promote the use of generic 
drugs.”)  
 

 Improve efficiency of health spend 
 



 We have seen some inspirational examples of re-
thinking hospitals and regional healthcare 
infrastructure: 
 Coxa hospital, Finland (re-designing processes and 

buildings) 

 Hospital de la Ribera, Spain (capitation model; vertical 
integration) 

 Martini Teaching Hospital, Netherlands (adaptability) 

 The New Karolinska Solna Hospital, Sweden (urban 
redevelopment; research and medical education) 

 The Northern Ireland model (regional rationalisation; 
planning for community care) 

 And many more … 

 



 But – in truth – not a lot has fundamentally 
changed: 
 Primary care is still not in the driving seat; prevention 

and well-being are aspirations, not realities 

 Telehealth and telecare are not widely used 

 When we build or renew health facilities, we often still 
worry about the wrong things – the capital cost, rather 
than the fit between investment and need 

 Few examples of vertically integrated care 

 

 If anything, diagnoses of HSAS (Healthcare 
System Anxiety Syndrome) have increased…. 
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An example from the English NHS: 

Note: 
• 5 regulatory / 

oversight bodies 
• 3 different types of 

patient 
representative 
organisations 

• 3 different routes 
for commissioning 
services 

• 8 ‘supporting 
providers of 
healthcare’ 

• Then the rest of the 
system…. 



 We introduced a market (sort of) 

 We changed the line of command (without putting 
in place a clear one) 

 We gave responsibility for budgets to GPs (who 
didn’t really want it) 

 We tried to de-politicise health and healthcare (by 
making a contentious political decision) 

 We demanded budget cuts (which can’t be met) 

 

 What happened to governance? 

 



“We will have to help citizens become a ‘citoyen’ in health, 
having a high standard of health literacy and by this being 
able to navigate through the health system, making the 
right decisions … how reforms will be implemented in 
Europe will differ between the Member States. There is not 
only a different history in every Member State but 
differences in trust in the state, self-regulating bodies or the 
private sector too” 

 

Helmut Brand, Jean Monnet Professor of European 
Public Health at Maastricht University and EHFG 
President 



 Many of the practical, everyday challenges 
involved in constructing the health estate are 
ultimately concerned with governance: 
 Who takes decisions about capital investment? 

 At what level? 

 With what authority? 

 With the agreement of all stakeholders? 

 Using evidence, not ideology? 

 Understanding and accepting risk? 

 Who takes responsibility – for success, and for 
failure? 
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