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a b s t r a c t
Making up a third of the EU budget, Structural and Investment Funds can provide important opportunities for investing in policies that tackle inequalities in health. This article
looks back and forward at the 2007–2013 and 2014–2020 ﬁnancial periods in an attempt
to inform the development of health equity as a strand of policy intervention under regional
development. It combines evidence from health projects funded through Structural Funds
and a document analyses that locates interventions for health equity under the new regulations. The map of opportunities has changed considerably since the last programming
period, creating more visibility for vulnerable groups, social determinants of health and
health systems sustainability. As the current programming period is progressing, this paper
contributes to maximizing this potential but also identifying challenges and implementation gaps for prospective health system engagement in pursuing health equity as part of
Structural Funds projects. The austerity measures and their impact on public spending,
building political support for investments as well as the difﬁculties around pursuing health
gains as an objective of other policy areas are some of the challenges to overcome. European
Structural and Investment Funds could be a window of opportunity that triggers engagement for health equity if sectors adopt a transformative approach and overcome barriers,
cooperate for common goals and make better use of the availability of these resources.
© 2017 Elsevier B.V. All rights reserved.

1. Introduction
Europe is diverse. Also the health status varies considerably between countries. Within the European Union there
is a gap between “new” and “old” Member States, between
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the north and south. At the same time, studies of health
inequalities within countries highlight a larger divide on
a subnational scale and in many cases a growing divide
between regions [1,2]. The health status at national and
regional level is correlated to the socio-economic status
of the population, the relationship being much stronger
for countries and regions with lower levels of GDP [3].
The consequences of the crisis and the austerity policies
adopted by many EU countries increased the number of
people living in poverty, affecting the health in the low
socio economic groups, the vulnerable and excluded populations [4–7].
Health inequalities have become a concern for WHO
Europe (“Health is Wealth”, Health 2020) and the EU.
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Especially in EU documents from 2008–2009 the socioeconomic rational to reduce health inequalities emerged as
a more powerful argument of securing people’s access to
most fundamental rights. Health inequalities and its consequences have been addressed in ofﬁcial communications,
reports and working papers in terms of potential economic
loss, health care expenditure, labour supply or labour productivity [8,3,9].
The public health community has long recognised the
need to address inequalities. Bridging the gap in health
depends on health services but to a large extent to the
determinants of economic success, social and political
change and altered human behaviour [10–12]. Disparities
in health status between places and people are inﬂuenced
by the distribution of factors such as income, employment, environmental risks, living and working conditions,
availability of food, access to education, access to ways
of transportation, means of social participation [13–16].
However, and despite the discussions about “Health in all
Policies” and “Whole-of Government” approaches, the public health community rarely engages with those who drive
these determinants [17].
This paper discusses the case of the European Structural
and Investment Funds (ESIF) which can provide important
opportunities for the public health community to address
and invest in actions that tackle inequalities in health.
EU Structural Funds (ESF), specially the European
Regional Development Fund (ERDF) and the European
Social Fund (ESF) have evolved into a well-established feature of regional development and planning and are now
within the framework of European Structural and Investment Funds (ESIF). Since late 1980s their main aim has
been to reduce regional economic and social disparities
and to promote sustainable development across Europe.
While being one of the most tangible EU policies, with
almost a third of the total EU budget to sustain it, ESIF open
up ﬁnancial possibilities for investing in social determinants of health and sustainable health systems. Taking into
account the austerity measures and their impact on public spending, ESIF can be an important resource, for some
Member States perhaps the only source of new investment, towards achieving health objectives, transforming
services and contributing to regaining economic stability
[18]. Moreover, the overarching goals of ESIF have been to
reduce regional disparities in income, wealth and opportunities. Therefore, they could represent a space for the
public health community to engage with policies impacting
health like social, labour or environmental policies. If public health is to ensure access and equity in health it needs
to work with other sectors to address the determinants of
health and reduce health inequities [19].
At the EU level, Member States have explicitly been
encouraged to make smarter use of these ﬁnancial programmes [20,21]. During the 2007–2013 programming
period, health was identiﬁed as a priority intervention area
within the ERDF and ESF framework. However, absorption
rates of Structural Funds for health have been reported
rather low with the public health sector playing a marginal
role in the implementation of the Cohesion Policy [22]. In
2010, the European Commission proposed a new path for
development with clear objectives to be reached, a stronger
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link with its funding programmes and stricter economic
governance. Under this framework the new Structural and
Investment Funds aimed to address the economic development challenges Europe had been confronting itself since
the start of the ﬁnancial/economic crisis while sustaining social cohesion. The policy spectrum includes a new
broad set of interventions to achieve smarter, more sustainable and more inclusive growth. However, although health
equity is strongly linked to these objectives, health as such
was not highlighted as an independent investment priority
anymore.
How to maximise ESIF potential to reduce health
inequities? Can the experiences with utilization in the
previous period provide better guidance to make use of
their availability? Have the changes in regulatory framework created more opportunities or value for health equity
investments or on the contrary more challenges? This
article will address these questions by looking back and
forward at the 2007–2013 and 2014–2020 ﬁnancial periods
and analysing the matrix of opportunities for investment in
health equity.
Through this mapping exercise the article will bring
a contribution to a theme that is not often investigated
scholarly. Academic research has usually focused on health
equity as a public health goal or on Structural Funds as
an investment framework for economic development and
cohesion, but rarely have the two ﬁelds been bridged
[23]. Many projects were funded through the previous EU
Health Programme 2008–2013 to provide tools, guidelines,
support and capacity building to Member States on how
to employ Structural Funds for health and health equity
(euregio3, 2015) [24–27]. However, not many scientiﬁc
publications emerged as a consequence.
Therefore, the article informs the development of health
equity as a strand of policy intervention, regional planning
and research. The ﬁndings are of direct practical relevance
for policy-makers as well. One of the aims of the paper
is to contribute towards more and better use of ESIF for
investments in health in the future. One of the explanations for rather low absorption rates of Structural Funds is
lack of know-how to make use of their availability in the
context of improving health status. The present article will
therefore address this predicament while further research
will look into the capacities of the policy makers and the
public health community to make use of these ﬁnancial
opportunities.
2. Materials and methods
This article draws on the outcomes of two European
funded projects aiming to support regions in using Structural Funds for health and health equity: EUREGIO III
(2009–2011) and HealthEquity2020 (2013–2015). The ﬁrst
represented an important source of information on policy
implementation during the period of the Lisbon Strategy
(2000-2010) and the crossover to the Europe 2020 Agenda.
Speciﬁcally, it explored and assessed the use of Structural
Funds for health in the 2007–2013 period. It systematically collected evidence from over 30 projects from across
the EU27 funded through Structural Funds and ultimately
developed 10 case examples meeting rigorous assessment
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criteria. These were compared with another group of 8 case
studies containing non-SF funded projects but with high
relevance to regional structure planning applicable to EU
Member States and their regions.
Taking into account the rapidly changing circumstances
in the health landscape during the programming period
of 2007–2013 the case selection aimed to be a dynamic
process responding to signiﬁcant trends and factors at
that time. These include: (a) trends in healthcare which
dominated policies and priorities (the need for economic
sustainability within the health sector; epidemiological
trends; the explosion in new clinical and ICT technologies; patient safety and quality); (b) developments within
the EU policy framework in particular the new Europe
2020 strategy made public in 2010 setting a new path
for development for the coming decade at EU level; (c)
the economic conditions characterized by the credit crisis
and continuing ﬁnancial fragility. Therefore, to reﬂect the
change factors described above as well as the full diversity
of SF projects, the case studies chosen for analysis came
from different categories such as: integrated care, e-health
and technology innovation and integration, healthy ageing, hospital development and redevelopment as well as
overarching national/regional master plans. The case material gathered information through a qualitative assessment
of programme documentation, policy studies and evaluation reports. Additionally, semi-structured interviews with
key stakeholders were conducted for the investigated cases
to make an account on how the project evolved as well
as the factors hindering or facilitating these processes.
The case material was gathered in various published and
unpublished reports and articles [28] summarizing these
experiences. The ﬁrst part of the article synthesized the
case material analysing the policy response across European countries with regards to using Structural Funds for
health in the 2009–2011 programming period.
The latter project provided the research framework
for the current ESIF programming period. This was based
on document analyses of the Common Strategic Framework, the new ESIF Regulations, the Investments in Health
Policy Guide for the European Structural and Investment
Funds (ESIF) 2014–2020 [29] as well as other ofﬁcial
documents on health inequalities or social determinants
of health (Commission Communications, Action Plans,
Reports, White papers, strategies, recommendations). It
also took into account other toolkits developed by projects
[30,27]. The documents were used to locate those interventions for health equity that are eligible for funding.
Therefore, the second section of the paper presents those
lines of possible investment within and beyond the health
sector and across several social determinants of health.
Content categories among the reviewed interventions
were made based on: whether the intervention had a
direct impact on health inequalities (they were mentioned or addressed directly in the policy document);
whether they were indirect investments (in policy areas
relevant to health equity such as employment, education;
which are important health determinants); and other possible investments (such as innovation and technological
development with weak, limited or circumstantial implications for reducing health inequalities).

3. Results
3.1. What to pick up from the last programming period?
Near to the start of the EUREGIO III project, analysis of
the 2007–2013 National Strategic Reference Frameworks
and Operational Programmes developed and funded by
SF identiﬁed eligible health investments: directly in the
health sector (healthcare infrastructure, eHealth, training,
health promotion and access to services), investments in
policies with a positive impact for health (employment,
labour market policies, urban/rural development policies)
and non-health sector investments (policies with potential
impacts on wider determinants of health like innovation or
environment) [31].
Nonetheless, case studies and evaluation reports of
the EUREGIO III on health projects showed much of the
focus of the programming and funds uptake was on health
care infrastructure and e-health. The programme period
reﬂected the legacy of reliance on a hospital-centric care
model and centrist planning regimes in particular for those
countries still emerging from the former Semashko era.
Hospitals were generally poorly conﬁgured and in poor
condition, a problem compounded by decades of underinvestment in infrastructure and clinical technologies. This
locked planning and investment into tactical easement of
immediate problems potentially at the expense of strategic,
whole systems transformational change.
However, with the adoption of the Europe 2020 strategy
towards the end of the ﬁnancial period, there was a small
shift towards more equity related actions such as improving the health for the elderly or disadvantaged populations
or implementing health in all policies approaches. However
SF represented here only a minor source of investment.
Challenges in using SF to tackle health inequities prevailed in: the little expertise about the SF processes as well
as lack of experience and capacity to pursue health gains
as an objective of other policy areas that are not health.
A structural inhibitor came from a mono-fund approach
requiring Operational Programmes to be ﬁnanced either
by ERDF or ESF. The two have had a different but complementary focus: one on growth, regional economies
and infrastructure and the latter on investing in people,
supporting employment and social inclusion. However,
horizontal interventions for health equity required coordinated investments from the two areas of policies. Some
case studies identiﬁed by EUREGIO III showed how these
separate funding streams could be combined. In the Norbotten region, ERDF and ESF were used for an ‘anytime
anywhere’ e-health infrastructure serving a highly dispersed rural population. In Berlin-Brandenburg region, the
drive towards closer to home care was helped by adopting
complementary priorities across sectors (transport, health,
ICT) under the umbrella of a regional masterplan. This
approach to pooling funding streams for integrated action
has been picked up by the new framework that encourages synergies and integration between ERDF and ESF
interventions.
Taking this learning into account, using SF for health
equity meant relying on: either taking a health and equity
in all policies approach to Structural Funds allocation;
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developing actions to improve the health of vulnerable
groups (relating especially to goals such as employment
and social inclusion), improving health systems in disadvantaged regions (health infrastructure, e-health solutions,
strengthening primary health care, health promotion and
disease prevention, improving access to services in rural
areas and for socially excluded populations) or adopting
whole systems improvements in the expectation that this
would axiomatically incorporate vulnerable groups.
3.2. Opportunities to address health inequalities within
the current ESIF period
In this current ESIF period, the eligible areas of investment have been brought together in a set of 11 Thematic
Objectives (TO). As health has not been singled out as a priority, public health actions like health equity are funded
as part of TOs which have as primary focus another policy
area. This offers a wide range of investment opportunities,
although they might seem hidden. In order to maximise
ESIF potential to reduce health inequities the link between
health equity and the TO should be explored. This part of
the results section will provide the customized matrix of
opportunities for investment in health equity under ESIF.
Direct investments for health equity have been explicitly mentioned within TO 9 “Promoting social inclusion
and combating poverty”. Poverty determines deep-seated
inequalities inseparably linked to social exclusion and poor
health [32]. Increasing the chances for the cycle of health
inequalities and poverty to be broken requires a policy
spectrum of interventions. These include:
a) Addressing risk factors prevalent in disadvantaged
groups. Many health-related behaviours (tobacco consumption, alcohol, obesity) contribute to low health
status and higher burden of disease among the disadvantaged population as they lack access to information, the
ﬁnancial means to a healthy life-style or proper access
to treatment.
b) Investments in better living conditions for the vulnerable groups (in particular improved access to
housing, water and sanitation, insulation, heating) have
the potential to reduce exposure to health-damaging
environments, combat social isolation and promote
well-being.
c) Providing access to good healthcare and information
where basic services are missing or not developed by:
ensuring territorial access to health services, improving
organization of care (availability of workforce, opening
hours, waiting lists management), shifting focus from
hospital-centred to a community-based model, empowering people to manage their own health (health literacy,
e-health, telemedicine, consumer health applications).
Most of the time people who lack access to health
services are the ones who need them the most. Vulnerable groups have been speciﬁcally addressed within this
line of intervention by supporting: affordable insurance
coverage, access to affordable pharmaceuticals, vaccination, early detection, screening and treatment, investing
in primary care especially maternal and infant healthcare as a key investment in a person‘s early start in life.
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Actions that sustain collection of data, statistics and indicators on health inequalities are also encouraged as they
help identify special attention groups, allow a personalized health management or support public reporting
systems assess health systems performance.

Indirect investments are found in other TOs. TO2
“Enhancing access to and, use and quality of information
and communication technologies “offers funding for innovation and digital growth, playing a part in tackling health
inequalities occurring at an individual, professional and
health system level. (a) For patients digital technologies
like e-health can lead to empowerment through better
access to data, higher health literacy and coproduction
of health [33]. (b) For health and social services investments are available for information systems, electronic
prescription systems or electronic patient medical records
delivering more equitable, personalized care. (c) New ICT
based solutions respond to the need to move away from
hospital centered solutions through remote monitoring
and ambient assisted living solutions for the elderly or vulnerable groups.
TO8 “Promoting employment and supporting labor
mobility supports interventions for (a) active and healthy
ageing (age-friendly settings for elderly workforce; prevention, screening and early diagnosis; measures for
independent living) to respond to the ageing population
and the impacts on labour-force participation. Actions that
(b) view health as a human capital are also eligible: increasing awareness on health determinants; address vulnerable
groups; focus on primary and secondary prevention; promote healthy life-styles in an intersectoral environment.
(c) Health at workplace is also addressed here through
interventions that: tackle work related risk factors; promote a healthy work environment; help recruiting people
with impairments or disabilities. (d) Another eligible policy area is supporting health workforce to adapt to new
competencies, roles and shifts in healthcare services: medical/nurse training programs on information technology,
e-health and patient involvement; strengthening primary
care specialists and general practitioners to help transition from hospital to community-based care; attract health
professionals in rural/remote areas to improve access to
healthcare.
TO10 “Investing in education, skills and lifelong learning“ adds to the aims of TO8 to support healthcare
professionals by suggesting specializations in matters of:
patient safety, life-style behaviours, chronic diseases, ageing and elderly care. Moreover, it promotes education for
the general population having an important role in reducing health inequalities through: shaping socio-economic
factors linked to educational attainment (income, occupation, inclusion in a social environment) or building
awareness and health literacy.
TO11 “Enhancing institutional capacity and ensuring an
efﬁcient public administration“ is needed to support many
of the system reforms and recommendations under the
afore mentioned TOs (improving access to health, shifting
the focus from hospital to community-based care, increasing the cost-efﬁciency of healthcare).
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Other possible investments for health, well-being and
equity are found in TO 1, 3, 4, 5, 6, 7, TO1 “Strengthening
research, technological development and innovation” can
lead in the long run to more equitable health care with the
help of new technology and clinical practice or to new solutions for the elderly or chronic diseases. TO3 “Enhancing
the competitiveness of SMEs” can encourage the economic
sector to address areas where the public system is lagging
behind (personalized care for the elderly, assisting in functional physical or cognitive decline). TO4 “Supporting the
shift towards a low-carbon economy in all sectors”, TO5
“Promoting climate change adaptation and risk prevention and management” and TO6 “Protecting environment
and promoting resource efﬁciency” can provide a platform for interventions that address health risks within the
environment, especially for people residing in vulnerable
areas. TO7 “Promoting sustainable transport and removing
bottlenecks in key network infrastructures” can enable
people in rural/remote areas to access basic services and
overcome isolation. Interventions for air quality, reduced
trafﬁc noise or bicycle routes constitute other examples.

4. Discussion
The main purpose of the paper was to explore how to
maximise ESIF potential to reduce health inequities either
by looking back at the lessons underpinned from the previous SF period or by identifying a range of direct or more
hidden opportunities for action in the current framework.
When comparing the two ﬁnancial periods there are
indeed more opportunities for health equity investments
now (Table 1). Investments for health can be directed to
mitigate: increasing inequalities in health status among
populations, the challenges of the elderly and the relative
ineffectiveness of conventional healthcare systems. There
was a shift in ESIF framework in terms of lines of intervention available from capital spending for infrastructure
towards social and human values connected to health services. Health equity, healthy ageing, protecting the health
of vulnerable groups were already embedded in the SF
agenda before but with a modest representation in the
funding stream. Now they become keynote dimensions for
health investments funded by ESIF [34,35].

Table 1
Opportunities to address health and health equity under the 2007–2013 and 2014–2020 ESIF frameworks.
Lisbon strategy (2000–2010)

Europe 2020 strategy (2010–2020)

2007–2013

Financial period

Areas of investment

• Healthcare infrastructure,
eHealth, training, health
promotion and access to services
• Policies with a positive impact
for health (employment, labour
market, urban/rural
development)
• Policies with potential impacts
on wider determinants of health
(innovation or environment)

• Improving the health of
vulnerable groups (related to
goals like employment and
social inclusion)
• Health systems improvements
in disadvantaged regions (health
infrastructure, e-health
solutions, primary health care,
health promotion and disease
prevention, improving access to
services in rural areas/for
socially excluded populations)
• Whole systems improvements

• Addressing health inequalities linked to
poverty and social exclusion
- tackling risk factors prevalent in
disadvantaged groups (tobacco
consumption, alcohol, obesity)
- better living conditions for vulnerable
groups (sanitation, water, insulation)
- access to good healthcare and information
where basic services are missing or not
developed
• Information and communication
technologies (e-health; information
systems: electronic prescription systems or
electronic patient medical records; ICT
based solutions to move away from hospital
centred solutions)
• Employment (active and healthy ageing;
health as a human capital; health at
workplace; supporting health workforce in
new competencies)
• Education (for healthcare professionals or as
a socio-economic determinant of health)
• Institutional capacities to support system
reforms
• Policies with potential health gains
(research and innovation; enhancing the
competitiveness of SMEs; low-carbon
economy, climate change adaptation and
risk prevention; environment protection;
sustainable transport)

Remarks

Health is a direct investment
priority.

Modest investments in health
equity mainly: health in all policies
approaches and addressing
vulnerable groups.

Health is no longer a speciﬁc investment
priority.

Investments are focused mainly on
health infrastructure.

Mono-fund approach.

2014–2020 Financial period

Health equity investments are primarily linked
to combating poverty and social cohesion,
although health gains can be found in all ESIF
areas of investment.
Synergies of ERDF and ESF.
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However, despite these opportunities there are also
challenges in making use of the ESIF potential. Although,
the ﬁnancial crisis created greater visibility at European
level for health equity [7], it also drove many Member
States to reduce their public spending for social policies.
This can make it difﬁcult to promote social inclusion as
a priority at higher governance levels and secure national
support and contributions for ESIF applications.
The implementation of ESIF is to a higher degree
decentralized. The European Commission coordinates the
thematic priorities as agreed with the Member States but
the responsibility for resource allocation across priority
areas remains within national authorities. What becomes
very clear is that the ministries of health and the public
health community are essential to make use of the ESIF and
that they should engage more to maximise this potential.
The framework of opportunities described in the results
section of this article often implies the public health community will need to take a heath in all policies approach
or establish policy synergies between thematic priorities.
However, multisectoral division of powers and authority,
coordination of goals and agendas as well as integration of
public investments between different line ministries, agencies, private sector and civil society remain a challenge [36].
It remains debatable if the need for investment will be a
facilitating resource for change. The impact of the crisis
can hinder integration as stakeholders try to secure their
share of funding and maintain their organizational or professional identity. At the same time it can also have the
opposite effect if sectors adopt a transformative approach
and overcome barriers, cooperate for a common goal and
make better use of the resources available [37].
There are also political challenges to consider. Structural
Funds are often associated with pursuing political aims
and creating visibility among the electorate with regards
to important investments. Unlike the previous infrastructure investments, in the case of reducing health inequities
demonstrating a clear, tangible return-on-investment
might prove more difﬁcult. They are investments in the
future and require a longer time, not just within one
ESIF cycle or an electoral term, to produce transformational change. Therefore, the question that arises is to
what extent politicians in Member States and regions,
often risk-averse and looking to secure support, will
actually change their policies towards whole systems
reforms like measures for health equity and face public
scrutiny?
In some cases it is even hard to anticipate to what
extent these interventions will lead to actual reduction
in inequalities and not increase them. When analysing
the thematic objectives, we identiﬁed most lines of interventions for health equity focused on disadvantaged,
vulnerable or excluded population (the poor, migrants
and ethnic minorities, the elderly, children). Despite a
strong ethical rationale, a policy spectrum with a focus on
vulnerable groups only are often not enough to reduce
inequalities and sometimes on the contrary can deepen
them [38–40]. Interventions aimed at the most disadvantaged that require change in behaviour (health promotion,
prevention) or individual mobilization of resources do not
always address the root causes of disadvantage while the
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better off beneﬁt more from these policy interventions.
At the same time, universalistic policies might favour the
middle classes but not reduce health inequalities on their
own. Therefore, population-based policies with high-atrisk groups strategies should be combined in integrated
approaches.
There is the need for an evidence based/informed
approach to policy making and decision-making, especially
when tackling such a multifaceted problem like health
inequalities. In policy making, choices for investment are
rarely the outcome of informed critical assessment of evidence but rather follow a garbage can approach where
project proposal come as a consequence of politics, ad-hoc
availability, organization requirements and ways to frame
problems. Moreover, ESIF, as many forms of distributive
policies, can lead to targeted approaches to programming
due to its structure on thematic objectives. To prevent
decision makers from choosing between policy lines of
intervention rather than on a route map or an integrated
approach, public health should play a more active role in
the ESIF programming cycle to achieve coordination and
synergies during implementation later on.
5. Conclusions
ESIF offer new opportunities to reduce the unfair gaps
between populations, provide them with the chance to
live healthy, independent lives and to be able contribute
to economic growth. The ﬁndings of this article describe
the speciﬁc lines of intervention eligible for investment
such as: enhancing people‘s access to healthcare where this
is missing or underdeveloped, addressing risk factors that
contribute to low health status, especially for the vulnerable groups, investing in critical forces that can improve
health such as encouraging employment, education or sustainable transport.
This map of opportunities has considerably changed
since the last EU programming period and it remains to be
seen to what extent the new opportunities will be met with
the must needed capacity development, institutional and
political support. The public health community needs to
look beyond those operational programme priorities that
carry a health label and adopt a transformative approach of
cooperation with other sectors for common goals. This can
be achieved by employing health in all policies approaches,
policy synergies or integrated approaches. At the same
time the potential ESIF holds for health equity needs to be
understood by decision makers at national and local levels as well. The discrepancy between long-term strategic
interventions for health equity and political priorities for
solutions with immediate visible results can make the policy setting for health equity difﬁcult. Efforts should be made
to incorporate evidence approaches in policy making which
can prove impact and demonstrate responsible governance
but also ensure these policies reach their intended aims.
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