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Europe's health systems have spent the past six years absorbing shock after shock. A pandemic exposed 

the fragility of supply chains and intensive-care capacity. War on the continent's eastern border 

displaced millions of patients and strained neighbouring health services. Inflation has driven up the cost 

of everything from insulin to hospital energy bills, while a slow-burning demographic transition 

continues to reshape demand: by 2050 nearly a third of the European Union's population will be over 

65, and the ratio of working-age taxpayers to retirees will have fallen sharply in almost every member 

state. Against this backdrop, the question animating this year's Future of Health Europe summit is not 

whether health systems need to change, but how to make them dependable again — systems that 

citizens, clinicians and governments can rely on not just in ordinary times, but in crisis. 

'Reliable' is a deceptively modest word for what is, in practice, an enormous undertaking. It implies 

systems that can absorb a surge in demand without collapsing, that can guarantee access to essential 

medicines and devices regardless of geopolitical disruption, that retain enough clinical staff to function, 

and that remain financially sustainable even as the cost of new treatments rises faster than economic 

growth. No single reform delivers all of this. What the summit's agenda points to instead is a set of 

interlocking priorities — resilience, financing, workforce, data and cross-border cooperation — that 

together determine whether a health system bends or breaks under pressure. 

The resilience imperative 

The clearest lesson of the pandemic was that resilience cannot be improvised. Countries that had 

invested in surge capacity, diversified supply chains and pre-negotiated mutual aid arrangements coped 

markedly better than those that had optimised purely for day-to-day efficiency. The European Union's 



response has been to build permanent institutional muscle for exactly this purpose. The Health 

Emergency Preparedness and Response Authority (HERA), established in the wake of Covid-19, now 

maintains stockpiles of medical countermeasures and has the mandate to fast-track joint procurement 

across member states. The EU4Health programme, the largest health-specific funding instrument in 

the Union's history, channels billions of euros into strengthening national systems, supporting cross-

border healthcare infrastructure and reducing dependency on single-source suppliers for critical 

medicines. 

Yet resilience is not solely a matter of stockpiles and emergency powers. It is also about the everyday 

slack in a system — enough beds, enough staff, enough diagnostic capacity — that allows it to flex when 

demand spikes, whether from a flu season, a heatwave or a mass-casualty event. Many European health 

systems entered the 2020s already running close to capacity, a product of years of efficiency drives that 

left little room for manoeuvre. Rebuilding that margin, without simply reversing productivity gains, is 

one of the harder financing and workforce questions facing health ministries today. 

Financing sustainability without sacrificing access 

Healthcare spending across the EU has risen steadily for two decades, and the trajectory shows no sign 

of flattening. New oncology therapies, cell and gene treatments, and increasingly sophisticated 

diagnostics all carry price tags that strain national budgets, even as they offer real clinical benefit. At 

the same time, populist pressure to hold the line on taxation and public debt limits how much additional 

public money can be found. The result is a widening gap between what health systems are being asked 

to deliver and what conventional financing models can support. 

Several approaches are gaining traction as ways to close that gap without rationing care by wealth or 

geography. Value-based procurement, in which payment is tied to demonstrated outcomes rather than 

volume of activity, is moving from pilot to mainstream in countries such as Sweden, the Netherlands 

and increasingly the UK's NHS. Managed entry agreements and outcomes-based contracts allow health 

systems to adopt expensive new therapies while sharing financial risk with manufacturers if real-world 

results fall short of trial data. And joint EU-level health technology assessment, which became 

mandatory for oncology and advanced therapy medicinal products in January 2025 under the EU HTA 

Regulation, is intended to reduce duplicated assessment work across 27 national agencies and give 

smaller member states access to the same evidence base as larger ones — a meaningful equity gain for 

countries that previously lacked the analytical capacity to negotiate effectively with manufacturers. 

None of these mechanisms is a silver bullet. Value-based contracts require data infrastructure that 

many systems still lack. Joint HTA depends on political trust between member states that have 

historically guarded pricing autonomy closely. But together they represent a genuine shift away from 

the assumption that sustainability can only be bought with either higher taxes or reduced access. 

 

 



The workforce is the constraint that dictates everything else 

Ask any European health minister to name their single biggest operational risk and the answer, almost 

without exception, is staffing. The World Health Organization's European region is projected to face a 

shortfall of around 1.1 million health workers by 2030 without concerted policy action, driven by an 

ageing clinical workforce, high attrition among younger staff, and mobility that lets clinicians move to 

wherever pay and conditions are best within the single market. Rural and lower-income member states 

bear the brunt of this internal migration, watching newly trained doctors and nurses depart for 

Germany, the Nordics or the UK within a few years of qualifying. 

The policy response has three broad strands. The first is retention: improving working conditions, 

addressing burnout — which surveys consistently show affects a third or more of frontline clinicians — 

and creating career pathways that keep experienced staff in direct patient care rather than losing them 

to administration or emigration. The second is expanding the pipeline, through more training places 

and faster, mutually recognised qualification pathways, including for internationally trained clinicians 

arriving from outside the EU. The third, and the one drawing the most attention at health technology 

conferences, is using digital tools and AI-enabled systems to reduce the administrative load that 

consumes a disproportionate share of clinical time — documentation, scheduling, prior authorisation 

— so that the workforce Europe does have can spend more of its time on care rather than paperwork. 

Cross-border cooperation and the European Health Data Space 

A patient who has a stroke while on holiday in another member state, or a clinician trying to access a 

patient's full medication history after a cross-border transfer, still runs into a familiar problem: health 

data does not move as freely across European borders as people, goods or capital do. The European 

Health Data Space (EHDS), which entered into force in 2025, is designed to change that. It creates a 

common framework for individuals to access and share their own health data across the EU, and — 

more consequentially for system resilience — a secondary-use framework that allows anonymised 

health data to be pooled for research, policy planning and emergency response, subject to strict 

governance safeguards. 

The EHDS is arguably the single most important resilience investment of this decade, because so much 

of what makes a health system reliable in a crisis depends on visibility: knowing where capacity exists, 

where medicine shortages are emerging, and how a new pathogen or treatment is behaving across 

different populations in near real time. Implementation, inevitably, will be uneven. Member states 

differ enormously in the digital maturity of their national health records, and interoperability standards 

take years to bed in fully. But the direction of travel — towards a genuinely European, rather than 

merely national, health information ecosystem — is one of the clearest structural shifts underway. 

 

 

 



Innovation, equity and the patient voice 

A reliable health system is not only one that survives shocks; it is one that delivers consistent, high-

quality care regardless of where a patient happens to live. Persistent inequities in access to innovative 

treatments between western and eastern member states, between urban and rural regions, and along 

socioeconomic lines remain one of the least discussed but most consequential features of European 

healthcare. Joint procurement, harmonised HTA and EU4Health funding are partly aimed at narrowing 

this gap, but technology adoption curves and workforce distribution still favour wealthier, better-

staffed regions. 

Patient associations, increasingly represented at forums like this one alongside industry, policymakers 

and clinicians, argue that reliability has to be defined from the patient's vantage point, not the system's. 

A hospital that never runs out of ICU beds is not reliable to a rural patient who cannot reach a specialist 

within a reasonable travel time, or to a chronic disease patient whose medication is periodically out of 

stock because of a fragile supply chain. Bringing that perspective into the design of resilience and 

financing reforms — rather than treating it as an afterthought — is likely to be one of the more 

contested, and necessary, conversations at this year's summit. 

The road ahead 

None of the structural fixes under discussion — joint procurement, value-based financing, workforce 

reform, the EHDS — will individually make European health systems reliable. Their cumulative effect, 

deployed consistently over the coming decade, is a more plausible route to that goal than any single 

policy intervention. What the Future of Health Europe summit offers is a rare gathering of the people 

who control the different levers: ministries that set financing rules, hospital and health system leaders 

who manage day-to-day capacity, industry and technology partners building the tools that ease 

workforce strain, and patient groups who can test whether reforms actually translate into better, more 

dependable care. 

The stakes of getting this right extend well beyond any single flu season or budget cycle. Europe's health 

systems were built for a twentieth-century demographic and disease profile; they are now being asked 

to serve an older, more chronically ill population, in a more volatile geopolitical environment, with a 

workforce that is harder to retain than at any point in living memory. Building systems Europe can 

genuinely rely on will require sustained political commitment well beyond any single conference — but 

the direction set by discussions in London this November will shape how quickly, and how equitably, 

that reliability is achieved. 


