
 

 

  

 

Letter dated: 
25 January 2007 
From: 
Danske Regioner (Danish Regions)  
Case officers: Christina Carlsen and Carina Bock 
To: 
European Commission 
DG Health and Consumer Protection 
B232 8/102 
B-1049 Brussels 
Belgium  
 
Subject: Danske Regioner's consultation response to the Commission's 

communication on Consultation regarding Community action 
on health services (SEC (2006) 1195/4) 

 
Ref.: Case No: 06/4442; Document No: 1622/07 
 
On 26 September 2006, the Commission launched an open consultation 
process in connection with a future Community initiative concerning 
healthcare. The communication on Consultation regarding Community action 
on health services forms the basis for this consultation.  
 
The Danish regions - the regional level - is responsible for the organisation and 
operation of the health service and the primary-health sector, which is why this 
initiative is of great interest. As the interest organisation for Denmark's five 
regions, Danske Regioner hereby wishes to submit its comments in response to 
the consultation. 
 
The key points in Danske Regioner's consultation response are outlined below: 
 

• Danske Regioner maintains that the Article 152 of the Treaty of 
Amsterdam, which stipulates that the national health service of origin is 
fundamentally a national responsibility, must be respected.  

 
• Danske Regioner supports the desire to establish legal certainty 

regarding patients' rights in respect of treatment in other EU Member 
States. 

 



 

Page 2• Danske Regioner feels it is essential that those patients obtaining 
treatment abroad should only be eligible for treatments provided under 
the national system, so as to enable Member States exercise cost control 
and maintain financial sustainability.  

 
• Danske Regioner stresses that the ability for regions to conclude 

national and regional agreements on treatment services as part of their 
planning and organisational function for the health service must be 
respected. 

 
• Danske Regioner feels that the basic premise should be that the 

applicable rules should be those of the country in which the patients 
receive treatment. Service providers residing temporarily or 
permanently in another Member State, in order to supply services, must 
follow the rules of the country in which the service is being offered. 

 
• Danske Regioner also stresses that any future EU initiative should not 

endanger existing Danish registration systems and procedures in the 
medical field.  

 
• Danske Regioner feels that the existing principle of referral for 

specialised treatment should be able to be maintained in Denmark. 
 

• Danske Regioner emphasises that the existing fundamental principle 
- for the health service in Denmark - that citizens must be registered 
with a regular general practitioner (GP), in accordance with a list 
system, should be able to be preserved in Denmark.  

 
• Danske Regioner stresses that hospital departments should be able to 

turn patients away due to lack of capacity. 
 

• Finally, Danske Regioner advocates that authorities at regional level 
responsible for the health service should be granted representation in 
the forums, networks and working groups established within the 
Community framework in relation to health matters.  

 
The above-mentioned key points and comments are expanded upon below.  
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The Commission's communication emphasises that legal certainty needs to be 
established in connection with right of patients to receive treatment in other 
Member states, and that a common strategy should be developed for the rights 
of European citizens to health care. The need to establish legal certainty with 
respect to patients' right to treatment in other Member States must be viewed in 
the light of a number of rulings by the European Court of Justice (ECJ) in this 
respect.  
 
The ECJ rulings, which have had an impact on health, should principally be 
seen as a consequence of the fundamental EU objective of free movement 
within the Single Market.  
 
The basic premise is the right of individual consumers to seek treatment in 
other Member States, as well as providers' rights of establishment. The 
organisational and financial structure of the health service in many Member 
States is, however, based on politically-motivated collective and social criteria 
such as accessibility, solidarity-based financing/distributional factors and free 
and equal access to services. The specific character of social and health 
services was also an important argument for excluding these services from the 
Services Directive.  
 
Danske Regioner considers that there may be advantages to developing 
common guidelines for patient rights and patient mobility at European level as 
these would eliminate the uncertainties surrounding the interpretation of case 
law at European level for patients and for the national healthcare systems, thus 
avoiding the situation whereby the ECJ exercises political authority in the field 
by virtue of its rulings in individual cases.  
 
Danske Regioner would also like to point out that it is essential that the EU’s 
fundamental objective of free movement does not restrict the authority of the 
Member States in healthcare matters. In the ECJ rulings, healthcare has been 
dealt with in the same way as services of general economic interest. It would 
be unacceptable if, as a result of EU case law becoming a directive for the sake 
of establishing legal clarity, Member States were unable to take action against 
market failures and guarantee cost control, quality, equalisation and equal 
access to healthcare.  
 
Any future EU initiative should be limited to establishing legal clarity in 
relation to cross-border healthcare and associated considerations, while 



 

Page 4respecting Article 152 of the Treaty of Amsterdam, which stipulates that the 
provision of health services is fundamentally a matter of national responsibility 
for the individual Member States. The Danish regional authorities' capacity to 
prioritise, plan and organise health services must be respected.  
 
The Commission's communication states that the consultation covers several 
forms of cross-border activity, including patient mobility, mobility of health 
professionals, provision of services across borders (telemedicine services, 
telediagnosis, etc.) and the temporary or permanent residence of service 
providers in another Member States. Danske Regioner would like to point out 
that the Commission's consultative document unfortunately focuses almost 
exclusively on patient mobility, and we felt it was difficult to comment in detail 
on the other forms of cross-border activity.  
 
In the context of these general comments and considerations, Danske Regioner 
has the following comments to the nine questions outlined in the 
communication from the Commission.  
 
 
Question 1: What is the current impact (locally, regionally and nationally) 
of cross-border healthcare on accessibility, quality and financial 
sustainability of healthcare systems, and how might this evolve? 

 
Extended free choice of hospital - contractual arrangements  
As a result of the ECJ rulings, the Danish rules on extended free choice of 
hospital have been formulated such that foreign hospitals and clinics can, on an 
equal footing with Danish private clinics and hospitals, request Danske 
Regioner to enter into agreements to treat patients who cannot be offered 
treatment in the Danish national health system within eight weeks.  
 
To date, there has only been limited use by Danish patients of the opportunity 
of being treated abroad. In the period July 2002 to January 2006, 75 465 
Danish patients made use of the extended free choice of hospital. Up until 
January 2005, only 643 patients elected to receive treatment abroad. In 
addition, the Danish regions have concluded agreements with individual 
hospitals abroad for the treatment of patients suffering from life-threatening 
diseases. Such patients are covered by fixed guaranteed waiting times. As it 
can be difficult to meet these times due to lack of capacity, e.g. radiation 
treatment of Danish cancer patients, the regions can enter into agreements with 
hospitals abroad to treat these patients. 
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initiative. In Denmark, the regional system operates in such a way that an 
agreement between a foreign hospital and the Danish regions to treat patients 
under the extended free choice arrangement or patients with life-threatening 
diseases is to be regarded as prior authorisation by the Danish authority that the 
patient's treatment abroad can be reimbursed, provided that the patient is 
referred to the hospital. In this context, Danske Regioner would like to stress 
that such arrangements, which form part of the regional organisation and 
planning of treatment, must be allowed to continue unhampered. Any EU 
action must therefore unconditionally respect the competence of the national 
and regional authorities with respect to the health services provided.  
 
Increased patient mobility – unequal pressure 
The consultation document is based on an assumption that patient mobility 
between the Member States is currently very limited. Patients usually prefer to 
be treated in their home country, and there are certain barriers to patient 
mobility (language problems, insecurity, culture, state of health, etc.). It is to be 
expected, however, that clarifying the legal status of patients could increase the 
level of mobility. The assumption that the volume of patient mobility is low 
could change over time, resulting in increased pressure on the healthcare 
systems of Member States, and this needs to be taken into account. This makes 
it more difficult for national and regional authorities to manage, plan and 
organise health services, which is unacceptable.  
 
Furthermore, it is likely that patient mobility will be unequally distributed both 
in relation to the country of origin and the "receiving" country, with some 
Member States experiencing greater pressure than others. Moreover, the 
pressure may vary according to, for example, certain specialised treatments, 
which can be problematic in terms of personnel shortages in particular medical 
specialisms etc. Finally, increased patient mobility will add to the demands on 
health professionals (language, communication, culture, etc.). It is therefore 
essential that patient mobility trends are monitored.  

 
 

Question 2: What specific legal clarification and what practical 
information is required by whom (e.g. authorities, purchasers, providers, 
patients) to enable safe, high-quality and efficient cross-border 
healthcare? 
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With respect to the capability for Member States to exercise cost control and 
maintain financial sustainability, it is essential that those patients wishing to be 
treated abroad are only entitled to treatments available under the national 
system. If not, the Danish range of treatment options will, in effect, be 
expanded considerably in that all foreign treatments will be accessible to 
Danish patients despite the reasons (financial, professional, quality, etc.) for 
them not having been available in the national health service in Denmark.  
 
Information  
Generally, there is a great need for communication if the citizens of one 
Member State receive treatment in another. Firstly, the Member States must be 
able to communicate with one another. The country of origin needs to know 
that one of its patients has received treatment in another Member State, the 
background to the treatment, what the treatment comprised, whether the patient 
needs to be monitored or requires follow-up treatment, etc. In Denmark, the 
disclosure of confidential health information etc. is carefully regulated. 
According to these rules, health personnel may only disclose health 
information in connection with a treatment if the patient has given his or her 
consent. If the legislation in other Member States differs from that in Denmark, 
a number of problems may arise which make the cross-border transfer of such 
information difficult or even impossible. On one hand, the security of 
individual patients may be put at risk while, on the other, there is a risk that 
more health information of a personally sensitive nature is disclosed than the 
patient wishes. 
 
Besides the need for communication among the Member States, Danske 
Regioner feels that it is very important that patients are properly informed. In 
Denmark, the entire treatment system is based on the principle of patient 
autonomy which means that patients must consent to treatment. This consent is 
given on the basis of detailed information, which must always be provided 
before treatment commences. This ensures that the patient has the chance to 
consider whether it is a treatment that they want. The information must contain 
data on, inter alia, the type of treatment/intervention, alternative treatment 
options and the risk of complications and adverse events.  
 
Common public health portal – e-health  
In Denmark, all patients can access information on hospitals collated on the 
Internet via the common public health portal - www.sundhed.dk. It contains a 
broad range of information covering general information on health services 

http://www.sundhed.dk/


 

Page 7including, for example, information on waiting times, quality of care and 
patient rights, as well as online access to patients' own health service data. To 
better enable patients to choose treatment outside their own country, a 
description of how information can be shared across borders would be 
appropriate.  
 
Should a Danish citizen wish to be treated in another Member State, the best 
approach would be for the other country to inform the patient about the 
treatment, as this country is best placed to know, for example, the actual 
treatment methods and complications associated with the treatment in question. 
If the treatment systems of other Member States are not based on the principle 
of patient autonomy, it may be difficult to induce health personnel in another 
Member State to fulfil this obligation to provide information. Likewise, there 
may be linguistic obstacles as patients may find it difficult to receive and fully 
understand information in a foreign language. In this connection, Danske 
Regioner must stress that there is a risk that Danish patients will be worse off 
in terms of legal certainty with respect to the scope and comprehension of the 
information provided. 
 
 
Question 3: Which issues (e.g. clinical oversight, financial responsibility) 
should be the responsibility of the authorities of which country? Are these 
different for the different kinds of cross-border healthcare described in 
Section 2.2. above? 

 
See replies to questions 2, 4 and 6.  
 

 
Question 4: Who should be responsible for ensuring safety in the case of 
cross-border healthcare? If patients suffer harm, how should redress for 
patients be ensured? 

 
With respect to the treatment of patients abroad, the applicable regulatory 
framework should be that of the country providing the healthcare. Where 
patients are treated abroad as a result of concrete agreements on treatment 
between a region and a hospital, i.e. making use of available capacity to solve a 
region's treatment obligations, this will be covered by Danish rules on patient 
insurance, redress, etc. Any future EC initiative should not change this 
situation.  
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another Member State, these should comply with the rules in the country where 
they are providing the service. Hence, the employment conditions, national 
accreditation regulations, professional standards, quality requirements, 
marketing provisions, etc. of the host country should apply.  
 
Redress mechanisms 
All services under the Danish Health Act (sundhedsloven) fall within the scope 
of EEC Regulation No 1408/71. This means, for the most part, that EEA 
citizens who work in an employed or self-employed capacity in Denmark, on a 
ship flying a Danish flag or who are civil servants, have the same rights to 
healthcare in Denmark as Danish citizens. With respect to redress and 
entitlement to compensation for errors committed during medical treatment, 
EU citizens have the same rights as Danish citizens. The sole requirement is 
that the treatment must have taken place in Denmark.  
 
Allocation of responsibility 
Concerning the question of who should be responsible for the treatment in a 
given country, Danske Regioner feels that it should be the country in which the 
healthcare is provided as this country is best placed, all else being equal, to 
intervene and monitor the treatment sites. The onus should therefore be on the 
individual Member States as to how they want to structure/organise their 
complaints and redress system. However, this means that patients may 
jeopardise their legal status by being treated in another Member State. This will 
be the case if the other country's regulations do not offer the same protection to 
patients as the country of origin. It is therefore essential in such situations that 
patients electing to be treated in another Member State receive detailed 
information on their situation in advance. This gives rise to the next question: 
which country should be responsible for informing the patient? As it can be 
assumed that the other country has the best knowledge of the patient's rights, 
and duties if appropriate, it would seem that the best solution would be for the 
information obligation to rest with that country. 
 
Medicines 
There are a host of problems associated with cross-border health services in the 
field of medicines. When it comes to medicines, Denmark is uniquely placed as 
it has a very efficient computerised system which controls the amount and type 
of medicines sold, and also serves to increase patient safety.  
 



 

Page 9Firstly, Denmark keeps good statistics on medicinal products. These statistics 
show which medicinal products are sold when and in what quantities. Such a 
system requires medicines to be recorded each time they are dispensed. If 
Danes purchase medicines abroad, ensuring adequate recording of transactions 
may be difficult, which could affect the overall statistics. 
 
Furthermore, Denmark has developed the Personal Electronic Medicine Profile 
(PEM), which shows each patient's drug consumption. This profile records the 
type and dosage of the medication a patient receives, as well as when it was 
prescribed. The patient, his or her general practitioner and other attending 
physicians have access to the PEM, as well as other health personnel if the 
patient consents to this. If the patient receives or buys medicine in another 
Member State, there is a significant risk that this medicine will not be 
registered in the patient's PEM in Denmark, which could have an impact on the 
patient's future treatment. There is, for example, the risk of double prescribing 
or that the medication prescribed in Denmark does not correspond to that 
prescribed and supplied in another Member State. This is likely to cause the 
patient considerable harm. 
 
In Denmark some medicines are subsidised, subject to clearly defined 
parameters. The size of the subsidy depends on the type of drug and a patient's 
overall medication costs. For this purpose, a Central Reimbursement Register 
(CTR) was established which contains information on the type of medicines 
individual citizens have received, how often and in what dosages. Only 
prescribed medicines are eligible for reimbursement in Denmark and are 
recorded in the CTR. It is currently not possible for Danish citizens to be 
reimbursed for medicines bought in another Member State. Should this become 
possible, it will give rise to a number of practical problems with respect to the 
CTR, including, for example, how to record the details in the CTR. Who 
should have access to the system and thus the confidential and personally 
sensitive information it contains, and what should be done in cases where a 
medicine is subject to a prescription in another Member State but not in 
Denmark? In addition, there are often different price levels for medicines in the 
Member States. This could result in uncertainties as to which price should be 
used as the basis for calculating reimbursement for medication purchased in 
another country . 
 
Furthermore, Danske Regioner would like to point out that there are significant 
differences as to which medicinal products are approved and available in the 
various Member States. Some medicines are approved in one country but not 



 

Page 10another. For example, Denmark, in contrast to other Member States, advocates 
restraint in the prescribing of broad-spectrum antibiotics to prevent patients 
developing immunity to them. Denmark must be allowed to retain national 
control over decisions concerning medicines that should be available for 
Danish patients.  
 
Finally, Danish rules lay down that prescriptions of habit-forming drugs must 
be recorded so that it is possible to see how much and how often they are 
prescribed, and the prescribing physician's name must be given. This makes it 
possible to "monitor" both the doctor and the patient. Patient safety may be 
undermined if dependency-producing drugs are supplied in another Member 
State, and this medication is not recorded in Denmark. 
 
The examples given above illustrate just a few of the problems that can arise in 
connection with cross-border healthcare. Danske Regioner feels it is crucial to 
stress that an EU healthcare initiative must not in any way prevent Denmark 
from maintaining its existing, extremely efficient medicines registration 
systems and procedures. 
 
Quality and patient safety 
Denmark has developed a patient safety system which is an essential element 
in ensuring quality in its healthcare services. The Danish Act on Patient Safety 
(Lov om patientsikkerhed) was adopted in 2004, and on 1 January 2007 it was 
enshrined in the Danish Health Act. According to the Act, health personnel, 
first and foremost those working in hospitals, are duty-bound to report any 
adverse events of which they are aware. A key feature of the reporting system 
is its non-sanctioning character. Hence, it is effectively an educational tool 
which, after just a few years, has had a great impact on patient safety in 
Denmark. It is important that this system, which is unique in an international 
context, is not undermined by being merged, for example, with the complaints 
and redress system.  
 

 
Question 5: What action is needed to ensure that treating patients from 
other Member States is compatible with the provision of balanced medical 
and hospital services accessible to all (e.g. by means of financial 
compensation for their treatment in "receiving" countries)? 
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According to the Watts judgment, patients are entitled to treatment abroad if 
the waiting time is "unacceptably" long. However, the Court did not specify 
what was meant by "unduly long" waiting time nor who was responsible for 
deciding it. In this connection, Danske Regioner wishes to point out that such 
an assessment must be based on clinical criteria, which are defined by the 
individual Member States. 
 
There are large variations in waiting times across Europe. After 1 October 
2007, patients in Denmark will be entitled to treatment in a private hospital or a 
hospital abroad if they are not given an initial consultation and treatment within 
four weeks in the national health service. This applies to elective, non-acute 
treatments, and the waiting time guarantee is to be seen as a service objective 
rather than being based on medical indication.  
 
It is essential that the regions continue to be able to plan treatment strategies 
having regard to the eligible patients and public expenditure. 
 
Free and equal access 
Patients who are willing to travel abroad to receive treatment will often be 
more well-off and more mobile than other patients in the national health 
service. It is important that the Commission examines which patients travel 
under existing circumstances and what the trend will be in the future, 
depending on the proposals for action put forward. It is therefore essential that 
the Commission carries out a thorough health impact assessment before 
adopting any measures. The right to "easy and equal" access to healthcare must 
be guaranteed. 
 
The principle of "easy and equal" access to healthcare services must be 
ensured, and foreign patients seeking treatment in Denmark must be treated on 
an equal footing as Danish citizens, e.g. with respect to waiting times. At the 
same time, it is necessary to ensure that easy and equal access to healthcare, to 
which Danish citizens are entitled under the Danish Health Act, does not result 
in a general deterioration as a result of EU healthcare initiatives/legislation. In 
this regard, Danske Regioner would like to stress that in the case of planned 
treatment in Denmark, it is possible for hospital departments to reject patients 
from another region on the grounds of insufficient capacity, including the 
situation where a department has considerably longer waiting times for the 
treatment in question than other departments or if the particular needs of 
patients in its own region would otherwise be neglected. It is vital that this 



 

Page 12principle is retained. The ECJ has previously ruled that the treatment of 
patients in another Member State should not pose a threat to the overall 
national health system. Patient mobility must therefore not undermine the 
ability of regional authorities to organise, plan, prioritise and conduct cost 
control activities with respect to healthcare.  
 
In order to receive free specialist care in Denmark, a patient needs to be 
referred by a general practitioner (with the exception of ophthalmologists and 
ENT specialists). The same rule applies to hospital services. The Danish 
principle of referral for specialist treatment must be able to continue. 
Furthermore, Danske Regioner would like to point out that that all Danish 
citizens are registered with a general practitioner (GP) or "family doctor", in 
accordance with a list system. The GP functions as a sort of anchor person for 
patients and this system ensures a continuous and consistent approach to the 
health of individual citizens over a prolonged period. This principle underpins 
the health service structure in Denmark and must be maintained and 
accommodated within the framework of an EU initiative.  
 
Financing  
There are marked differences in how the Member States organise their health 
services, and this also applies to, for example, patient charges. The payment 
system needs to be flexible enough to accommodate the structure and 
organisation of the health services in the different Member States. Generally 
speaking, with respect to financing, it should be ensured that the financial 
compensation is channelled back into the health service of the Member State 
which provided the service, so that its financial sustainability can be 
maintained. Moreover, it is important to avoid inappropriate financial 
inducements which can lead to distortions in the supply of health services. 
 
With respect to financing, it is also unclear what is to be covered by the 
financial compensation for treatment. Does the payment include tests and 
preliminary examinations and investigations in connection with treatment 
abroad, or follow-up treatment and check-ups?  
 
 
Question 6: Are there further issues to be addressed in the specific context 
of health services regarding movement of health professionals or 
establishment of health providers in other Member States not already 
addressed by Community legislation? 
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safety, quality, authorisation, training requirements, etc., must apply.  
 
This applies if the patient is treated in another Member State as well as when a 
health provider lives temporarily or permanently in another Member State. 
With respect to seconded service providers, these must comply with the 
legislation of the host country and the agreements that have been concluded. 
With regard to the Directive on the posting of workers, companies which send 
employees to other Member States in the context of providing a service, must 
observe the rules on working conditions laid down in the host country. 
 
With respect to the transfer of medical personnel, it is laid down by law in 
Denmark, as well as by collective agreement, that an employer is not allowed 
to transfer staff temporarily across frontiers without first notifying the 
employee of the changes to his or her conditions of employment. This 
notification must be in accordance with the employee's notice period for 
termination of employment. Should the employee not accept the change, he or 
she can regard their employment as terminated with the associated legal 
effects. An EU health initiative must respect the legal consequences associated 
with the cross-border transfer of employees.  
 
Danske Regioner would like to point out in this context that increased mobility 
of patients and health professionals can generate problems in some Member 
States where there is a critical shortage of professional healthcare staff. With 
this in mind, it may be appropriate to develop a set of European ethical 
guidelines concerning the recruitment and retention of health personnel, 
particularly between the old and new Member states. 
 
. 
Question 7: Are there other issues where legal certainty should be 
addressed in the context of each specific health of social protection 
system? In particular, what improvements do stakeholders directly 
involved in receiving patients from other Member States – such as 
healthcare providers and social security institutions – suggest in order 
facilitate cross-border healthcare? 

 
No comments. 
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systems of the Member States and the different actors within them? Are 
there areas not identified above? 

 
Establishing health networks and forums  
It is important to establish forums, networks, etc. within the Community 
framework that can provide the basis for exchanges of experience, the sharing 
of knowledge, best practice, etc. In this context, Danske Regioner would like to 
point out that such initiatives should reflect the organisation of health services 
in the Member States. In many Member States, responsibility for healthcare 
rests with the authorities at regional and local level, and these levels should 
therefore be guaranteed representation in the forums.  
 
Developing social dialogue in the hospital sector 
Furthermore, the European social dialogue must be developed and utilised. The 
newly-established social dialogue for the hospital sector between HOSPEEM 
og EPSU operates with three broad themes: 
 

• Recruitment and retention of personnel 
• Active ageing 
• Skills development and continuing education  

 
In addition, the social partners have initiated a project within the framework of 
the social dialogue which is intended to promote social dialogue in the new 
Member States.  
 
 
Question 9: What tools would be appropriate to tackle the different issues 
related to health services at EU level? What issues should be addressed 
through Community legislation and what through non-legislative means? 

 
Danske Regioner is concerned that the Commission, in its communication, is 
paving the way for further regulation of health services. It is essential that a 
future initiative in this area does not result in further regulation or 
harmonisation of healthcare.  
  
According to established ECJ case law, the treatment of patients in another 
country must not pose a threat to the overall national health system. However, 
in the actual cases to date, the ECJ has established that these cases did not 
constitute a threat to the financing of the national health services of the 
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could have unpredictable consequences for the national health systems. Before 
moving forward, it is important to conduct thorough analyses of the possible 
impact of actual Community legislation and other regulation in the field. 
 
Danske Regioner therefore takes the view that, in the field of healthcare, tools 
and instruments besides legislation should be used, e.g. the open method of 
coordination. Danske Regioner considers that the open method of coordination 
is potentially a more flexible and useful instrument in the area of healthcare, as 
the method takes the differences in the organisation and structure of the health 
systems in the individual Member States into account. Despite the flexibility of 
the method there are several substantive issues when it comes to using the 
method in the healthcare field because regional and local authorities do not 
posses formal, institutionalised decision-making power in this area. Hence, the 
national authorities are solely responsible for involving the relevant players in 
the process and also for ensuring social dialogue.  
 
In accordance with the principles of the open method of coordination, Danske 
Regioner must therefore call for action, within the European framework, to 
ensure more systematic involvement of all the relevant players and increased 
social dialogue, which will be particularly important within the area of 
healthcare.  
 
In addition, Danske Regioner feels that it is both necessary and appropriate to 
develop measures to help Member States develop their national health services, 
such as research and the setting up og forums for the exchange of experience 
and knowledge. Danske Regioner also calls for methodological development 
and innovation at European level, so that frameworks and methods are adapted 
to the particular requirements of the healthcare environment. An initial part of 
this process should be the introduction of greater transparency with respect to 
the consequences for individual Member States of the EU's healthcare 
measures and initiatives, which means analysing the interplay between the 
national health policies and objectives of the Member States and the 
Community policies to be implemented. This would result in better integration 
of the various policy areas and greater clarity of the mutual spill-over effects.  
 
Yours sincerely,    
 
Bent Hansen   / Janet Samuel 



This paper represents the views of its author on the subject. These views have not been adopted or in any way approved by the Commission 
and should not be relied upon as a statement of the Commission's or Health & Consumer Protection DG's views. The European Commission 
does not guarantee the accuracy of the data included in this paper, nor does it accept responsibility for any use made thereof. 




