
Gesellschaft für Versicherungswissenschaft und -gestaltung e.V.  

[German Association for Social Security Policy and Research] 
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Community action on health services 

Founded in 1947, the Association for Social Security Policy and Research [Gesellschaft 
für Versicherungswissenschaft und -gestaltung e.V.] brings together a wealth of 
institutions which are actively involved in shaping the social security system in 
Germany.  Members of the GVG include statutory social insurance institutions, private 
insurance companies in the sickness, care and life insurance sectors, service providers in 
the healthcare sector, company social security schemes, trade unions and employers, and 
a number of other socially relevant institutions and researchers.  

In June 2005, the GVG's EU committee issued an opinion on patient mobility and 
developments in healthcare in the European Union1.  The current contribution by the 
GVG reiterates the statements contained in that opinion.  It confirms its endorsement of 
the basic views of the Commission and the Council on the report on the "high-level 
process of reflection": 

* Regardless of their differing health systems, the Member States are faced with 
comparable challenges when implementing common principles (universality, 
solidarity and equality), challenges which improved and targeted European 
cooperation can help solve.  

* Prime responsibility for healthcare systems continues to be the sole preserve of 
the Member States (principle of subsidiarity). 

* Closer cooperation at European level could bring about concrete improvements 
for patients, service providers, contributors and funding bodies.  This makes sense 
and should be done.  

* The additional possibilities for cross-border healthcare provision opened up by 
the judgments of the European Court of Justice  must be concretised and 
promoted and implemented via targeted political measures.  

* Europe-wide solutions and instruments are not needed to achieve this.  Bilateral 
and multilateral agreements between service providers and funding bodies in the 
non-government sector often suffice here.  

The GVG expressly welcomes the fact that patient mobility is also recognised as one of 
the fundamental internal market freedoms open to each and every citizen.  Germany 
passed a number of relevant provisions here in 2004 when the Act updating the statutory 
health insurance scheme was passed.   

The GVG is also working on the assumption that, regardless of the right to seek 
healthcare abroad, medical treatment at home will continue to be the rule rather than the 
exception.  However, use is made of services in other EU Member States, perhaps 

                                                 
1 GVG Information bulletin No 305: "The GVG's position on patient mobility and developments in the 

healthcare sector in the European Union.  Opinion on the Commission Communication of 20 April 
2004, COM (2004) 301 Final [in German]".  



because of limited resources and capacities in some countries or the big differences in 
services and costs between the old and new Member States.  There are not as yet any 
comprehensive and meaningful data on the extent, type and reasons for the cross-border 
use of medical services, which is why the GVG welcomes any initiatives and projects 
that investigate motives, scope and impact.  This is particularly true of improving 
transparency and information.  

The Commission rightly points out that the existing state of affairs should not be 
dismissed out of hand.  When discussing new regulations, we should establish what legal 
provisions already exist and whether regulations currently in force are sufficient to 
guarantee the free movement of patients, service providers and services under 
Community law.  

The GVG thus welcomes the fact that the European Commission has launched a 
consultation process to bring in healthcare organisations and specialists at an early stage 
of discussions and so give them an opportunity to bring their experience and knowledge 
to bear. 



1  Impact of cross-border healthcare 

Question 1: What is the current impact (local, regional, national) of cross-border 
healthcare on accessibility, quality and financial sustainability of 
healthcare systems, and how might this evolve? 

1.1 Patient mobility 

In its Communication, the Commission works on the assumption that there is a relatively 
low rate of patient mobility at present, accounting for around 1% of total public 
expenditure on health provision, but that more patients are interested in cross-border 
health care.  However, they do not take this any further owing to a lack of information on 
options available and a lack of a general reference framework.  

Currently, there are no comprehensive and meaningful data on the cross-border use of 
medical services.  This affects a number of things, including evaluations of future 
potential and the need for action.  The GVG thus takes the view that the main priority 
should initially go to information for patients, service providers and those shouldering 
costs.  

Cross-border healthcare of the non-emergency variety is primarily restricted to 
treatments that can be planned, patients generally preferring to be treated close to the 
place they live.  Reasons include the continuity of treatment, a common language and 
shared knowledge, and the fact that local treatment can, in principle, be arranged at short 
notice.  However, treatment can also be time consuming.  And this is where follow-up 
creates a challenge for treatment abroad.  This is particularly true where follow-up to 
treatment received abroad must be provided in the home country.  These issues are 
important even when local treatment is free of complications.  When complications arise, 
the problems are compounded.  

On the whole, the fact that there is currently little demand for cross-border healthcare 
means that the impact on the accessibility, quality and financial  sustainability of systems 
is virtually negligible.  However, should the trend towards using cross-border health 
services become more pronounced, repercussions might be felt at all levels: 

If the increased use of certain service providers/institutions went unchecked, this could 
lead to bottlenecks in some places whist, in others, service providers would find 
themselves underutilized.  This effect might be felt particularly keenly by highly 
specialised institutions, and there might also be repercussions on the financial 
sustainability of systems.  That said, cross-border healthcare might also have the effect of 
stimulating competition - though it should be borne in mind that the health sector is not a 
"market" in the conventional sense of the word.  

In view of the above, the GVG is of the opinion that Regulation (EEC) No 1408/71 and 
its successor, Regulation (EC) No 883/04 should not in future result in major increases in 
patients moving across borders for healthcare. 

Regulation (EEC) No 1408/71 and its successor, Regulation (EC) No 883/04, regulate 
insured parties' access to healthcare in other EU Member States. Insured individuals are 
entitled to the same services - in terms of type, quality and scope – as insured nationals of 
the Member State in question (though this entitlement may be limited to medical 
emergencies for temporary stays).  Reimbursement of the host state's costs at cost price 
ensures that its financial equilibrium is not jeopardised.  Nor have we seen the financial 
stability of the countries of origin being jeopardised - flows of patients accounting for 



around 1% of total expenditure are simply of a sufficient magnitude to do so. However, 
given the price differences between old and new Member States in particular, there is an 
increasing likelihood of some countries being overly burdened.   

Patient mobility may have a particular impact on accessibility and quality in areas 
popular with tourists, which may see a considerable seasonal increase in demand for 
medical services, demand that cannot be fully met by conventional supply.  However, 
these problems cannot be solved at European level - they must be solved in relation to 
local circumstances in the regions concerned.  

For healthcare close to the border, which is increasingly common in Euroregions, 
cooperation between the regions concerned has resulted in improved accessibility.  As a 
rule, cooperation of this type does not have a negative impact on financial stability, as 
cooperation is based on individual agreements between the parties concerned, any 
increased costs in the provision of care by the neighbouring country being offset by 
savings in running costs.  Consequently, the impact on accessibility and quality is either 
neutral or positive.  

 European assistance in the form of funding has contributed to these positive 
developments and should be continued, as should European funding of exchanges 
of information and experience.  

The ECJ's rulings on patient mobility have opened up new possibilities for treatment 
abroad. Whilst the only real change for in-patient emergency treatment has been in cost 
regulation, in the outpatient sector patients are now entitled to any type of medical 
services abroad without the need for advance authorisation.   

However, virtually no use has been made of these rights to date – the bulk of the 
estimated 1% portion of total costs generated by patient mobility in expenditure terms is 
accounted for by payments falling under Regulation (EEC) No 1408/71.  Whilst we can 
expect greater use to be made of services not covered by Regulation (EEC) No 1408/71 
(reasons including avoiding waiting lists and expectations of higher service standards), 
the above-mentioned reasons for restricted uptake remain valid.  

It should also be borne in mind that the current procedure of cost reimbursement might 
exclude socially disadvantaged people from health systems with benefits in kind from 
being treated abroad, as these people are not generally in a position to initially shoulder 
the costs themselves, and their health schemes make no provision for helping them do so.  
This is particularly true of the new Member States, where much lower income levels 
make advance payment a major obstacle, and where individuals must shoulder much of 
the costs themselves anyway, as reimbursement is contingent upon comparable treatment 
in the country of origin.  

It must therefore be assumed that the volume of treatment received abroad will remain 
restricted for natural reasons.  Close attention must also be paid to the above-mentioned 
social reasons.  

The aim of further developing patient mobility must be to bring about concrete 
improvements for patients, service providers, contributors and funding bodies.  
Community measures make sense, and will be accepted by the individuals concerned, 
only if they generate added value vis-à-vis measures taken by individual states.  The 
following basic principles must be complied with here: 



 *  The different social security and health arrangements in the individual Member 
States must be respected.  

 *  Community measures should not lead to a lowering of either the quality or 
quantity of the services on offer in the individual Member States.  

 *  In principle, Community measures must initially be based on existing legal 
frameworks and instruments.  

 In view of the above, European assistance is needed first and foremost for the 
further development and transposition of Regulations (EEC) No 1408/71 and 
(EC) 883/04, for the promotion of the Euroregions and in connection with 
improved information for patients and service providers.  

1.2 Temporary and permanent provision of services (provider mobility) 

Nor is there much take-up at present of  temporary and permanent provision of services 
in another Member State. Such take-up as there is is in accordance with the rules of the 
country in which the service is provided.  This rule ensures that there are no negative 
repercussions  on the quality and financial sustainability of the countries of provision.  

Directive 2995/36/EC of 7  September 2005 on the mutual recognition of professional 
qualifications makes it easier, as did the laws that came before it, for service providers to 
have their qualifications formally recognised in the Member State in question, and 
ensures - since it is also the professional laws of the host country that have precedence in 
the cross-border provision of services - that quality levels in the country in which the 
service is provided are not undermined. However, since the Directive has not yet been 
transposed into national legislation in all countries, the need for further action remains a 
moot point. 

As regards questions of liability, national legal traditions must be safeguarded.  However, 
prior to the provision of a cross-border health service, it should in principle be 
established that the service provider has sufficient liability insurance.  

 Existing regulations could be supplemented by stipulating that a health-service 
provider operating on a cross-border basis would have to adduce evidence of 
liability insurance.  

1.3 Cross-border provision of services 

In contrast to patient and provider mobility, the mobility of goods and services has seen a 
clear increase, particularly in the case of remote medical services, laboratory work and 
the delivery of medical preparations, surgical products and pharmaceuticals.  National 
legislation is responsible for guaranteeing quality and financial stability here.  The cross-
border provision of services can have a positive impact on access.  However, medical 
services which are purely remote in nature can be no substitute for face-to-face contact 
between doctor and patient.  

 Data security questions should, however, be looked into.  

 Again, the requirement relating to proof of liability insurance applies. 

2. Legal issues 



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? 

On the whole, it should be noted that the "principle of the country of origin", which states 
that service providers are bound solely by the legal provisions of the country in which 
they are based, and according to which Member States may not impose restrictions on the 
provision of services by a service provider established in another Member State, is not 
suited to the field of health.  

2.1 Patient mobility 

Under Regulation (EEC) No 1408/71, the majority of patients use the European Health 
Insurance Card (EHIC) and form E 112 for scheduled medical treatment abroad.  
Treatment may be provided only by service providers who are authorised under the social 
insurance system of the host country concerned.  As a rule, there is a lack of information 
here, as patients do not know which service providers are authorised.  

 Steps need to be taken at European level to find a sustainable and workable 
solution.  A suitable basis could be created in the implementing regulation 
(Regulation (EEC) 574/72).  

Furthermore, in the interests of patients, service providers also need clear information on 
the relevant legal and financial regulations.  Only in this way can Regulation (EEC) No 
1408.71 be properly applied and the EHIC, form E 112 and the like be used as they 
should.  

The relevant steps must be taken in the Member States.  The EU Commission may check 
implementation and, if necessary, initiate Treaty infringement proceedings.  

Healthcare close to the border is primarily a feature of the Euroregions.  It is initiated 
by the competent operators, who generally ensure that the resident consumers and service 
providers are aware of the additional care options available.  This being the case, there is 
no need for specific individual measures at European level.  

 However, European funding for exchanges of information and experience, 
perhaps in the shape of a platform, would be of use to patients, service providers 
and all other stakeholders, and could help with the further dissemination of 
cooperation.  

 Funding could also be made available for language courses for personnel 
employed in the healthcare sector and for exchange programmes between service 
providers in the countries of the border regions.  

The European Court of Justice has ruled extensively on questions relating to medical 
treatment abroad.  Rulings have dealt with the right to treatment, the need for advance 
authorisation (basically always for hospital treatment), when treatment must be 
authorised (if it cannot be provided domestically within a period of time required by the 
patient's overall state of health) and the extent of cost reimbursement.  The ECJ has also 
ruled that certain national provisions concerning access, e.g. the need to consult a GP for 
a referral to a specialist, should be maintained.  The ECJ has always insisted that the 
competence of the Member States be safeguarded in accordance with Article 152 of the 
Treaty, and that due account be taken of financial stability.  



The Federal government has dealt extensively with the ECJ rulings in question and set 
out the criteria for the reimbursement of the costs of treatment received abroad - c.f. 
Section 13 of the SGB V [Social Code, volume V].   However, it should be noted that 
most Member States have not yet transposed the entitlements arising from the EC Treaty 
and EU legislation into national law.  Furthermore, EU citizens often do not have the 
relevant information at their disposal.  

It is essential that service providers have full access to information on the state of health 
of patients from other EU countries.  However, the legal position must be clarified here 
as to what extent patient-based data may be sent via the Internet and what criteria 
regarding data protection and data compatibility must apply.  Nor is it clear whether the 
patient must provide his or her explicit agreement, e.g. in the event of a doctor belonging 
to another health scheme having to be consulted for an expert opinion on the 
interpretation of x-rays.  Patients' rights in terms of liability and legal recourse must also 
be clarified in such situations.  

 A detailed clarification – perhaps in the form of guidelines - of the conditions 
under which health services may be financed and used on a cross-border basis in 
Europe would be useful here.  

2.2 Temporary and permanent provision of services (provider mobility) 

No additional legal clarification is currently required for provider mobility.  This was 
adequately regulated by Directive 2005/36/EC on the recognition of professional 
qualifications, which entered into force in October 2005.  There is no need at present for 
an additional legal framework.  

 Again, however, a detailed overview, perhaps in the form of a set of guidelines, 
would be useful for clarifying the conditions under which cross-border health 
services in Europe may be funded, provided and made use of.  

The networking of competent authorities in the Member States to improve the exchange 
of information on mobile providers of health services should be continued.  

 Access to the Internal Market Information Management System developed by he 
Commission is helpful here.   Existing legal provisions on data protection must be 
complied with here, and data security safeguarded at all levels.  The "Health 
Professionals Crossing Borders" (HPCB) project is also of interest here.  This 
prompted the competent health authorities in the Member States to sign the 
"Edinburgh Agreement" in October 2005 on a single module for the "certification 
of contents under the laws governing the profession".  This will be issued to 
mobile providers of health services by the domestic authorities.  

2.3 Cross-border provision of services 

 For the cross-border provision of services,  a detailed overview, perhaps in the 
form of a set of guidelines, would be useful for clarifying the conditions under 
which cross-border health services in European may be funded, provided and 
made use of. 

As in all instances of cross-border service provision, the rules of international private law 
apply (IPR; Rome I + II).  

 In addition to this, there is the above-mentioned need for legal clarifications 
regarding data protection, data compatibility, use of the internet and patient 



consent, particularly in the field of remote medicine.  An explanation from the 
European Commission might clarify things here.  

The situation must also be clarified regarding patents' rights vis-à-vis  a service provider 
who approaches a third party based in another EU country.  

   Checks should be carried out to see whether all EU Member States feature rights 
vis-à-vis service providers who have legal recourse against a partial provider of 
services.  Deviation from this principle might justify the need to disclose 
information to the patient or consumer.  An explanation from the Commission on 
this point might clarify things here.  



 

3. Responsibilities 

Question 3:  Which issues (e.g. clinical supervision, 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? 

Responsibilities are not different for the different kinds of cross-border healthcare 
described in section 2.2. of the Commission Communication.  

Clinical supervision must, as a matter of principle, be done by the competent authorities 
and institutions of the country in which the service is provided.  The supervision, control 
and monitoring of potential instances of misconduct cannot be done by the authorities or 
institutions of another Member State.  

The competent authorities of another Member State are also responsible for ensuring that 
patients from other EU countries are not discriminated against.  

The redress and compensation schemes to be applied are determined by international 
private law.  IPR regulates these aspects unless the contracting parties have come to an 
agreement to another effect in advance.  

The principle confirmed by the ECJ stating that certain national provisions also continue 
to apply in the event of treatment abroad should also apply in instances where national 
social insurance systems feature legal and practical mechanisms for managing the 
medical treatment of insured parties in order to guarantee a high level of patient care.    

In Germany, this applies in particular to insurance bodies responsible for statutory 
accident insurance which, as with statutory pensions insurance, provide health services 
with a view, intra alia, to avoiding the payment of pensions on the grounds of reduced 
ability to work.  The insurance institution, which must bear the financial risk of the 
failure of a medical measure, must retain the possibility of being able to influence the 
successful outcome of its actions by setting high quality standards and by effectively 
managing care provision.   



 

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? 

In accordance with general legal principles, the only applicable legislation is that of the 
country in which the treatment is provided.  Once a patient chooses to be treated in a 
particular country, he or she will be subject to the legal provisions of the country 
concerned. 

 It should be possible for patients to inform themselves in advance about the legal 
provisions of the country in question.  To this end, the health portal recently 
opened by the EU Commission could and should be expanded as a source of 
information. 

Legal redress for patients is determined by the administrative and social law of the 
country in question and by international private law (cf. reply to question 3 above).  

 In principle, it should be established prior to the provision of a cross-border 
health service that the service provider has sufficient liability insurance (cf. 
above).  

 Any conflicts could and should be resolved using procedures based on the r 
network run by the Member States with the backing of the European 
Commission. 



5. Provision of balanced services for all 

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 (for example, by means of 
financial compensation for their treatment in "receiving" countries)? 

 Responsibility for planning healthcare – particularly in terms of needs and hospital 
management – lies with the Member States.  The above-mentioned seasonal fluctuations 
in the uptake of medical services in holiday areas creates a challenge for the host regions 
in terms of the provision of balanced out-patient and in-patient care.  However, this is 
largely restricted to first aid and, depending on the holiday resort, certain specialist areas 
such as surgery in ski areas or internal medicine and surgery in Mediterranean regions.  

Treatment costs are covered by Regulation (EEC) No 1408/71 and (EC) No 883/04.  
The distribution of payments from the compensation system provided for in Regulation 
(EEC) No 1408/71 to the regions is the responsibility of individual Member States.  Any 
additional costs generated by staff or infrastructure must by paid by the host country in 
question.  There is no need for action at European level.  

A similar approach is used for pensioners periodically resident abroad.  Again, it is up to 
the Member States to ensure that they enrol in the relevant system in accordance with 
Regulation (EEC) No 1408/71 and that the relevant funding flows are distributed 
between the regions concerned.  

Since healthcare close to the border is predominantly based on cooperation 
agreements, the aim of which is to ensure the optimum common use of resources, the 
problem of inadequate access by the domestic population does not as a rule arise.  

Other care provision models are in accordance with ECJ rulings, based on the principle 
of cost reimbursement.  Under certain conditions, service providers may be given 
incentives to give priority to foreigners.  The basic principle is that neither nationals nor 
foreigners should be discriminated against.  It is up to each individual Member State to 
ensure that possible incentives are minimized.  European measures are not needed here, 
and financial compensation between the Member States would be highly problematic 
from the point of view of Community legislation.  



6. Health services: other issues 

Question 6:  Are there further issues to be addressed in the specific context of 
health services regarding movement of health professionals or 
establishment of healthcare providers not already addressed by 
Community legislation? 

The free movement of service providers is sufficiently regulated by Directive 
2005/36/EC on the recognition of vocational qualifications.  There is currently no need 
for further regulation.   

   At the level of delegated legislation, it would be useful to have professional 
organisations draw up European codes of good conduct.   

These codes of good conduct should feature, inter alia, quality assurance measures, 
including commitment to further training and life-long learning. This leads us to the 
European debate about self- and co-regulation at EU level  that forms part of the 
"simplifying and improving the regulatory environment" action plan (COM, June 2002) 
and the draft directive on services in the internal market.  The idea here is that alternative 
mechanisms should be investigated to avoid over-regulation in many fields, including EU 
internal market legislation.  This was made binding in an interinstitutional agreement 
signed in December 2003 by the European Parliament, the Council and the Commission.  

It should also be remembered that the Member States are entitled, in accordance with 
national values and standards, to exclude certain services from the list of services 
covered by social insurance, or to ban them from their territories altogether.  Insurance 
institutions cannot be forced to authorise such services for the purposes of cost 
reimbursement within the meaning of ECJ case law. 



7:  Legal certainty: other issues: 

Question 7: Are there other issues where legal certainty should also be improved 
in the context of each specific health or 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 to 
facilitate cross-border healthcare? 

The EU has no competence as such to shape the health and social security systems of the 
Member States.  The Member States are responsible for ensuring that their systems adapt 
to take account of the requirements of cross-border healthcare.   

National regulations on the possibilities of, and conditions imposed upon, cross-border 
contractual agreements between insurance establishments and service providers - which 
are already a feature of, for example, the German legal system - are as helpful here as the 
improved exchange of information between bodies.  In addition to technical questions, 
we are concerned here with clear and binding rules on data protection.  

Otherwise, the recommendations set out above apply.  



8. European measures 

Question 8: In what ways should European action help support the health systems 
of the Member States and the different actors within them?  Are there 
areas not defined above? 

In June 2005, the GVG gave its views on patient mobility and developments in 
healthcare in the European Union2.  In addition to the joint use of spare capacity and 
cross-border care, it also analysed the proposals about European Networks Reference 
Centres and the evaluation of health technology.  The statements contained in that 
opinion basically still apply.  

8.1 European Networks of Reference Centres (ENCR) 

In an enlarged European Union with ever greater disparities between the Member States 
in terms of size, economic resources and concomitant funding capacities, it is more 
important than ever to guarantee highly specialised medical care in the EU.  Under 
certain conditions, a European initiative could help achieve this.  The freedom of 
movement set out in Article 42 of the Treaty, together with the passive freedom to 
provide services in accordance with Articles 49 to 55 of the Treaty, provide a legal basis 
for the cross-border utilization of health services.   

However, back in 2005 the GVG identified a number of questions that had to be resolved 
before any further headway could be made with the setting up of a network of reference 
centres.  These were: 

* definition of remits, objectives and target groups, 

* quality criteria for the centres, and who decides on these, 

* procedures and responsibilities in selecting centres, 

* relationship between the reference centres and existing initiatives and projects in 
the field of regional and cross-border healthcare cooperation, 

* relationship between the reference centres and existing national and European 
initiatives in the field of research, 

* network costs and funding, 

* access by patients from all EU Member States to the centre. 

Because so many questions remained unanswered, the GVG was unable to make a 
definitive assessment of the proposals to create European reference centres.  It is thus 
only able to formulate general conditions for a network of European reference centres.  
These are as follows: 

* Clear definition of syndromes and clarification of possible impact on care 
structure and on the training and further training of doctors. 
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* The definition of an appropriate level of care for the domestic population must 
remain the sole responsibility of the Member States.  European reference centres 
must promote cross-the-board care, not jeopardize it. 

* National planning sovereignty in healthcare must not be affected by the European 
reference centres.  Any type of central management, perhaps by the targeted use 
of investment funds, should be rejected as a matter of course. 

* EU activities must be restricted to cross-border operations.  The creation of 
European reference centres should not, however be at the expense of existing 
initiatives in the field of regional and cross-border cooperation.  

* Another thing that European reference centres should not affect is national 
sovereignty in regulating research and education or healthcare funding.  The 
development of European reference centres must not jeopardize existing national 
initiatives and structures, such as the centres of competence funded by the 
German BMBF [Federal Ministry of Education and Research].  Instead, it must 
be coordinated with these.  

* The selection of service providers for European reference centres must not be 
politically led but must be done according to the principles of equal opportunities 
and on the basis of pre-defined criteria and minimum standards.  The 
appropriateness of the institutions concerned must be checked on a regular basis.  

* Funding-related questions must be fully clarified.  

These questions have yet to be resolved.  The GVG thus endorses its previous 
recommendations on the subsequent direction of work in terms of concretising an ENCR 
concept: 

   inventory and evaluation of existing initiatives at EU and national level in terms 
of the goals defined (contribution to better-quality and cost-effective care, 
usefulness for patients and healthcare systems, promotion of optimum-quality 
care); 

    depending on the findings, clarify the need for a European initiatives/network of 
European reference centres;  

   should the need arise: draft a blueprint for European reference centres, including 
detailed definitions of targets, scope, quality requirements and rules on funding; 

   the feasibility should also be assessed of incorporating existing national skills 
networks in the field of statutory accident insurance (e.g. for serious accidents 
and accident-relating illnesses) into the blueprint.  

8.2 Realising the potential of innovations 

As regards realising the potential of innovations, the GVG likewise confirms the position 
it took in 2005 and basically welcomes the Commission's idea about improving 
cooperation between the Member States.  

   However, since the basic parameter of healthcare systems different so much in the 
EU, innovations must also be evaluated as a matter of course in the light of the 
system in question.  This also means that assessments are generally only 
transferable in respect of medical effectiveness.  In the field of cost effectiveness 



and social/ethical aspects, assessment are generally not transferable owing to 
differences in the systems.  

    The creation of a central European Health Technology Assessment Database, 
which would bring together HTA reports from around the world, would be an 
important steps towards greater transparency and improved exchange of 
information.  Account should be taken of the existing HTA databases.  The HTA 
database should be open to all reports.  

8.3 Joint body of findings for policy framing 

The GVG has also issued a number of opinions on this in the past.  In December 2005 it 
presented a detailed paper for the first time as part of the Open Coordination Method, in 
which it gave its backing to the use of meaningful indicators that are genuinely 
comparable across Europe.  However, in order to win the necessary confidence in the 
responsible use of indicators, use must be made only of valid indicators that are 
comparable across the EU, and sets of indicators at EU level must be reviewed 
constantly.  

There must be a sufficient range of valid indicators if these are to be useful for research 
purposes. The GVG thus suggested a number or criteria for assessing the suitability of 
individual indicators and sets of indicators in terms of their comparative contents.  These 
criteria are: 

* causality, 

* lack of ambiguity, 

* EU-wide comparability, 

* uniform definition of indicators, 

* comparable data bases, 

* comparable data quality, 

* availability of time series, 

* objectiveness, 

* straightforward data collection, 

* standardised collection of sensitivity indicators, 

* allowance for context, 

* measurement of input and outcome indicators. 

 In the opinion of the GVG, the above criteria are the indispensable precondition for 
indicators that are meaningful and comparable across Europe.  Any proposals to create a 
common basis for policy-making must be measured against these criteria.  

It should also be borne in mind that cooperation of the proposed "observatory" type 
generates added value only if different health systems operate on approximately the same 
level, meaning that the survey preconditions are likewise comparable.  



 Because of the very different basic conditions that obtain in the Member States of 
the Union, the extension of data surveys should thus be put on hold for the time 
being in favour of improvements to the actual provision of healthcare in the 
Member States and in the availability and validity of data.  

8.4 Health Systems Impact Assessments 

The GVG is following the introduction of the HSIA as part of the efforts to improve 
legislation in Europe with particular interest, and will make an active contribution to the 
relevant discussions about procedures and findings.  



9. Tools 

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? 

Enhanced and targeted European cooperation can bring about concrete improvements for 
patients, service providers, contributors and  insurance institutions alike.  This being the 
case, the challenge is to ensure that Member States remain responsible for the provision 
of high-quality healthcare whilst simultaneously using existing instruments under 
Regulation (EEC) 1408/71 (and the law that succeeded it, i.e. Regulation 883/04) and 
cross-border healthcare in neighbouring regions, and to concretise and promote the 
additional possibilities for cross-border healthcare opened up by ECJ judgments.   

However, there are not as yet any comprehensive or reliable data on the extent, type and 
reasons for the cross-border uptake of medical services. The GVG thus welcomes any 
initiatives and projects that investigate motives, scope and impact.  The GVG thinks the 
main priorities are as follows: 

 Information for patients, service providers and stakeholders shouldering costs.  
Measures at European level, e.g. expanding the EU health portal in an appropriate 
fashion, could make a valuable contribution here.  

 Transposition of the rights accorded by ECJ rulings to the general public into the 
national legislation of those Member States which have so far failed to do so.  

More specifically, the GVG suggests the following measures: 

 As regards the further development and transposition of Regulation (EEC) No 
1408/71 and (EC) No 883/04, care should be taken to ensure that, at European 
level, patients know which service providers are authorised.  A sustainable and 
manageable basis for this could be created using implementing Regulation (EEC) 
no 574/72.  

 It should also be ensured at Member State level that, in addition to patients, 
services providers also have clear information on legal and financial regulations.  
Only in this way will it be possible to ensure that Regulation (EEC) No 1408/71 
is applied as it should be and that the EHIC, form E 112 and the like are used to 
their full potential.  

 European assistance for the Euroregions should continue.  This means backing 
for exchanges of information and experience, e.g. platforms, language courses for 
personnel in the health sector and employee exchange programmes between 
service providers in the countries of the border regions in question.  

 Even though the ECJ has ruled extensively on questions relating to healthcare 
abroad, and the federal Government has set out the preconditions pertaining to 
cost reimbursement in the event of treatment abroad (Section 13 of the SGB V), it 
is a fact that the requirements arising from the EC Treaty and jurisdiction have 
not been transposed into national law in most Member States.  Close attention 
should thus be paid to whether Member States have in fact transposed judgments 
into national law.  



 Furthermore, EU citizens often do not have the right information at their disposal.  
Clarifications are also required regarding access to patient data for service 
providers and the legal entitlements of patients in the event of use being made of 
service providers who are governed by another legal system.   It would thus be 
useful to have an overview – perhaps in the form of guidelines - of the conditions 
under which cross-border health services are financed and made use of in Europe.  

 Patients should also be able to inform themselves in advance about the legal 
provisions of the country in which the treatment will be provided.  To do this, the 
EU health portal must be expanded.  

 The freedom of movement of service providers is sufficiently regulated by 
Directive 2005/36 on the recognition of vocational qualifications.  However, it 
would also be useful here to have an overview - perhaps in the form of guidelines 
- of the conditions under which cross-border health services are financed, 
supplied and made use of.   

 Rules could also be passed to the effect that a provider of health services 
operating on a cross-border basis must be able to adduce proof of liability 
insurance.  

 At the level of delegated legislation, it would be useful to have professional 
associations compile European codes of good conduct. 

 Access to the Internal market Information Management System developed by the 
Commission and the module developed jointly by Member States authorities for 
"certification of contents under the laws governing the profession" are helpful in 
conjunction with an improved exchange of information on health-service 
providers operating across borders.  

 Again, for the cross-border provision of services, it would be useful to have an 
overview of the conditions under which such services are funded, supplied and 
made use of in Europe.  In addition to this, there is a need, particularly in the field 
of remote medicine, to clarify a number of points regarding data protection, data 
compatibility, the use of the Internet and patient consent.  Again, the liability 
requirements and patients' entitlements to legal redress are unclear.  Explanations 
by the European Commission could clarify things here.  

 Legal redress mechanisms for patients derive from national administrative and 
social law and from international private law.  In addition to this, conflicts could 
and should be resolved using procedures based on the SOLVIT network run by 
the Member States with the backing of the European Commission. 

 As regards the proposed European Networks of Reference Centres, numerous 
questions must first be resolved in terms of objectives, remit, patient value, 
quality requirements and funding regulations.  

 As regards realising innovation potential, a centre European Health Technology 
Assessment Database would be an important step towards greater transparency 
and an improved exchange of information.  

 As regards the very different circumstances encountered in the Member States, 
top priority must go to improving actual medical care in the Member States and 
the availability and validity of data.  Only then can common ground be found 



for framing policies based on a sufficient volume of indicators that are valid and 
comparable across the EU.  To this end, the GVG has developed test criteria that 
should be applied to all proposals for finding common ground.  

 The introduction of the Health Systems Impact Assessments, which form part 
of the effort to improve the regulatory environment in Europe, is being followed 
with great interest by the GVG, which will play an active role in discussions on 
the relevant procedural questions and findings.  
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