
CLWP 2009         ANNEX II 
ROADMAP 
Title of the initiative: Solidarity in health: Reducing Health inequalities in the EU 
Lead DGs: DG SANCO and DG EMPL  
Expected date of adoption of the initiative (month/year): September 2009  
 
PART I – Initial impact assessment screening & planning of further work 
 
A. Context and problem definition 
What is the political context of the initiative? How does this initiative relate to past and possible 
future initiatives, and to other EU policies? 
 

 
The size and scale of the differences in health of people living in different parts of the 
EU and between socially advantaged and disadvantaged EU citizens represents a 
challenge to the EU's commitment to solidarity and equality of opportunity.  
 
The Council's Conclusions on the EU Health Strategy of December 2007 and June 
2008 stressed the need to address inequities in health as an underlying theme. In June 
2008 the European Council underlined the importance of closing the gap in health and 
in life expectancy between and within Member States and called for further work in 
the area.  In July 2008  the Commission Communication on a Renewed Social 
Agenda restated the fundamental social objectives of Europe to achieving 
harmonious, cohesive and inclusive societies and announced a Commission 
Communication on health inequalities for 2009. This communication was also 
foreseen in the Commission White Paper “Together for Health, a strategic 
approach for the EU 2008-2013” of October 2007 (hereafter the Health Strategy) 
which stressed the need to reduce inequities in health between and within Member 
States which pose a challenge to European solidarity and cohesion.  This intention 
was endorsed by the European Parliament in its resolution on the EU Health Strategy 
of October 2008.  
 
Inequalities in health outcomes are fundamentally related to overall social and living 
conditions. Tackling them requires a coordinated response across relevant policy 
areas.  This is the conclusion of the final report of  the WHO Commission on Social 
Determinants of Health published in August 2008 based on an extensive review of 
academic work and the experience of countries in all parts of the world.  
 
Whereas Member States have the principle role in this matter, the EU has a 
responsibility to add value by ensuring that EU policies in areas such as public health, 
employment, social policy and regional policy provide a positive health benefit which 
is distributed fairly between geographic areas and social groups and where practicable 
particularly benefits those most in need.  The EU can  also provide support to Member 
States efforts through policy coordination and promoting development, exchange and 
uptake of good practice. 
 
Some action is already being taken. The EU Strategic guidelines on cohesion adopted 
by the Council in October 2006 highlight the major differences between European 
regions in health status and access to healthcare as the basis for cohesion policy’s 
contribution to healthcare facilities and increasing healthy life years. An EU Expert 
Group on health inequalities and social determinants of health was set up in 2006 to 
help identify and disseminate good practice and exchange experience between 
Member States and other key players, including international organisations. In 2006, 
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Member States agreed within the Open Method of Coordination for Social 
Protection and Social Inclusion (hereafter social OMC). to the objective of 
addressing inequities in access to care and on health outcomes. The persistence of 
health inequalities has been highlighted in Joint Reports on Social Protection and 
Social Inclusion. The 2008 social OMC Communication proposed that the 
implementation of the objectives in the field of healthcare be supported by targets on 
access to healthcare and on health status. A share of the Structural Funds (5 billion 
euros) has also been allocated to support investment in the healthcare sector. 
 

This Communication intends to  build on current EU work under the Health Strategy 
implementation, the renewed social agenda,  the social OMC and the EU Expert Group on 
health inequalities.  It aims to support Member States policies in this area and add value 
through better alignment of EU policies and programmes in key areas such as public health, 
employment regional and social policy and through better mechanisms for policy 
coordination and exchange of practice. 
 
What are the main problems identified? 
 
Inequalities in the distribution of health status and health outcomes; as well as in the effectiveness of  
policies impacting on public health and health services persist between and within Member States. 
Substantial differences in overall life expectancy at birth and in the years lived in good health 
(Healthy Life Years) can be observed across the EU Member States, with individuals in many new 
Member states living shorter lives than their Western counterparts. For example, for women, the life 
expectancy gap between EU countries is 8 years and for men it is 14 years.  
 
Large differences in health status can be observed within Member States according to socio-
economic status, level of education,  place of residence, gender and ethnic group.1 There is a clear 
social gradient in health status. People with a lower level of education, a lower occupational class or a 
lower level of income tend to die at a younger age and to have a higher prevalence of most types of 
health problems2. For example, socio-economic inequalities in healthy life years can amount to more 
than 10 years for men and almost 5 years for women. Similar gaps exist in health between some ethnic 
and migrant groups and the general population.  While overall levels of health have improved over the 
last 20 years the gap between the most advantaged and most disadvantaged has increased in many 
countries.3.Gender can also determine differences in health status, health risks and access to health 
services. Women live on average 6 years longer than men, but most of these additional years are lived 
with activity limitation due to bad health.  The causes of these inequalities are various and include:  
• socio-economic status of the population (income, living and working conditions, education, social 

support systems); 
• health behaviour and life-styles; 

                                                 
1 See the Joint Report on Social Protection and Social Inclusion 2008 
2 "Health inequalities: Europe in profile", Mackenbach J., 2006, carried out for the Conference on Health 
Inequalities organized by the UK Council Presidency in 2005 (see: 
http://www.dh.gov.uk/PolicyAndGuidance/International/EuropeanUnion/EUPresidency2005/EUPresidencyAr
ticle/fs/en?CONTENT_ID=4119613&chk=Xa2sOh) 
Or http://ec.europa.eu/health/ph_determinants/socio_economics/keydo_socioeco_en.htm. See also the "2005 
Annual Report of the European Observatory on the Social Situation: Health Status and Living Conditions" at 
http://ec.europa.eu/employment_social /social_situation/docs/sso2005_healthlc_report.pdf; "Health 
Inequalities: a Challenge for Europe", Judge K., Platt S., Costongs C. and Jurczak K., 2005, at 
http://www.eurohealthnet.eu/images/publications/pu_2.pdf; "The Role of the Health Care Sector in Tackling 
Poverty and social Exclusion in Europe", Tamsma, N. and Berman, P.C., 2004, available at: 
http://www.eurohealthnet.eu/content/blogcategory/101/137; "Promoting Social Inclusion and Tackling Health 
Inequalities in Europe, an overview of good practices from the health field", Stegeman I. and Costongs C., 
2004 at http://www.eurohealthnet.eu/images/publications/pu_3.pdf; the 2003 Social Situation Report at 
http://ec.europa.eu/employment_social/spsi/reports_social_situation_en.htm . 
3 See the forthcoming Social Situation Report in Europe 2008. 

http://www.dh.gov.uk/PolicyAndGuidance/International/EuropeanUnion/EUPresidency2005/EUPresidencyArticle/fs/en?CONTENT_ID=4119613&chk=Xa2sOh
http://www.dh.gov.uk/PolicyAndGuidance/International/EuropeanUnion/EUPresidency2005/EUPresidencyArticle/fs/en?CONTENT_ID=4119613&chk=Xa2sOh
http://ec.europa.eu/health/ph_determinants/socio_economics/keydo_socioeco_en.htm
http://ec.europa.eu/employment_social /social_situation/docs/sso2005_healthlc_report.pdf
http://www.eurohealthnet.eu/images/publications/pu_2.pdf
http://www.eurohealthnet.eu/content/blogcategory/101/137
http://www.eurohealthnet.eu/images/publications/pu_3.pdf
http://ec.europa.eu/employment_social/spsi/reports_social_situation_en.htm
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• environmental conditions 
• and differences in the extent and quality of healthcare services available in each Member state 

which in turn affect citizens’ access to quality health care. 
 
Although inequalities in health between social groups occur in all EU Member states the size of 
difference and the level of inequalities varies widely from one member state to another4.  Differences 
in income levels, social and public health policies and access to health care are likely to explain some 
of these differences. The Member States and regions where disadvantaged groups have greater 
difficulty in accessing healthcare include those with smaller health budgets, insufficient health 
infrastructure, lack of technology or equipment, and  insufficient workforce. This requires an overall 
integrated approach and solidarity efforts to help worse-off countries to modernise their health 
systems. The Structural Funds are already being used for this purpose.  Measures focused at 
improving disadvantaged groups’ access to healthcare will need to be implemented in the wider 
overall context of measures to modernise and increase the capacity of health systems where needed. In 
addition, since the health status of the more disadvantaged groups often affect the national average in 
a disproportionate manner, it raising the health status of these groups within a country will contribute 
to attaining overall improvement in the general population health which may reduce differences 
between countries with higher average health. 
 
In addition to inequalities related with socio-economic factors, large differences in health status – in 
particular in the incidence and mortality of diseases - can be observed between Member States. 
For example, there are 17 times more cases of tuberculosis in Lithuania than in Sweden; heart diseases 
kill 10 times more women in Slovakia than in France; Hungary has an incidence rate of lung cancer 5 
times higher than Sweden's. 
 
Such differences are closely related with different levels of expenditure on health (from 5% of annual 
GDP in Romania to 11% in Germany) and in differences on how health systems are organised and 
match the needs of the population (e.g. differences in the extent and quality of health services 
provided by each Member State). Inequalities between Member States are therefore closely linked 
with the following factors: 
• how national health systems are spread  
• whether or not good quality (and specialised) care is available 
• the provision of health equipment and technology to treat or detect diseases on time (e.g. Austria 

has 11 times more MRI scanners per million people than Slovakia); 
• health workforce available the  scope and effectiveness of public health  policies which in turn 

helps define the health behaviour and life-styles of the population;  
• territorial disparities in access to health services e.g. the territorial closeness of care and 

differences between big cities/sparsely populated regions (two out five people in remote rural 
areas live more than a 30 minutes drive away from a hospital). 

 
The list of causes of health inequalities suggests that a variety of policy areas can contribute to 
improving the situation, confirming the need for an integrated approach as advocated by the Health 
Strategy and the Renewed Social Agenda. 
 
Ethical considerations aside, health inequalities also represent a major loss of human and economic 
potential and are a challenge for EU social cohesion. Recent evidence5 suggests that in the EU the 
aggregate, negative economic impact of socioeconomic inequalities in health is very substantial: about 
€1,000 billion, notably due to a large number of premature deaths and ill-health cases that can be 
attributed to socio-economic factors. Hence, tackling health inequalities would not only lead to large 

                                                 
4 Mackenbach JP et al.  Socioeconomic inequalities in health in 22 European countries.  New England Journal 
of Medicine.  2008: 358;23 p2468-2481. 
5  Mackenbach JP, Meerding WJ, Kunst A. Economic implications of socio-economic inequalities in health in 
the European Union.  http://ec.europa.eu/health/ph_determinants/socio_economics/pub_socioeco_en.htm 
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improvement in population health and well-being, but also imply great economic gains. It would also 
contribute to greater cohesion.  
 
While there is growing recognition of health inequalities in EU Member States, only a handful of 
countries have set explicit policies and objectives to reduce health inequalities. This may be partly due 
to lack of awareness of the scale of problems and knowledge about the results that can be achieved 
through public intervention. It may also relate to the lack of means for systematic measurement, and 
the challenge posed by the need to coordinate policies across sectors and between levels of 
government.  
 
Explain how EU action is justified on grounds of subsidiarity? 
 
Health policy-making, provision of healthcare and actions in the social field generally fall within the 
competency of Member States. The EU can however play a role in supporting and enhancing national 
and regional efforts to tackle health inequalities. In the past fifty years the EU has contributed to 
promoting health, protecting citizens across health threats, fighting discrimination, improving 
working conditions and ensuring social cohesion, which are all important areas for action to tackle 
health inequalities. The EU has a responsibility to guarantee that a high level of human health 
protection is ensured in the definition and implementation of all Community activities.  
 
The EU has also developed mechanisms (e.g. social OMC, the High Level Group on Health Care, and 
the European Community Health Indicators) that promote the monitoring of health and coordination 
of health policies through information sharing and exchange of good practice. Work on social 
determinants of health has helped to map out and share good practice among Member States, linking 
up with international organisations such as WHO and the Council of Europe and research 
developments in this area. Current EU work includes working closely with DG REGIO in helping 
Member States make use of the new opportunities offered by the Structural Funds to invest in Health.  
 
Within its area of competence and supported by shared values, common rules and well established 
solidarity mechanisms (e.g. structural funds), this EU action can provide added value in terms of  
• mapping and monitoring of health inequalities between and within Member States (notably 

through better data collection) and thus raising awareness on the extent and consequences of such 
inequalities; 

• information sharing at EU level and promotion of exchange of good practice through the use of 
policy coordination mechanisms;  

• financial support to Member States (notably through the Structural Funds) in their efforts to 
reduce health inequalities and thus improve solidarity and cohesion across the EU; 

• providing a greater visibility of actions that cannot be achieved by Member States acting alone. 
 
As a result EU action in this area will give the issue of health inequalities higher policy priority at 
EU and national level and foster policy coordination including greater coherence across a wide 
range of policies (health, social, educational, environmental and economic policy Structural Funds).  
 
B. Objectives of EU initiative 
 
What are the main policy objectives? 
The main objective of the Communication is to  set out an EU policy agenda and actions to help 
reduce inequities in health within and between Member States. In this context, the Communication 
aims to: 
 
• Raise awareness about the extent and consequences of health inequalities and to promote the 

tackling of health inequalities as a policy priority both at Community level and in all Member 
States.  
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• Improve the mechanisms to monitor inequalities in health across the EU (between and within 
Member States) by improving data collection via more systematic and comparable information 
that complements existing data on health inequalities and via regular monitoring and analysis.  

 
• Support Member States’ actions to tackle health inequalities notably by highlighting possible 

ways to prevent and address health inequalities, by encouraging greater policy coordination and 
best-practice exchange and through financial support via the Structural Funds.  

 
• Mobilise all relevant EU policies to contribute to reducing inequalities in health by bringing 

together under a coherent framework the work of different Commission services, in line with the 
2008 Renewed Social Agenda and the 2007 Health Strategy. 

 
Does the objective imply developing EU policy in new areas or of strategic importance? 
 
In general these objectives will be attained through a better coordinated and more efficient use of 
existing mechanisms in existing policy areas and through ensuring greater policy coherence of 
relevant policy sectors. 
 
C. Options 
 
What are the policy options? What legislative or 'soft law' instruments could be considered? Would 
any legislative initiatives go beyond routine up-date of existing legislation? 
 
Option 1: No new initiative is implemented. This is equivalent to continuing the current work under 
the social OMC and the Expert Group on Social Determinants and Health Inequalities. Tackling health 
inequalities is a guiding principle of the Health Strategy and a common objective under the OMC. 
Both the implementation of the Health Strategy and the OMC allow for information and best-practice 
exchange between Member States. This option would also imply support for initiatives in this area 
through PROGRESS and the Health Programme 2008-2013. Likewise, the Structural Funds including 
the European Social Fund and the Cohesion Fund would continue to support activities in the public 
health and healthcare areas. 
 
Option 2: In line with the announcement in the Renewed Social Agenda and the Health Strategy,  a 
Commission Communication addressing inequalities in health is issued. The Communication would 
argue the case for an EU policy agenda and actions focussed on reducing health inequalities between 
and within Member States.  
The Communication would raise awareness about inequalities, highlight their economic, political 
and ethical magnitude and, review their underlying causes. It would also support Member States’ 
actions, put forward areas where EU action could bring added value, including improving existing 
mechanisms to monitor inequalities in health across the EU and mobilise all relevant EU policies 
and funds towards contributing to reducing inequalities.;  
 
The Communication would propose a better use and co-ordination of existing mechanisms, such as the 
social OMC, and the Health strategy to ensure information and best-practice exchange. It would also 
promote using EU funding in a way that takes into consideration the need to reduce health inequalities 
between and within EU countries (including disparities between regions, socio-economic groups, 
women and men, as well as urban and rural areas). One important aim would thus be to improve the 
ability of poorer regions to provide access to quality care and centres of excellence. Mobilisation and 
good coordination amongst all relevant EU policies would be important, including health, social 
protection, employment, education, environment, taxation and regional and cohesion policies.  
 
A sub option of 2 would be if the Communication went as far as to propose a set of specific 
Community actions/ a dedicated Action Plan, and specific targets. 
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Option 3: The communication in Option 2 would be complemented with a Commission proposal for a 
Council recommendation setting out the principles for Community and national policies. This would 
highlight the main areas of action and the policy principles to be pursued, would increase further the 
political commitment of all actors without interfering with Member States responsibilities as defined 
by the Treaty 
 
Does the action proposed in the options cut across several policy areas or impact on action 
taken/planned by other Commission departments?  
Tackling health inequalities involves action that cuts across several policy areas including health, 
social (including social protection, access to healthcare and social services), employment, regional, 
environment, agriculture and rural development policies, as well as statistics and information systems. 
 
Explain how the options respect the proportionality principle.  
 
A recent study6 has estimated the scale of societal losses due to health inequalities in EU-25. The 
number of premature deaths amount to about 450.000 a year, equal to a loss of about 7.4 million life 
years. More than 33 million prevalent cases of ill-health can be attributed to health inequalities. 
Average life expectancy at birth and average life expectancy in good health are reduced by 1.84 years 
and 6.98 years, respectively. If the European Union would succeed in reducing all health inequalities in 
Member States by 25%, economic gains would amount to about € 270 billion.  
These numbers indicate the size of the tasks in a policy area where the main responsibility is with 
Member States but Community action can support efforts and improve their ability to address the 
challenges. Better integration and priority setting at EU level can help Member States tackle 
inequalities without large increases in staff or financial resources devoted to these activities at EU level, 
and without interference into their policy responsibilities. In this context, the options are reasonable in 
relation to the extent of the problem. 
 
 
D. Initial assessment of impacts 
 
What are the significant impacts likely to result from each policy option (cf. list of impacts in the 
impact assessment guidelines), even if these impacts would materialise only after subsequent 
Commission initiatives? 
 
All three options can positively contribute to a reduction in health inequalities (notably in terms of 
life expectancy, mortality and morbidity) albeit to different degrees. In view of the current extent of 
health inequalities between and within EU countries, regions and population groups, policies that 
contribute to a reduction in health inequities are likely to have a positive economic impact and 
improve solidarity and cohesion. 
 
Option 1: Under this option, the work under the social OMC and the Health Strategy as well as 
financial support through EU structural funding would continue. Over time information and best-
practice exchange between Member States would result in a higher degree of awareness, 
prioritisation and policy coordination. 
 
Option 2: This option leads to greater awareness raising and to inequalities being put higher on the 
EU and national policy agendas. It leads to a more structured coordination between EU relevant 
policy areas and between policy and funding; and better measurement of health disparities across 
countries, regions and population groups. It would raise visibility and commitment by both the EU 
and Member States by increasing ownership and peer pressure. It would foster closer cooperation 
and policy coordination between Member States. It should lead to synergies in supporting and 
complementing Member States action and reduce duplication of activities. Thus, this option can 

                                                 
6 See http://ec.europa.eu/health/ph_determinants/socio_economics/documents/socioeco_inequalities_en.pdf 
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have a larger and faster impact on health inequalities than option 1 and be more adequate than just 
option 1 vis-à-vis the scale and significance of health inequalities. 
 
Option 3: This option would lead to broader awareness and possibly also stronger policy 
commitment - thus having the greatest impact on health inequalities. However, it would have to be 
prepared in very close cooperation with Member States. Council recommendations notably could 
entail lengthy discussions and the need to water down messages in order to reach consensus.  
 
Could the options have impacts on the EU-Budget (above 5 Mio €) and/or should the IA also serve 
as the ex-ante evaluation, required by the Financial Regulation? 
 
No 
 
Could the options have significant impacts on simplification/administrative burden or on relations 
with third countries? 
 
No 
 
Who is affected?  
 
National authorities in Member States, EU institutions, health stakeholders and ultimately people 
living in the EU. 
 
 
E. Planning of further impact assessment work 
 
What information and data is already available? What further information needs to be gathered? 
How will this be done (e.g. internally or by an external contractor) and by when? What type and 
level of analysis will be carried out (cf. principle of proportionate analysis)? 
 
There is considerable information available from published research and from some Member States 
regarding the scale of health inequalities linked to social economic status. However, comparable 
and systematic data for all EU Member States needs to be improved in order to be sufficiently 
detailed and specific as to support policy responses. Data and analysis on differences between 
Member States and regions in health status and access to healthcare between Member States and 
regions is patchy. More data and analysis would need to be gathered. 
Given the nature of the proposal it will be important to produce a IA focusing on the approach 
chosen, the justification for action, explaining the respective responsibilities of Member States and 
the Union and the issue of subsidiarity, and assessing the potential benefits of setting targets and of 
deepening policy integration. 
 
Which stakeholders & experts have been/will be consulted, how and at what stage? 
 
Member States delegates to the Social Protection Committee, the social partners and relevant 
organisations of civil society and the EU Expert Group on Social Determinants and Health 
Inequalities will continue to provide an input into this work.  
 In the framework of discussions on the Health Strategy, the EPSCO Council, the Parliament and 
the Advisory bodies EESC and Committee of the Regions have been consulted. Also two public 
consultations have been held. 
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