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Foreword 
 
 
Since the beginning of my mandate as the Commissioner for health and consumer 
affairs, one of my principal aims has been to see citizens’ health put at the centre of 
Europe’s political agenda. 
In this task the Commission cannot act alone: we need to work together with the 
Member States, the European Parliament, the scientific community and civil society 
and reach all the way through to the local level, because that is where the 
repercussions of good – or bad – health policy are ultimately felt. 
Health policy can only be developed in a meaningful and relevant way if people 
whose quality of life the policy aims to improve are involved in shaping it. 
In a world where technology has exponentially increased the amount of information 
available, Europeans are more informed than ever before. Increasingly well-educated 
and well-informed citizens expect to become more directly engaged with issues that 
concern their or their families’ health and healthcare. To reflect this, civil society in 
the health sphere is increasingly organising itself at European level and its influence 
is growing. 
An informed and active civil society can play a key role in ensuring that citizens’ 
concerns are heard in health policy-making. In addition, civil society organisations 
contribute to promoting health, informing and supporting patients and raising 
awareness about health-related issues. 
I am therefore very pleased to see that stakeholders in the field of health are keenly 
participating in EU health policy and making their voice heard – the success of the 
Open Forum 2005 is a proof of that. We aim to continue strengthening citizen 
participation in our health policy making – I hope to be able to count on your support 
on this in the future. 
 
 
 
 
 
 
 

 
 

Markos Kyprianou 
Commissioner for Health and Consumer Protection 
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Open Health Forum

Health challenges and future strategy

7-8 November 2005

Charlemagne Building of the European Commission
Rue de la Loi 170, Brussels

PROGRAMME

Plenary session: room CHAR S3
Working languages: 

English, French, German
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PROGRAMME

7 November 2005

Venue: Charlemagne Building
In English

17.30-18.30 Registration

18.30-18.45 Welcome to the participants
Mr Robert Madelin, Director General, 
European Commission, DG Health and Consumer Protection  

18.45-20.15 Networking buffet

8 November 2005

Plenary session: room CHAR S3
Working languages: English, French, German 

09.00-09.15 Arrival of participants

09.15-09.40 Opening of the conference
Mr Robert Madelin, Director General, 
European Commission, DG Health and Consumer Protection

09.40-09.45 General introduction
Mr Philippe Brunet, Deputy Head of Markos Kyprianou's cabinet

09.45-11.10 Plenary session: Health challenges and future strategy: 
does Europe matter?

Introduction to the panel: Ms Imogen Sharp, Head of Health
Inequalities Programme - UK Presidency of the EU, Department
of Health, England
Panel discussion between Ms Imogen Sharp, Head of Health
Inequalities Programme - UK Presidency of the EU, Department
of Health; Dr Yves Charpak, World Health Organisation (WHO)
Regional Office Europe; Professor Martin McKee, London School
of Hygiene & Tropical Medicine; Mr Derek Rutherford, Eurocare
Secretary; Mr Aidan O’Shea, PGEU past-President, Community
pharmacist 
Chair: Ms Zsuzsanna Jakab, Director of the European Centre for
Disease Prevention and Control (ECDC)
General discussion with the attendees

11.10-11.30 Coffee-break
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11.30-13.00 Parallel sessions:
1) Development of the EU Health Strategy

Parallel session 1: room S3
Working languages: English, French, German 

The aim of the session is to discuss the recent Commission
Health and Consumer protection strategy and the proposal for a
Community Health and Consumer programme and to address
participants’ specific priorities and concerns. A debate on NGOs’
participation in the new programme could also be envisaged.

2) Health products: Pharmaceuticals and medical technology

Parallel session 2: room S2
Working languages: English, French, German

The main theme of this session will be to address how to
enhance the involvement and influence of stakeholders with
regard to pharmaceuticals, medical devices and products of
human origin in the light of the recent developments in these
areas.

3) Health services

Parallel session 3: room S1
Working languages: English, French, German 

This parallel session should address the latest developments in
health services. Facilitation of European cooperation on the field
of health services is needed, whilst respecting the
responsibilities of the Member States in this area. 

13.00-14.30 Lunch break

14.30-16.00 Parallel sessions (continuing)

16.15-17.30 Report back from the parallel sessions, 
discussion and conclusions
Chaired by Mr Fernand Sauer, Director
European Commission, DG Health and Consumer Protection 
Rapporteurs of the parallel sessions tbc  
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Introduction to the Parallel Sessions

The parallel sessions are the key interactive elements of the Open Health Forum. 
They provide an overview of the key EU policy framework on specific issues and offer 
an opportunity for conference delegates to participate actively in debate. 

Parallel Session structure

The Open Forum brings together a large number of participants and the parallel
sessions are designed to meet the needs and interests of the range of people that
will attend the event.

Participants are invited to choose which parallel session they want to attend based
on the brief overview in the following pages. All three parallel sessions will use the
same methodology and similar formats.

The parallel sessions are divided into two distinct sections, a morning session from 
11.30 – 13.00 and an afternoon session from 14.30 – 16.00. 

The focus of the morning session will primarily be a factual overview of the key
EU legislative or policy initiatives on the workshop theme. This will allow
participants to get up to date with the latest developments at EU level. 

The afternoon session will be interactive and allow more in-depth debate and
discussion of the topics. The debate will be facilitated and will focus on 2-3
questions that will be highlighted by short statements from a panel by speakers with
differing viewpoints. 

Participants at the Open Forum will be able to attend the morning session of a
parallel session where they want to learn more about an issue and select the
afternoon session according to the topics on which they would like to contribute to
the debate.

All participants will have an opportunity to ' vote ' during the parallel sessions on the
key statements that are put forward for in each parallel session. Each participant will
receive coloured stickers that will be used for an informal voting process that will
take place at the end of each morning session. The audience will be asked to vote
on a scale of 1-5 (strongly agree to strongly disagree) on their agreement with the
statements. The results of the informal votes will be used as a basis for the debate
in the afternoon session.

Report to plenary

The essence of the parallel sessions’ discussions will be reported back to the plenary
session and will also be published in the report of the Open Forum. The parallel
sessions’ rapporteurs will share the results of the informal voting processes on the
key statements and any subsequent changes in position following the debate. 
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Parallel Session 1: 
Development of the EU Health Strategy

Objective

Public health first appeared as an explicit policy area in the EU Treaty in 1992. In
the past decade there have been significant milestones in the development of health
policy at EU level. The creation of a Commissioner and DG for health and consumer
policy (DG SANCO) in 1999 was followed by the adoption of the Public Health
Programme in 2002. A public consultation in 2004 on a proposed EU health strategy
elicited two hundred responses, which provided a basis for a proposal for a new
Health and Consumer protection programme for 2007-2013.  The aim of this
workshop will be to gather a range of views on what should be the key building
blocks of a broad EU Health Strategy which is expected to be published in 2006.

Morning Session

Speakers from the European Commission, Parliament and Member States will be
asked to set out their views on what is the appropriate role for the EU in health
policy. Although most European countries face similar health challenges such as
demographic change, rising levels of chronic disease and healthcare costs and
significant health inequalities, there is no consensus on what added value the EU can
bring in helping to tackle these issues. The growing threat of an influenza pandemic
is an obvious and practical example of how the EU and national authorities need to
work together to protect human health.  

Afternoon Session

The debate will explore how much consensus can be created to build a shared
vision of the European role in health. The European Commission has already a
number of initiatives in place or planned on key health determinants such as
tobacco, alcohol consumption, mental health, food and nutrition and combating
HIV/AIDS. The discussion will look at how these could fit into an EU Health Strategy.
Panellists will provide opinions about whether the EU should focus on areas of
greatest need, e.g. pan European threats and causes of ill health or on issues where
there is the greatest potential impact, e.g. where economies of scale are critical. 

Steering Group

The steering group for this Workshop consists of: the European Public Health
Alliance (EPHA), Eurohealthnet, Mental Health Europe (MHE) with additional input
from Europa Donna and the European Committee for Homeopathy (ECH). The
interests and expertise of those Associations will be reflected in the speakers and
will inform the debate that follows.
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Parallel Session 2: Health Products: 
Pharmaceuticals and medical technology 

Objective

The European Union plays a pivotal role in the regulatory framework for
pharmaceuticals and medical technology. Public health and patient safety are
two key aspects of the way that these products are regulated and used. In addition
competitiveness and innovation are also important elements. However, there
have been some recent examples of failure in the system; some products have
caused harm and some have failed to deliver benefits. Balancing cost with
availability of innovative products remains an important issue. The aim of this
session is to answer the provocative question of whether citizens can trust the
system which regulates pharmaceuticals and medical technology products and what
the EU could do to further enhance confidence in these sectors. The theme
throughout the workshop will be how to balance the harm/benefit equation for
pharmaceuticals and medical technology while retaining a competitive industry.

Morning Session

The first session will set out a broad overview of the EU regulatory framework
including the key changes brought in by the Review of the EU pharmaceutical
legislation (completed in 2004), and the planned 'New Approach' to regulating
medical devices and technology. Reference will be made also to the “New Industrial
Strategy for the Pharmaceutical sector” and other relevant policy and legislative
initiatives. Institutional speakers will focus on patients, in particular the ways in
which the regulatory framework ensures that both pharmaceuticals and medical
technology products reach the patients in a safe and effective manner. 

Afternoon Session

The facilitated debate in the second session will look at the issue of new products
and review how innovation and added value are measured and how efficacy and
safety are assessed. The question of tracking the safety of existing products and
medicines will also be discussed through the pharmacogivilance and post-
marketing surveillance systems. Finally the workshop will examine the importance
of information as a key factor underpinning public trust. The debate will focus
on how the EU can develop an information strategy that will ensure good quality,
timely, objective, reliable and non-promotional information for health providers,
health professionals and patients. 

Steering group

The steering group for this Workshop consists of: Pharmaceutical Group of the
European Union (PGEU), Health Action International (HAI), European Federation of
Pharmaceutical Industries and Associations (EFPIA), European Medical Technology
Industry Association (EUCOMED), European Association of Pharmaceutical
Wholesalers (GIRP). The interests and expertise of those Associations will be
reflected in the speakers and will inform the debate that follows.
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Parallel Session 3: Health Services

Objective

It is well known that the inclusion of health and social services in the draft
Directive on Services in the Internal Market (COM(2004)0002) has caused
considerable anxiety amongst the health community, with most health sector
stakeholders calling for clarification of the inclusion of health services and some
calling an exclusion of health from the draft Directive entirely. The aim of this
session is to elucidate some of the issues underlying the anxiety about health
services within the internal market and to explore selected aspects in greater detail
in order to stimulate a debate between the participants.

Morning Session

The first session will consist of three presentations by experts from health practice,
academia, and politics which seek to set out the key issues of health services within
the European Union’s internal market. The first speaker will present an overview
of social and healthcare services in the context of the draft legislation on
services in the internal market. Building on this background the following speakers
will look in greater detail at the way in which the issues of care quality, patient
safety and access to health services can be addressed in the European Union. 

The first session will close with the presentation by the facilitator of two statements
which raise the question the extent to which Europe can ensure a safe health care
system in the EU and the extent to which a greater choice of healthcare providers
can improve healthcare across Europe.  

Afternoon Session

Building on the votes of the audience in the first session, the second session will
begin with short contributions from experts which will kick off the debate. The
purpose of the debate is to tease out some of the thorny issues involved in opening
an internal market to health services whilst ensuring that such services meet the
highest standards of safety and quality and ensuring that all European citizens have
equal access to such services. Following the debate the audience will be asked to
revisit their previous votes. 

Steering group

The steering group for this Workshop consists of: EHMA (European Health
Management Association), AGE (the European Older People’s Platform), EFN
(European Federation of Nurses Associations), CPME (Standing Committee of
European Doctors), EPSU (European Public Services Union), EHTEL (European
Health Telematics Association) and ESIP (European Social Insurance Platform). The
interests and expertise of those Associations will be reflected in the speakers and
will inform the debate that follows.
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Executive Summary 
 
The European Commission awarded the contracts to organise the three parallel sessions at the EU 
Open Health Forum to EPHA following a competitive tender in June 2005. The contracts were signed 
on 2 August 2005 and the session took place on Tuesday 8 November 2005 at the Charlemagne 
building within the framework of the Open Health Forum meeting.  As the contractor, EPHA had full 
responsibility for the successful delivery of all three sessions, although sub-contracting agreements 
were made with the Pharmaceutical Group of the EU (PGEU) for session 2 and with the European 
Health Management Associations (EHMA) for session 3. 
 
A website was established as a communication and coordination tool and an invitation issued to all 
members of the EU Health Policy Forum to express interest in joining steering committees for the 
sessions. 
 
The preparation for each session included the creation of a steering committee, development of the 
agenda and interactive mechanisms, invitations and briefing for speakers, drafting of background 
documents. During the Open Health Forum the contractor ensured that there was full logistical support 
for each session including liaison with the SCIC translation and conference service on room layout and 
equipment, logistical support for the chair, speakers and rapporteur. Additional staff were made 
available to hand out the voting slips and tally the results. For each session a rapporteur was also 
provided who made a report back to the Plenary session and drafted the written report for submission 
to the Commission.  
 
The sessions had a number of objectives:  
 

• to provide an opportunity for a structure debate on key themes 
• to allow participants to express their opinions 
• to facilitate exchange between stakeholders.  

 
Although a formal evaluation of the Open Health Forum and the parallel sessions has not yet been 
carried out, it is clear that the sessions largely met these key objectives.  
 
The sessions were the result of close and constructive collaboration between the members of the 
steering committees which were established following an open and transparent call for expressions of 
interest. The steering committees ensured that a balance of viewpoints was represented but also lead 
to compromises on the approach to the session themes and on the number of speakers. During the 
sessions it became clear that fewer speakers or panel members might have allowed more space and 
time for debate. Nevertheless, the sessions featured lively discussions, votes on key questions and 
input by a range of participants. 
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Report on Parallel Session 1: Development of the EU Health strategy 
Chairs: Ms Janice Cave, Royal Society for the Prevention of Accidents (RoSPA), Mr Clive Needle 
(Eurohealthnet) 
Rapporteur: Ms Lara Garrido-Herrero, European Public Health Alliance (EPHA) 
 
Overview of the debate 
The session started with viewpoints from two Member States, Lithuania and Finland (EU Presidency in 
late 2006). Both countries stressed the importance of subsidiarity but clearly identified potential for 
cooperation on European issues with an international dimension such as quality standards, safety, 
sharing information and capacities. Added value was available in the political and social dimension of 
health as well as through increasing knowledge. But the EU mandate in healthcare services and patient 
mobility must be clarified. Two differing opinions were offered by Members of the European Parliament 
(MEP). Mr Miroslav Mikolasik (Slovakia) highlighted demographic change and a potential influenza 
pandemic as good reasons for EU cooperation but limited funds should be used in ways that can 
achieve the greatest impact.  Ms Dorette Corbey (the Netherlands) stated that there is an inherent 
contradiction to be overcome. Health is legally and politically a national issue and the recent ‘no’ votes 
to Constitutional Treaty in France and the Netherlands show that citizens do not want Brussels 
interfering in their lives too much. But, people expect a lot from Europe and health matters a great deal 
to individuals. The EU should therefore motivate Member States to cooperate rather than compel them. 
Health needs to be taken seriously by the European Commission. The Directorate-General for Health 
and Consumer Policy (DG SANCO) has to get out of its own policy arena, show real leadership and 
greater focus. All EU policies should contribute towards health or be changed or withdrawn. This 
means coherence – no more subsidising of unhealthy foods, tobacco growing or failure to limit 
pollution. Funds from the future seventh scientific Framework Research Programme (FP7) could be 
used to tackle differences in health outcomes across Europe and to reveal more about diseases.  
 
A speaker from DG SANCO explained how the results of the 2004 public consultation on health 
strategy had been integrated into the proposal for a new Health and Consumer Programme for 2007-
2013. A number of strong messages had been received, largely from NGOs: mainstream health, 
promote good health and prevent ill-health, allocate greater financial resources and involve 
stakeholders more closely, tackle inequalities and take on a stronger international role. The framework 
for the new programme reflects these inputs.  
 
A representative of the European Investment Bank (EIB) outlined the types of major financing it 
provides to the new Member States and the Balkan countries. Because of the lack of Community law in 
public health, during the accession process very little attention was paid to health by the European 
Commission or by the national governments whose goal was to meet the legal requirements for EU 
membership.  He noted that healthcare is not the same as health status and health infrastructure is 
more than just healthcare. The goal is to invest in health in ways that will maximise positive impact on 
health outcomes. The EIB is increasing funds in the new Member States to tackle the unintended 
consequences of accession, particularly on socio-economic inequalities and ill-health.  
 
Results of the vote 
The session used several different mechanisms to enhance participation. All delegates received a 
voting slip with three statements where they were asked to record on a 1-5 scale their agreement or 
disagreement, on the reverse side they were invited to complete the sentence  
“What I want to see from the EU in health policy is …..” .  
 
A total of 108 voting slips were returned, seventy of which suggestions for EU policy priorities. Each 
participant was also issued with green and red cards to be used for impromptu votes to assess the 
level of agreement among the audience.  
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The results of the vote showed a high level of consensus among the session participants:  
 
• The EU should focus on the basic challenges facing European societies: over 90% strongly agreed 

or agreed 
• The EU should focus on ways it could have the most impact on individual health: 70% agreed or 

strongly agreed and 18% expressed no opinion 
• Information should be the key focus of the EU health strategy: over 80% strongly agreed or agreed.  
 
The comments made by participants were summarised under 5 key headings that were picked up in 
the afternoon debate: 
Governance and powers of the EU: standards, quality, transparency, mainstreaming across all EU 
policies, consultation, funding, international role of the EU.  
Evidence-based approaches, information and data collection, exchange of good practice, the role of 
science, health professionals. 
Determinants and settings: health promotion initiatives in workplaces and schools, gender issues, 
tackling the ‘causes of causes’ of ill health, inequalities, a physical and socio-economic environment 
that contributes towards good health. 
Rights: citizen and patient’s rights especially in terms of access, quality, treatment and information. 
The role of Complementary and Alternative Medicines (CAM) in individual health and choices. 
 
Recommendations for EU action 
 
The panellists and audience engaged in a lively debate with informal votes being taken to indicate the 
general agreement with the points being made. Strongly support was shown for the following:  
 
• EU action can act as a catalyst for action at national level –e.g; comparable data can reveal gaps 

and information about what works can be adapted.  
• Independent evaluators of earlier health programmes called the Public Health Programme a 

‘critical mass of initiatives’ but criticised the fact that the results are largely with the scientific 
community and are not grounded in wider civil society. Continuity is needed in terms of approach 
and funding, e.g; many projects set up networks or databases – but who maintains them after the 
project finishes? 

• Public health is about long term change – with a timeframe for results of 15-20 years. It means 
investing in community engagement and individual empowerment and support. Health information 
campaigns are not the solution. 

• Citizens have high expectations from Europe and on health. Policies with a real impact on 
people’s lives must get priority. There are concerns about the unequal match between the health 
community’s efforts to increase the uptake of information about healthy lifestyles and the financial 
power of commercial industries to advertise and market their products. The workshop voted to 
mandate the Commission to regulate to curb advertising – particularly aimed at children – as a 
matter of urgency. 

• Complementary and Alternative Medicines (CAM) is a fast growing health sector across Europe. 
This raises issues of equity, access, safety and efficacy. The workshop voted that the European 
Commission should address CAM issues in its policy work. 

 
Finally, there was an unanimous vote in favour of an Open Health Forum in 2006.  
 
 
 
 
 



 European Public Health Alliance  Final Report 6 
 
 

 
european public health alliance a.i.s.b.l. 

39-41 rue d'Arlon B-1000 Brussels Belgium. Tel. +32 2 230 3056 Fax +32 2 233 3880 
Email epha@epha.org Website http://www.epha.org 

 
Report on Parallel Session 2: Health products, pharmaceuticals and medical technology 

 
Chair: Mr Vittorio Silano, Ministry of Health, Italy 
Rapporteur: Mr Dirk Broeckx, Pharmaceutical Group of the European Union (PGEU)  
 
Overview of the debate 
 
The first speaker from the European Commission’s Directorate-General for Enterprise (DG Enterprise) 
highlighted the key changes resulting from the 2004 review of EU pharmaceuticals legislation. These 
include a widened scope and improved flexibility of the centralised procedure, greater coordination in 
the mutual recognition procedure and strengthening of pharmacovigilance. A second presentation from 
DG Enterprise outlined the fast-evolving medical devices sector comprising a wide range of products 
from the simple to the technologically very complex. The Medical Devices Directive presented no real 
problems, but there are inconsistencies in its implementation at Member State level. The review of the 
Directive is an opportunity to update definitions, clarify requirements and increase transparency; the 
issues relating to the reprocessing of “single use” devices will be addressed separately.  
 
A representative of the European Medicines Evaluation Agency (EMEA) explained that their Roadmap 
to 2010 was aimed at improving patient safety, not least by a more proactive approach to post-
marketing surveillance. The “real-life” post-marketing situation is a complex challenge. New medicines 
are exposed to a large number of patients, often taking several medicines. The Eudravigilance 
Database is a valuable resource and an important instrument for collecting information for effective 
monitoring. The EMEA is working on a strategy to make sure that the right information is communicated 
effectively by using a coordinated media strategy.  
 
The first issue for panel discussion was the value of new products and what constituted real innovation. 
The benefit of medical technology innovation, in the field of hip replacement and defibrillators, for 
example, was obvious. The importance of improving the EU environment for science based-industries 
was underlined. Innovation was defined as abroad concept; a suggestion that innovation could only be 
defined as something that produced the same results at lower cost, was also made. Cost is an 
important factor but true innovation could be a medicine that is more efficacious, has fewer side effects 
or is in a dose format that considerably improves adherence. On the other hand modest innovation at 
high cost was not considered acceptable. Health Technology Assessment (HTA) was referred to as an 
important instrument to address this challenge. Cooperation between national authorities was therefore 
an important resource. The point was made that there is an urgent need for an explicit recognition by 
policy-makers that good health stimulates economic activity. This long-term benefit should be taken into 
account when setting annual healthcare budgets. 
 
The second issue was whether enough is being done on post-marketing surveillance. There was a 
consensus that more must be done to motivate health professionals to report Adverse Drug Reactions 
(ADR) and to highlight this as a professional responsibility. One possible solution could be “no fault” 
reporting. Experience showed that direct reporting by patients’ should not be underestimated as a 
helpful instrument to receive early “signals”. The importance of providing health professionals with 
relevant and independent information on post marketing surveillance data, was also raised.  
 
Information for patients was the third topic. Patients have to be recognised as partners in decisions on 
treatment if improved therapeutic outcomes are to be achieved. Accessible, accurate, objective and 
understandable information is vital in this regard, especially for elderly patients. Public and patient 
dependence on websites that are often unreliable or inaccurate was identified as an issue to be 
tackled. The EMEA, patient support groups and health professionals have important roles to play in 
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 advising patients about reliable sources of information including reliable websites. Manufacturers were 
also referred to because they know more about their products than any other party.  
 
Focusing on therapeutic areas rather than on individual products and pre-moderation of the information 
by independent experts, including communication experts and authorities was suggested as an option 
to achieve this. 
 
Results of the vote 
Voting took place before the afternoon session, a total of 40 votes were cast. 
• 45% were “undecided” on whether the EU Regulatory Framework rewards real innovation, while 

30% disagreed   
• 80% agreed or strongly agreed that the EU should encourage Member States to share HTA 

methodologies and results, while 15% had no opinion.  
• 62% of the voting participants agreed or strongly agreed that the new EU regulatory framework will 

ensure more effective pharmacovigilance, only 10% disagreed.  
• 85% agreed or strongly agreed that “More effort should be made to improve reporting in both 

primary and secondary care” and 10% had no opinion. 
• 80% agreed or strongly agreed that “The EU should ensure that information to patients on 

prescription-only medicines and medical technology is not of a promotional nature”, 12 % had no 
opinion. 

• 75% agreed or strongly agreed that “The provision of objective, accurate and understandable 
information to patients on health, therapies and medicines should be seen as a key priority for 
national and European Institutions in implementing their health policy”, while 10% disagreed.  

 
Recommendations for EU action 
Although there was not enough time for an in-depth debate on the wide range of issues raised in the 
session, there appeared to be a consensus on the following points: 
- Dialogue between stakeholders and regulators is important to address outstanding issues in 
pharmaceuticals and medical technology   
- Coordination at EU level to share methodologies and results of health technology assessments would 
provide important benefits 
- Under-reporting of Adverse Drug Reactions by health professionals should be vigorously addressed in 
a constructive and motivational manner. 
- Regulatory bodies for medicines and medical devices should make every effort to ensure that health 
professionals are in a position to provide reassurance and advice to patients when information that may 
cause public concern is released. 
- A collaborative approach among all parties, including manufacturers, should be adopted to meet the 
challenge of better information to patients on medicines and medical devices.  
- Experts including communication experts and authorities should make sure that information on 
medicines is understandable, objective, accurate and up to date.  
- The EMEA should inform and advise on reliable information sources, including appropriate websites 
for obtaining accurate, objective information. 
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Report on Parallel Session 3: Health services 

Chairs: Mr Brian Synnott, European Public Services Union (EPSU), Ms Petra Wilson, European Health 
Management Association (EHMA) 
Rapporteur: Anne-Sophie Parent, AGE- The Older Peoples’ Platform 
 
Overview of the debate 
Ms Anne van Lancker, Member of the European Parliament (MEP) from Belgium opened the debate by 
reminding the delegates that access to high quality health care is one of the major preoccupations of 
the European citizens. She argued access to health care is nowadays considered as a fundamental 
right in Europe and that health care systems in the Member States have developed for the well-being of 
people based upon principles of solidarity, inclusion, quality, and access for all. She noted also that 
health is a booming market, representing around 10% of employment in Europe. She argued that 
because of these two key factors health services are special and need carefully crafted and balanced 
EU level legislation – a balance which is not present in the current draft Directive on Services in the 
Internal Market. Ms Annette Kennedy, president of the European Federation of Nurses (EFN) continued 
to explore the special nature of health services by explaining that quality in health is a complex issue 
which involves doing the right things to the right people in the right way at the right time using the right 
people in the right place every time and doing the right things even better the next time. Ms Rita 
Baeten, European Social Observatory, then challenged the delegates to think about the positive and 
negative aspects of European integration of health markets. Returning to the arguments introduced by 
Ms van Lancker she argued that the time is right for carefully planned integration which is sensitive to 
the huge structural differences that are derived from the culture and history of health systems 
 
Following the opening speakers, a further four short interventions were made on selected topics before 
the floor was opened to debate. Dr Grewin of the Standing Committee of European Doctors (CPME) 
argued that Europe has a key role to play in ensuring a safe environment for health services, Mr David 
Price (Edinburgh University) argued that health is a unique type of good and healthcare a unique type 
of service, while Ms Nicoline Tamsma (RIVM) urged the audience to consider the wider issues of equal 
access to health services for all in society and argued for the judicious use of the Open Method of 
Coordination (OMC) to address social inequalities in health. MEP, Ms Zuzanna Roithova (Czech 
Republic), presented a more market oriented view of health in internal market looking in particular at 
the role of patient choice.  
 
A lively debate ensued from which the following points have been distilled. 
 
Many respondents felt that sustainable heath systems in the EU required co-operation between 
Member States involving all levels of government, civil society and professionals. Furthermore the 
exchange of good practice was seen as vital, with much support for a strong position on health in the 
Open Method of Coordination. It was also argued that while the subsidiarity principle was important in 
health it should not blind people to what can be achieved by co-operation at an EU-level. 
 
A number of people indicated the need for rigorous and extensive academic research into issues such 
as efficiency, effectiveness and. Other aspects to be reviewed are the impact of demographic changes 
on health services and systems and exploring the strong interlinkages between healthcare and public 
health. 
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Results of the vote 
Participants were asked to record on a 1-5 scale their agreement or disagreement with two statements 
shown below. The results were as follows:   
 
The Member States alone can ensure an accessible and sustainable health system in each 
Member State. More than half (55%) of the respondents disagreed or strongly disagreed with this 
statement, 37 % agreed or strongly agreed and seven percent expressed not opinion either way. 

 
The EU has a responsibility to ensure safe and high quality healthcare systems throughout 
Europe. A large majority (72%) agreed or strongly agreed with this statement, 11 % neither agreed or 
disagreed and 16 % did not agree. 
 
The result of the vote would suggest that a consensus that the EU has a positive role in supporting 
Member State efforts to ensure accessibility and sustainability of their healthcare systems. This 
conclusion is supported by the second poll, which registered the strong message that the EU has 
responsibility to ensure safety and quality in healthcare systems throughout the Union. 
 
In addition to voting on the key statements, participants were also invited to complete the following 
sentences with their opinions or suggestions: 
 
‘Sustainable health systems in the EU require … ’ 
‘Safe and high quality healthcare systems throughout the EU require … ’   
 
Recommendations for EU action 
The written comments and the oral debate that followed revealed the following key points: 
 
• Involvement of patients and civil society with all stages of policy and strategy development, 

implementation and monitoring is key requirement of sound health policy at EU level.  
• The focus on access and equity in healthcare must not become the ‘cinderellas’ of the EU health 

strategy  
• Strong and fully implemented safeguards of patient safety are needed at EU level whilst respecting 

for the capacity of national rules guaranteeing quality and safety 
•  An internet portal to be established for the free exchange of data, evidence and practice to foster 

continuous learning and innovation.  
 
Finally, the rapporteur noted that the debate had raised much anxiety about the inclusion of health 
services in the current draft directive on Services and called on the Commission to address the 
potential of targeted healthcare services legislation, because subsidiarity is not a sufficient guarantee of 
meeting the promise of universal access to high quality healthcare. 
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Text about the sessions included in the printed programme 
 
Introduction to the Sessions 
 
The parallel sessions are the key interactive elements of the Open Health Forum. They provide an 
overview of the key EU policy framework on specific issues and offer an opportunity for conference 
delegates to participate actively in debate.  
 
Session structure 
 
The Open Health Forum brings together a large number of participants and the sessions are designed 
to meet the needs and interests of the range of people that will attend the event. 
 
Participants are invited to choose which session they want to attend based on the brief overview in the 
following pages. All three sessions will use the same methodology and similar formats. 
 
The sessions are divided into two distinct sections, a morning section from 11.30 – 13.00 and an 
afternoon section from 14.30 – 16.00. Participants at the Open Health Forum are able to attend the 
morning section of a session where they want to learn more about an issue and select the afternoon 
section according to the topics on which they would like to contribute to the debate.  
 
The focus of the morning section will primarily be a factual overview of the key EU legislative or 
policy initiatives on the theme of the session. This will allow participants to get up to date with the 
latest developments at EU level.  
 
The afternoon section will be interactive and allow more in-depth debate and discussion of the 
topics. The debate will be facilitated and will focus on 2-3 questions that will be highlighted by short 
statements from a panel by speakers with differing viewpoints.  
 
All participants will have an opportunity to ' vote ' during the sessions on the key statements that are put 
forward for in each sessions. The audience will be asked to vote on a scale of 1-5 (strongly agree to 
strongly disagree) on their agreement with the statements. The results of the informal votes which will 
be used as a basis for the debate in the afternoon section. 
 
Report to plenary 
 
The essence of the session discussions will be reported back to the Plenary and will also be published 
in the report of the Open Health Forum. The session rapporteurs will share the results of the informal 
voting processes on the key statements and any subsequent changes in position following the debate. 



 European Public Health Alliance  Final Report 11 
 
 

 
european public health alliance a.i.s.b.l. 

39-41 rue d'Arlon B-1000 Brussels Belgium. Tel. +32 2 230 3056 Fax +32 2 233 3880 
Email epha@epha.org Website http://www.epha.org 

Session 1: Health Strategy 
Objective 
Public health first appeared as an explicit policy area in the EU Treaty in 1992. In the past decade there 
have been significant milestones in the development of health policy at EU level. The creation of a 
Commissioner and DG for health and consumer policy (DG SANCO) in 1999 was followed by the 
adoption of the Public Health Programme in 2002. A public consultation in 2004 on a proposed EU 
health strategy elicited several hundred responses, many of which were integrated into a proposal for a 
new Health and Consumer protection programme for 2007-2013.  The aim of this workshop will be to 
gather a range of views on what should be the key building blocks of an EU Health Strategy which is 
expected to be published in 2006. 
 
Section 1 
Speakers from the European Commission, Parliament and Member States will be asked to set out their 
views on what is the appropriate role for the EU in health policy. Although most European countries 
face similar health challenges such as demographic change, rising levels of chronic disease and 
healthcare costs, significant health inequalities, there is no consensus on what added value the EU has 
to play in helping to tackle these issues. The growing threat of an influenza pandemic is an obvious and 
practical example of how the EU and national authorities need to work together to protect human 
health.  
 
Section 2 
The debate will explore how much consensus can be created to build a shared vision of the 
European role in health. The European Commission has already a number of initiatives in place or 
planned on key heath determinants such as tobacco, alcohol consumption, mental health, food and 
nutrition, combatting HIV/AIDS. The discussion will look at how these could fit into an EU Health 
Strategy. Panelists will provide opinions about whether the EU should focus on areas of greatest need, 
eg pan European threats and causes of ill health or on issues where there is the greatest potential 
impact, e.g; where economies of scale are critical.  
 
Steering Group 
The steering group for this Session consists of: the European Public Health Alliance (EPHA), 
Eurohealthnet, Mental Health Europe (MHE) with additional input from Europa Donna and the 
European Committee for Homeopathy (ECH). The interests and expertise of those Associations will be 
reflected in the speakers and will inform the debate that follows. 
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Session 2: Pharmaceuticals and medical technology  
 
Objective 
 
 
The European Union plays a pivotal role in the regulatory framework for pharmaceuticals and medical 
technology. Public health and patient safety are two key aspects of the way that these products are 
regulated and used. In addition competitiveness and innovation are also important elements. However, 
there have been some recent examples of failure in the system; some products have caused harm and 
some have failed to deliver benefits. Balancing cost with availability of innovative products remains an 
important issue. The aim of this session is to answer the provocative question of whether citizens can 
trust the system that regulates pharmaceuticals and medical technology products and what the EU 
could do to further enhance confidence in these sectors. The theme throughout the session will be how 
to balance the harm/benefit equation for pharmaceuticals and medical technology while retaining a 
competitive industry. 
 
Session 1 
 
The first session will set out a broad overview of the EU regulatory framework including the key 
changes brought in by the Review of the EU pharmaceutical legislation (completed in 2004), and the 
planned ' New Approach' to regulating medical devices and technology. Reference will be made also to 
the “New Industrial Strategy for the Pharmaceutical sector” and other relevant policy and legislative 
initiatives. Institutional speakers will focus on patients, in particular the ways in which the regulatory 
framework ensures that both pharmaceuticals and medical technology products reach the patients in a 
safe and effective manner.  
 
Session 2 
 
The facilitated debate in the second session will look at the issue of new products and review how 
innovation and added value are measured and how efficacy and safety are assessed. The question of 
tracking the safety of existing products and medicines will also be discussed through the 
pharmacogivilance and post-marketing surveillance systems. Finally the session will examine the 
importance of information as a key factor underpinning public trust. The debate will focus on how the 
EU can develop an information strategy that will ensure good quality, timely, objective, reliable and 
non-promotional information for health providers, health professionals and patients.  
 
 
Steering group 
The steering group for this session consists of: Pharmaceutical Group of the European Union (PGEU), 
Health Action International (HAI), European Federation of Pharmaceutical Industries and Associations 
(EFPIA), European Medical Technology Industry Association (EUCOMED), European Association of 
Pharmaceutical  Wholesalers (GIRP). The interests and expertise of those Associations will be reflected 
in the speakers and will inform the debate that follows.
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Session 3: Health Services 
 
Objective 
It is well known that the inclusion of health and social services in the draft Directive on Services in the 
Internal Market (COM(2004)0002) has caused considerable anxiety amongst the health community, with 
most health sector stakeholders calling for clarification of the inclusion of health services and some calling 
an exclusion of health from the draft Directive entirely. The aim of this session is to elucidate some of the 
issues underlying the anxiety about health services within the internal market and to explore selected 
aspects in greater detail in order to stimulate a debate between the participants. 
 
Section 1 
The first section will consist of three presentations by experts from health practice, academia, and 
politics which seek to set out the key issues of health services within the European Union’s internal 
market. The first speaker will present an overview of social - and healthcare services in the context of 
the draft legislation on services in the internal market. Building on this background the following 
speakers will look in greater detail at the way in which the issues of care quality, patient safety and 
access to health services can be addressed in the European Union.  
 
The first section will close with the presentation by the facilitator of two statements which will 
question the extent to which Europe can ensure a safe health care system in the EU and the extent 
to which a greater choice of healthcare providers can improve healthcare across Europe.  
 
Section 2 
Building on the votes of the audience in the first session, the second section will begin with short 
contributions from experts which will kick off the debate. The purpose of the debate is to tease out 
some of the thorny issues involved in opening an internal market to health services while at the same 
time ensuring that such services meet the highest standards of safety and quality and ensuring that all 
European citizens have equal access to such services. Following the debate the audience will be asked 
to revisit their previous votes.  
 
Steering group 
The steering group for this session consists of: EHMA (European Health Management Association), 
AGE (the European Older People’s Platform), EFN (European Federation of Nurses Associations), 
CPME (Standing Committee of European Doctors), EPSU (European Public Services Union), EHTEL 
(European Health Telematics Association) and ESIP (European Social Insurance Platform). The 
interests and expertise of those Associations will be reflected in the speakers and will inform the debate 
that follows.
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Additional Comments from Parallel Session 3, “Health Services”, Open Health Forum 2005, 
“Health Challenges and Future Strategy”, 7-8 November 2005 
 
Findings of the Session 
At the workshop, participants were asked to vote on two statements, and then to write their 
opinions on two others. Here we report on the findings.   
 
Results of the votes 
 
The result of the first vote would suggest that a clear majority of participants (55.5%) accorded a 
positive role to the EU in ensuring that each Member State had an accessible sustainable health 
system. This conclusion is supported by the second poll, which shows that the overwhelming 
majority (72%) saw the EU as having a responsibility to ensure safe and high quality healthcare 
systems throughout Europe.1  
 
The participants were then asked to complete the following two sentences by adding their own 
opinions. 
  
‘Sustainable health systems in the EU require … ’ 
 
‘Safe and high quality healthcare systems throughout the EU require … ’   
 
Their comments are summarised below.  
 
Sustainable health systems in the EU require …  
 
Many respondents felt that sustainable heath systems in the EU required co-operation between 
Member States, with one person asserting that ‘a momentum of co-ordination at EU-level’ was 
needed. Many people emphasised the need for co-operation to take place at many levels, with one 
suggesting that support from employers and politicians was key, and another asserting the need 
for the ‘mobilisation of all levels of government (both national and regional) and of civil society’. 
The involvement of professional bodies such as the Standing Committee of Medical Doctors was 
also seen as important, and one person suggested ‘establishing health priorities together with 
patients and politicians’ and emphasised the importance of the ‘participation of citizen’s 
organisations in policy-making’.     
 
The exchange of good practice was seen as vital, and several people emphasised the need for the 
Open Method of Co-ordination. Nevertheless, many respondents recognised the subsidiarity 
principle that governs the EU’s handling of healthcare (one argued that ‘Cooperation is not 
identical to harmonisation’). The point made by many was not that the subsidiarity principle should 
be done away with (Member States should retain the right to decide how to organise their own 
health services), but that this principle should not blind people to what can be achieved by co-
operation at an EU-level. This ties in with the session’s votes in which 55.5% of the respondents 
disagreed that the Member States alone could ensure an accessible and sustainable health 
system in each Member State, and 72% agreed that the EU had a responsibility to ensure safe and 
high quality healthcare systems throughout Europe.  
 
Another theme prevalent in many responses was the need for high quality research into such 
issues as efficiency, effectiveness and inequalities. One response emphasised the need for 
evidence on the effects of demographic changes on health services and health systems, which 
actually ties in with several EU-level projects that are already underway (e.g. the Ageing, Health 

                                                 
1 It was hoped to conduct a second poll at the end of the session to see if opinions had altered, but 

unfortunately too few people responded to this second poll to make the results meaningful.   

http://www.ceps.be/Article.php?article_id=9
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Status and Determinants of Health Expenditure Project, 2004-06). This response suggested that 
there should be a focus on evidence-based health promotion and disease prevention.  
 
Again, co-operation has a large role to play within research, and one respondent emphasised the 
need to learn from one another. It stated that we should apply any ‘learning to our own setting as 
the default response rather than rejection or procrastination due to the “not invented here” 
syndrome’. 
 
One response argued that sustainable health systems in Europe require ‘giving this area a priority 
rather than considering it secondary to the economy. Sustainable healthcare is key to economic 
growth – healthy citizens produce more and consume more’. This response also argued that 
sustainable health systems in Europe require ‘Balancing economic considerations and tools with 
the fundamental right to healthcare’. The former theme also prevailed in many other responses, 
and one person asserted that it needed to be better recognised that the ‘health system has an 
important economic impact on public health’.  
 
Another prevalent theme was the need for good governance of health insurance systems, and one 
response requested a ‘Definition of a basic package of healthcare services that should be given 
freely to the population’.  
 
One response stated that sustainable health systems in the EU require ‘open access for all’ and 
‘respect for patient rights’. It is surprising that these points were not made by more people, 
although it is possible that many overlooked ‘the obvious’ (though highly important) when making 
their own points. In any case, this should not undermine their validity. 
 
Equally valid is the point made by one person that ‘If the EU is concerned about ‘insidious’ 
diseases (i.e. lifestyle issues), then it must prioritise maternity services and midwifery services. A 
person’s health starts (is influenced, shaped by) preconception, and a person’s health is affected 
for life by breastfeeding’.  
 
Another stated that ‘A national debate in each Member State is needed over what price the 
population is prepared to pay to have access to high quality, safe and efficient healthcare’. This is 
an interesting point since finance is a major (though not the sole) determinant of the quality of 
healthcare that a Member State can provide, and many of the suggestions made above would 
require money to carry out. However, one should be aware that a supposedly national debate 
could still see certain vested interests dominate the discussions. 
 
Safe and high quality healthcare systems throughout the EU require …  
 
Many respondents emphasised the need to ensure the quality of the medical professionals who 
provide care. One respondent asserted, ‘Given the stronger mobility of healthcare professionals, 
excellence in the provision of services is now more germane than ever before. To ensure patient 
safety and European citizens’ protection extensive training of health professionals and high 
standards for the provision of services are a must’. Another asserted the importance of the 
continuous training of healthcare professionals. Sufficient core personnel and reasonable working 
hours for healthcare professionals were also emphasised. One person argued for ‘Better long-term 
planning that sees workforce capacity as an asset rather than a disposable product. Retention of 
expertise needs to be a priority for action’. Another argued for a clear and transparent system of 
accreditation of healthcare providers.  
 
The need for the EU to establish minimum safety standards was seen as equally important. One 
response suggested that binding European guidelines on ‘standards of care, diagnosis and 
treatment’ were necessary. Another argued for ‘Common European platforms to issue, update and 
monitor ethics, patient and human rights, and standards’. Another still suggested ‘Setting high 
minimum standards such as defining a maximum time for waiting lists, a maximum ratio of patients 
to doctor, and a reasonable accessible price for healthcare (according to GNP per capita)’. One 

http://www.ceps.be/Article.php?article_id=9
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respondent argued for ‘A centralised European quality system with a centralised agency and 
inspectorate’. They saw this as a method in its own right of stimulating national quality systems. 
 
However, the EU establishing rules was only seen as half of the story and many people argued 
that the important point was the sharing of best practices across Member States, which involved 
the commitment, both political and financial, of Member States, particularly for gathering the data. 
 
Many responses argued for an internet portal to be established ‘for the free exchange of data, 
evidence and practice to foster continuous learning and innovation’. Important features such as 
exchange of information on healthcare professionals that have been banned from working and 
communicable diseases.  
Another common point was the need for the ‘involvement of patients and civil society with all 
stages of policy and strategy development, implementation and monitoring’. Similarly, one person 
argued that there needed to be a ‘Removal of barriers and jargon for organisations to better 
participate in discussion at EU-level’. Another suggested that the information given to patients 
needed to be tailor-made towards their individual needs.  
 
One respondent argued that frontline workers as well as academics need to be involved in 
decision-making. Another suggested that there needed to be ‘Respect for national rules 
guaranteeing quality and safety rather than their removal on the basis of EU market rules’. This 
person also saw the financial commitment of all governments as paramount.  
 
Of course, many of these suggestions may take considerable time, money and effort to implement 
(even though work is underway on many of them already). This in no way undermines their validity, 
but here is one comment which, whether one agrees with it or not, suggests a practical way 
forward: ‘As a first step the EU should work as a think-tank and give advice to Member States and 
regional governments on how healthcare systems can be made sustainable’. 
 
One person wrote that ‘Safe and high quality healthcare systems throughout the EU require the 
European Commission to stop seeing healthcare services as “just another service”’. This is 
presumably a reference to the proposed Directive on Services in the Internal Market and the new 
Directive on the Mutual Recognition of Professional Qualifications, both of which include health 
services in with other economic services and appear to show little regard for their unique 
requirements concerning quality and safety. 

http://64.233.183.104/search?q=cache:bnFWaerg7-0J:europa.eu.int/eur-lex/en/com/pdf/2004/com2004_0002en03.pdf+Services+Directive&hl=en
http://europa.eu.int/eur-lex/lex/LexUriServ/site/en/oj/2005/l_255/l_25520050930en00220142.pdf
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Evaluation 

 
Introduction 

The second Open Health Forum for health stakeholders was organised by the 
European Commission together with health NGOs on 7 and 8 November 2005 in 
Brussels. The conference attracted some 370 participants from regional, national and 
European organisations as well as from the European Institutions. They represented 
the main partners for health in Europe, including policy makers, industries, patients, 
health professionals or academia. 

The conference is highly appreciated by health stakeholders who demand to hold the 
Open Health Forum on a regular basis. The format of organisation will be reviewed 
taking into account lessons learnt from the previous two events.   

An online evaluation form was sent to participants of the conference. The results are 
presented below. They give indications of what was done well and what areas for 
improvement there are for the next Open Health Forum.  

We would like to thank all those who took time to complete the form and shared their 
views on how to improve the Open Forum in the future. 

Summary 

The evaluation is based on the online evaluation forms returned by 93 participants out 
of approximately 370 participants (25.1 %) as well as informal comments by 
participants during the conference. In general, the second Open Health Forum was 
considered as a success. It was rated better than the first Open Health Forum and 
improvements were noted by participants. The majority of respondents answered all 
questions concerning the quality of the event with “good” or “very good”. The 
detailed ratings for the questions are given below. 

ORGANISATIONAL ASPECTS 

• The practical arrangements for the Open Health Forum 2005 such as 
invitation, practical information, registration and welcome were rated by 89.2 
% of those returning the evaluation form as “good” or “very good”. 

• The documentation available at the conference was rated by 77.4 % as 
“good” or “very good”, by 20.4% as “average and by 2.2% as “poor”. 

• 77.2 % found the online registration and website “good” or “very good”. 
• The social aspects, such as opportunities for networking and catering were 

rated as “good” or “very good” by 71.7 % of those answering the question. 
• The overall theme and the issues covered in the Open Health Forum 2005 

were rated as “good” or “very good” by 69.9 %; 23.7 % found them “average” 
and 6.4 % “poor”.  

 
                                                 
1 Please note that this evaluation summarises the participants’ answers to the online questionnaire on the 
Open Health Forum 2005. The summary reflects the opinions and suggestions by participants. They should 
not be understood as those of the Commission. 
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PLENARY 

• 58 % of the respondents rated the plenary session as “good” or “very good”. 
34.4 % found it “average”, 5.3 % “poor” and 2.2% “very poor”.  

• 71.3 % thought that the EU has a major impact on people’s health, 28.7 % 
did not agree. Reasons for a positive answer were the “impact of EU 
legislation and EU coordination and information”. Reasons for a negative 
answer were “Principle of subsidiarity and insufficient EU health strategy and 
communication”. 

• While 89.8 % of the respondents stated that the EU should have a greater role 
in the future, 10.2 % disagreed. Reasons for a yes vote were the added value 
the EU could provide as well as considerations of solidarity and the EU’s 
social system. The principle of subsidiarity was stated as the main reason 
among those who replied with “no”.  

• Asked what action the EU should undertake if it could only conduct one 
action the following areas were mentioned: 

o Prevention – health promotion 
o Empowerment – information 
o Ensure mainstreaming of health in other policies 
o Diseases, Research, Funding 
o Health care – health care systems – health services 
o Provide added value for Member States – best practices 
o Health professionals 
o Demographic change 
o Complementary and alternative medicines 

PARALLEL SESSIONS 

• Parallel session 1 “Development of the EU Health Strategy” turned out to be 
the most popular parallel session. Amongst those participating in the 
evaluation, 44.1 % attended the morning and afternoon session of parallel 
session 1. Of those who participated 76.3 % found session 1 “good” or “very 
good”. 

• 14 % of those who replied participated in the morning and afternoon session 
of parallel session 2 “Health products: Pharmaceuticals and medial 
technology”. 61.9 % found the session “good” or “very good”.  

• In parallel session 3 “Health Services” 25.8 % of respondents participated in 
the morning and afternoon session. 82.7 % found the session “good” or “very 
good”. 

 
• The overall value of the Open Forum was estimated to be “good” by 56.5 % 

and “very good” by 23.9 % of those returning the evaluation form and 
“average” by 17.4 %. On the other hand only 2.2 % though it was “poor”.  

 
SUGGESTIONS FOR IMPROVEMENT 

• Participants were also asked to give suggestions for improvement. One aspect 
in particular, raised in several evaluations, is to provide “fewer speeches, 
more discussion including in smaller groups and time for questions”. The 
programme was considered as too packed and parallel sessions as too big. 
A possible solution proposed was to have four parallel sessions. 
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• It was positively noted that NGOs had been involved in the preparations. It 
was proposed to ensure a better involvement of health care workers.   

• Also it was suggested to review the invitation and registration process and 
to be more open regarding who can participate. Not always the same 
participants and speakers should be invited who represent only a specific 
sectoral interest or sometimes only themselves.  

POTENTIAL SUBJECTS FOR THE NEXT OPEN HEALTH FORUM FUTURE EVENTS 

• The majority of respondents spoke in favour of holding the Open Health 
Forum on a regular basis.  

• Evaluators suggested a large variety of topics, ranging from patient rights to 
health professionals, diseases, prevention, ageing, health systems, health 
products, health inequalities, and health in other policies. A detailed list of 
suggestions is given below. 
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Detailed answers 

1. How do you rate the practical arrangements for the Open Health Forum 
2005 such as invitation, practical information, registration and welcome? 

Very good 43.0% 40 
Good 46.2 % 43 
Average 10.8 % 10 
Poor 0 % 0  
Very poor 0 % 0  
Total 100 %  93 

2. How do you rate the documentation for the Open Health Forum 2005 
available at the conference? 

Very good 35.5 % 33 
Good 41.9 % 39 
Average 20.4 % 19 
Poor 2.2 % 2 
Very poor 0 % 0  
Total 100 %  93 

3. How do you rate the Open Health Forum 2005 online registration and 
website?  

Very good 32.6 % 30 
Good 44.6 % 41 
Average 20.7 % 19 
Poor 2.1 % 2 
Very poor 0 % 0  
Total 100 %  92 

4. How do you rate the social aspects, such as opportunities for networking and 
catering?  

Very good 26.1 % 24 
Good 45.6 % 42 
Average 20.7 % 19 
Poor 6.5 % 6 
Very poor 1.1 % 1 
Total 100 % 92 

5. How do you rate the overall theme of the Open Health Forum 2005 and issues 
covered 

Very good 22.6 % 21 
Good 47.3 % 44 
Average 23.7 % 22 
Poor 6.4 % 6 
Very poor 0 % 0 
Total 100 % 93 
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6. How do you rate the plenary session?  

Very good 23.6 % 22 
Good 34.4 % 32 
Average 34.4 % 32 
Poor 5.4 % 5 
Very poor 2.2 % 2 
Total 100 % 93 

7. Referring to the plenary’s discussion theme do you think the EU has a major 
impact on people’s health?   

Yes 71.3 % 62 
No 28.7 % 25 
Total 100 % 87 

Why yes? 

Impact of EU legislation / regulation / actions 
- Due to legislation and agreements on tobacco, agriculture, environment, 

transport, safety at work, marketing, free movement of patients and other 
important policies which affect health. Members States are obliged to 
transpose European into national legislation 

- EU programmes:  Public Health Programme, research, cohesion funds 
- Definition and setting of safety and health standards for e.g. health products, 

pharmaceuticals, toys, food, tobacco products and many other consumer 
products. This influence on citizens’ health is definitely a positive contribution   

- EU mandate in the Treaty to protect health of people living in Europe 

EU coordination / information 
- Cross-cutting issues that affect health of all Europeans: tobacco, alcohol, 

nutrition, obesity, cross-border healthcare, patients’ mobility 
- Promotion of healthy life-styles, e.g. Help campaign, obesity platform 
- Free movement of patients, leveraging the level of EU health services 
- Raising awareness at political level, however, the economic interests of 

industry dominate, citizens are not involved 
- Exchange of good practices, platform for discussions, EU can guideline 

Member States, help to develop better strategies to enhance overall health and 
well-being 

- Coordination of preventive measures, support of quality-improving initiatives 
- EU can redirect the consequences of globalisation in order to maintain and 

develop living conditions favourable to health 

Why no? 

Subsidiarity / Member State – EU competence 
- Subsidiarity, national health systems are the main players, Member States are 

too individualistic 
- very different level and possibilities of healthcare 
- no EU competence, EU can intervene only indirectly, but growing ways in 

which EU can and will have impact in the future  
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Insufficient EU health strategy / communication 
- EU does not know the citizens’ daily concerns, it is too far away from the 

citizen 
- Citizens do not know what the EU is doing (positive exception: Help 

campaign) 
- EU should have impact but it currently lacks the resources to implement 
- EU lacks a clear strategy and long-term objectives to implement the 

programmes and address the various issues; e.g. what objectives do we want to 
achieve in nutrition, by when and how, what actions shall we take, what 
legislative proposals would take this forward? 

- EU and IMF oblige recent Member States to spend less on social welfare. EU 
should do more to control privatisation of healthcare systems in these 
countries 

- EU’s focus has been more on free trade 

8. Should the EU have a greater role in the future? 

Yes 89.8 % 79 
No 10.2 % 9 
Total 100 % 88 

Why yes? 

Added value 
- Significant added value in area of pandemics and emergency situations 
- European dimension needed to eliminate inefficiencies and to provide a better 

cost-benefit ratio in the case of healthcare, promote good practices, EU as 
unifying force 

- EU has capacity to mobilise expertise and resources which Member States do 
not have, especially small ones and which allow to act efficiently with regard 
to principal health determinants; health determinants are very similar in the 
Member States, therefore a common, concerted approach is advantageous, 
Member States cannot address some health challenges on their own  

- Mobility: mobility of health professionals threatens public health, some 
hospitals close on certain days because they do not have enough staff 

- enhance cooperation between Member States in the area of services 
- ensure safety of products 
- more needs to be done on indoor air, improving the quality of healthcare 

received by people with allergic and respiratory diseases, enable their 
representation and make funding available for research on these matters 

 

EU’s social system / Solidarity 
- Health is an important part of the EU’s human capital 
- Equality and solidarity: EU should regulate more on equality purposes while 

taking into account national specificities, promote more solidarity, Greater 
chance of achieving equality of access to best quality health services, EU can 
foster transparency and efficiency in the healthcare system, ensure access of 
everybody, some Member States do not fully recognise some basic rights  

- ensure consistency/equality/solidarity and high standards of health policies 
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- EU should do more about ethic and prices in the area of pharmaceutical 
industry 

- improve environment and achieving improvements in income 

 

Why no? 

Subsidiarity 
- not in the direct future, the EU should set minimal standards and frameworks, 

local and national policy can vary within this framework, the historical and 
cultural differences of Member States need to be respected, over the years 
sustainable welfare can be developed and EU policy can be more generalised 

- no, this is national and individual responsibility 
- to have more influence should not be a goal in itself, if a greater role is needed 

to achieve certain health goals, then the EU should have a greater role 
- depends on what areas, no greater role with regard to healthcare investment 

planning 
 

9. If the EU could undertake only one action on health what should it be and 
why? 

Prevention - health promotion 
- focus on prevention, it has the potential to have the greatest impact 
- invest more in prevention, prevention is better than cure 
- unify health prevention programmes 
- invest in preparedness against epidemics, control and cooperation in case of 

pandemics 
- develop health promotion policy based on the Ottawa chart 
- promote health promotion programmes and actions  
- Anti-smoking: make smoking illegal in all public places in all Member States, 

harmonise duties 
- Alcohol strategy: prevent children from harm made by alcohol; age limits, 

stronger restrictions on commercials, harmonise duties 
- fight drugs 
- AIDS: common awareness raising campaign on HIV/AIDS in all 25 MS 

including equal access to treatment 
- Improve screening in early age, joint actions 

Empowerment - information 
- social dialogue: promote participation in policy making both nationally and 

internationally, ensure more participation of citizens and health professional 
and less food and pharmaceutical industry 

- create an EU wide online tool with information for patients and citizens, 
description of disease symptoms, availability and quality of care (where to go 
in the EU for optimal treatment), risk/benefit of treatments, prevention, 
innovations, real cost of treatment, reimbursement levels, types of health 
insurance available; website should be build and updated with help of all 
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stakeholders in healthcare, it should offer a forum for discussion and exchange 
of experience, available in all EU languages 

- make people aware of their rights, highlight disparities between level of 
service and prices across the member states 

- Labelling/Product information: protect citizens from suggestive and unclear 
product information 

- closer contacts with health professionals and teachers who are better 
connected with people than public institutions and NGOs which are active in 
only special fields  

Ensure mainstreaming of health in other policies 

Diseases 
- rare diseases, activities cannot be performed satisfactorily at national level 
- mental health, neglected in several member states 

Research:  
- find treatment of major diseases 
- facilitate the creation of networks of excellence 
- more funding 

Health care - health care systems - health services 
- ensure equal access 
- patient mobility  
- availability of medical services in other member states 
- ethics and prices in the area of pharmaceutical industry 
- exempt health services from services directive  
- harmonise high standards in health care provision 
- ensure minimum quality levels for healthcare providers/services in order to 

promote free movement of health services 

Provide added value for member states - best practice 
- action where Member States cannot act alone, area that is visible to citizens 
- share problems and solutions 
- ensure well-functioning European health systems by ensuring necessary 

adaptations of national systems 
- work together with Member States; industry and professional bodies to realise 

citizen centred services 

Pharmacovigilence 

Health professionals: 
- ensure free movement of professionals 
- workforce planning of health care professionals 
- tackle the practice of medicine 
- Data protection and regulations for health professionals in e-health 

Demographic change 
- invest in better demographic development 
- fight abuse of elderly people 
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Funding 
- ensure sufficient funding 
- spend 1 Euro per person per year on health by 2013 

Promote and establish CAM as complement of equal value 

10. In which parallel session did you participate? How do you rate the session?  

Session 1: Development of the EU Health Strategy 
 
Morning & Afternoon Session 44.1 % 41 
Morning Session only 12.9 % 12 
Afternoon Session only 3.2 % 3 
 
How do you rate the session? 
Very good 23.6 % 13 
Good 52.7 % 29 
Average 23.6 % 13 
Total 99.9 % 55 
 
Session 2: Health products: Pharmaceuticals and medical 
technology 
 
Morning & Afternoon Session 14 % 13 
Morning Session only 1.1 % 1 
Afternoon Session only 7.5 % 7 
   
How do you rate the session? 
Very good 19 % 4 
Good 42.9 % 9 
Average 28.6 % 6 
Poor 4.8 % 1 
Very poor 4.8 % 1 
Total 100.1 % 21 
 
Session 3: Health Services 
 
Morning & Afternoon Session 25.8 % 24 
Morning Session 3.2 % 3 
Afternoon Session 2.2 % 2 
 
How do you rate the session?   
Very good 31 % 9 
Good 51.7 % 15 
Average 10.3 % 3 
Poor 6.9 % 2 
Total 99.9 % 29 
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11. How do you judge the overall value of the Open Health Forum 2005? 

Very good 23.9 % 22 
Good 56.5 % 52 
Average 17.4 % 16 
Poor 2.2 % 2 
Total 100 % 92 

12. What should be the themes for the next Open Health Forum? 
Patient rights 

- Patient rights  
- Patient safety 
- Patient mobility 
- The informed patient 
- Information about EU activities in the field of health 
- Citizens’ and health professionals’ participation 
- Family and children’s health 
- Security, rights and obligations of home carers (family members caring for ill 

or handicapped people) 
 

Health professionals 
- professional mobility 
- invest in health care workers 
- application of competition laws to health professionals 
 

Diseases 
- dread diseases 
- development of disorders 
- orphan diseases 
- chronic diseases 

 
Prevention 

- alcohol 
- tobacco 
- stop aids 
- fight cancer 
- stop drugs 
- using evidence for policy decisions and why we do not stick to it  
 

Ageing 
- health and ageing population 
- elderly (long term) care 
- care of elderly with multiple diseases 
 

Health systems 
- Health information systems management 
- Impact of new technologies in health care evolutions with regard to patient 

mobility 
- E-health 
- Open method of coordination 
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- Reforms of the member states 
- avoid duplication at national and EU level 
- Comparison between the different healthcare systems: funding mechanisms, 

governance of healthcare institutions  
 
Health products 

- Market of medicines 
- Common techniques for health technology assessment 
- Transformation to a demand-led market 
- Medicines advertising – how to make the best choice 

 
Health inequalities 

- Addressing and reducing health inequalities  
 
Health determinants 
 
Health in other policies / Coherence of EU policies 

- health promotion and intersectoral approach 
- effect of non-health EU policy on the health protection of EU citizens 
- health impact assessment – particularly as regards other elements of EU policy  
- Role of agricultural policy 
- Environment and health 
- Status of national legislation on tobacco 

 
Other 

- Solidarity in health 
- CAM 
- Opening of regulation of different kinds of medical practices 
- Promoting the EU health capital 
 

13. How would you like to improve the organisation, social and other aspects? 
Organisational aspects 

- No alcohol during lunch 
- More vegetarian and healthy food, too limited catering 
- No need for a conference bag 
- Stands in the ground floor did not receive as much attention as on other floor 
- Better registration, more transparent that first on invitation basis only 
- Better interconnection with other health conferences 
 

Content 
- no reference to CAM 
- plenary session and general topics mostly covered from economical point of 

view which is too narrow 
- more attention needed on social security aspect when discussing health and 

health care systems 
- NGOs should continue to be involved in the preparations as the concept of 

letting NGO’s and other stakeholders run sessions proved to be very good 
- Better involvement in the preparations of health care workers (10 % of 

Europe’s working population work in health care sector (7 % in hospitals) 



 12

- Less speeches, more question time and interaction, more audience 
participation, more structural discussions; more discussion in smaller groups 

 
Format 

- too many (broad) subjects covered, packed programme, no new conclusions or 
insights 

- too many and sometimes too long presentations in plenary and parallel 
sessions, panel could be smaller and have a more courageous debate 

- suggestion to only have one speech and then more time for discussions, 
questions and comments 

- more time for smaller parallel sessions, increase number of parallel sessions  
- make the event more outcome-driven: What do we want to achieve by 

attending such a meeting? Do we want to draft a charter of health that all 
actors would follow? Do we want to point out areas where we can mainstream 
health and how do we do that? Do we want to strengthen the European 
Commission's role? What are the objectives and what is the outcome? 
Secondly, the topics discussed were too general. Attending organisations are 
usually aware of those issues and may want to have a more challenging 
debate, a less politically-correct plenary session. The Open Health Forum 
could be place where taboos are left outside the room and where the 
Commissioner can speak frankly to the health community; or where some 
more technical aspects could be addressed by the health community. 

- EC representatives should participate during the whole event and not leave 
after their presentations, this would prove that the opinions of participants are 
considered important 

- Inclusion of DG Employment and Social Affairs for Open Method of 
Coordination 

- Better formalisation of the participants’ input; how do they in reality influence 
policy making 

- Internet forum for discussion 
 
Participation 

- Too much influence from NGOs, public health specialists from MS and health 
deliverers should have had a better presence as well as “ordinary” citizens in 
order to avoid over representation of specific lobbies 

- Health professionals should be heard, too, give more room to practitioner 
specialists, member states do not necessarily always speak for professional 
specialists 

- It seems that always the same people are invited who only represent their 
specific sectoral interests and sometimes only themselves 

- Most participants considered the conference an excellent opportunity to 
network, while some found the opportunities to network limited 

- not an exercise in active consultation – impression that passive participants to 
legitimise decisions already taken 

14. What further comments, suggestions, etc. do you have? 
- hold the Open Health Forum on a biannual basis 
- more communication before and after the events in connection with member 

state organisations, media and public services 
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- make the Open Health Forum truly open as regards participation. Health 
Policy Forum members would like to send open invitations to all of their 
member organisations. The selection of participants should be on a “first 
come, first serve” basis, with a reservation of quotas for different target groups 

- More presence of mid-level or regional officials and professionals who 
actually “run policies” 

- involve more citizens including from lower social levels, citizen/patient 
empowerment (cf. G10) 

- cut down the amount of topics covered or extend the conference to two full 
days minimum 

- Health care should get a better place in the political mainstream 
- Pharmaceutical industry should not be invited as their commercial interests 

should not influence health strategy.

Please note that this evaluation summarises the participants’ answers to the online 
questionnaire on the Open Health Forum 2005. The summary reflects the opinions and 
suggestions by participants. They should not be understood as those of the Commission. 
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Introduction 
 
I would like to repeat the welcome that I gave yesterday evening, especially for those 

who were not able to be with us for what proved to be an interesting networking 

event.  

I am sure we all agree that Health policy has to respond to the needs and concerns of 

individual citizens of the European Union. That’s why we are here today. 

The challenge, as viewed by a Brussels-based policy-maker, is how do we feed the 

concerns of individual European citizens into such a big thing as European Union 

health policy? How can the Commission and your organisations work together to 

develop policies that will meet citizens’ expectations?  

So today the objective is to identify the challenges facing citizens in their quest for 

health and what future policy we need.  First, I would like to share some thoughts 

with you on EU health challenges and the need for more governance in health policy. 

I will then say a few words on citizens’ participation, on health systems and health 

products which are, together with health strategy, the themes of the parallel sessions 

we want to run in the course of today. 

1. EU Health Challenges  

Let me pick up a few of the health challenges as we see them.  

First, and this is even clearer in a Union of 25 than it was before May last year, there 

is a huge health gap in population health and in access to healthcare services across 

the Union.  

Citizens from some of the new Member States are expected to live 12 years fewer 

than a citizen from a Nordic Member State. The mortality rate for ischaemic heart 

diseases shows an eight fold variation across the Union. Many regions lack high-

quality centres of reference with up-to-date equipment and trained staff for some 

prominent health challenges in their regions. 

This health gap goes hand in hand with an economic gap. Bad health impacts on 

productivity, on labour participation and on growth. This is why we in DG SANCO – 

and I think it is fair to say, the Barroso College – encourage Member States to 
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position health as a long term investment. We try to do that by providing the data, the 

studies, and to help to channel more clearly the Structural Funds to health projects in 

eligible countries and regions. 

The second major challenge is the increase in lifestyle related diseases.  It is a real 

increase. It is not just that the infectious diseases’ burden has gone away and we 

suddenly notice lifestyle. Lifestyle related diseases are growing rapidly as a threat. 

Overweight and obesity affects 14 million EU children and their number is rising by 

almost half a million a year. Unsurprisingly, therefore, type 2 diabetes is also 

increasing.  

Addressing lifestyle problems – not just nutrition or the lack of exercise, but also 

smoking or alcohol abuse – will require action from a wide range of stakeholders. We 

launched an anti-tobacco campaign to help young people to resist or to quit smoking. 

We have also created this year a European platform on nutrition and physical activity 

to encourage concrete action by all our partners to promote healthy eating.  

A third challenge is the health budget problem. Pressure on health budgets has 

increased steadily over the past few years, partly because the new technologies and 

high-quality healthcare that all national health systems need to provide cost more, but 

also because the message that “health equals wealth” has not got across to the 

Treasuries of Europe; has not got across to the macro-economists; has not got across 

to the Heads of State or Government. 

Addressing these challenges requires us to contribute both on the demand and on the 

supply side to find more cost-efficient use of technology; to improve quality without 

always throwing more money at quality issues; to promote health more actively in 

order to reduce healthcare demand; and to co-operate between health systems so that 

we can share the load, for example by centres of reference co-operation. In these 

areas, I think that in the last couple of years, in the light of the reflection process 

launched under David Byrne’s leadership, we are beginning to see a willingness of 

Member States to work together not to have a European policy, but to create common 

approaches to dealing with these common problems.  

The fourth challenge I would identify is ageing. I received an e-mail from 

Washington overnight asking: “Who is in charge of ageing in the European 
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Commission?” Well, quite a lot of people should be taking an interest. Again, because 

Treasury views seem to dominate, ageing is primarily seen as a pension issue or a 

workforce issue and therefore it is my colleagues in DG Employment and their 

partners around Europe who are perhaps the most best known discussants of the 

ageing issue. But ageing is a major challenge for health and feeds back again through 

the health aspect into the future prospects for the European economy and for 

European society. 

We expect, as you know, that over the next quarter of a century, the number of people 

aged 65 and over will increase by 37% and the number of people over 80 will more 

than double.  

We therefore need to have a much more active policy to address the health 

maintenance needs of this burgeoning section of society, so that people don’t just live 

longer, but have healthy life years. And that is another reason why it is not just life 

expectancy but “Healthy Life Years” that we have adopted with the European Council 

as a key performance indicator for the Lisbon process.  

Those are the four major challenges we see for the future.  

I think what we need to know is whether you agree; whether your major challenges 

and core business can be found under those four pillars or whether there is something 

that we would miss if we try to build the European movement for health, the 

European strategy for health, around those four key drivers. 

2. The case for better governance and the new strategy 

Let me talk a little about governance. I have already talked about governance by 

complaining that macro-economists and treasury officials failed to grasp the 

importance of health policy. Of course, that is not because those individuals are 

necessarily opposed to health; it is because somehow the way we run our society fails 

to give then the data and the incentives to realise the truth that probably all in this 

room realise. 

According to a recent survey (which we run through the so-called Eurobarometer 

system of EU public opinion polls), half of our citizens think that the European Union 

could usefully play a greater role in health matters in the coming years. But, at the 

same time, citizens are worried that they do not get to participate in policy-making. 
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More than half of them believe that if a decision is taken at EU level, their voice does 

not count. You have the paradox that on the one hand people like Europe when it 

works, but on the other hand, they do not think it does work and so they vote against it 

in referenda.  

Knowing that health is a primary concern for citizens, we feel that the public 

consultations we have carried out around our health strategy show two key things: 

firstly, they would expect Europe to integrate a strong role on health alongside the 

strong role on economics, but secondly, they want to be sure that they have a 

guaranteed say in decisions that affect their health. 

Right now the Commission is encouraging a wide public debate on the future of the 

EU.  I think that the debate is particularly important when it comes to health.  

I hope therefore that when you go home after this conference, one of the things that 

you will take the time to say is firstly that you’ve been to Brussels to talk about health 

(because most people do not know that this sort of discussion takes place); and 

secondly that what we have been discussing today is an important part of the debate 

about re-launching Europe.  

Too often, I think we as citizens leave the future of Europe to Foreign Ministers and 

Prime Ministers and similarly important people, and then we wonder why our 

concerns as citizens are not reflected in any vision for the future of Europe. The one 

thing leads to the other. I would very much urge you to take away from this 

conference the fact that Europe can do things which will be good for health, but only 

if we in the health community go home and work for that to happen. 

And that brings me to the point about participative policy which I made last night. 

You cannot make health in Brussels for half a billion citizens. You cannot make 

health in one town for 25 Member States and goodness knows how many regions. We 

therefore need to think very carefully about how to bring all the citizens of Europe 

closer to a European debate about health, while at the same time recognising that 

whatever we can do within the Union is only a complement to national and regional 

health policies.  
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And within those national and regional health policies, each Member State has its own 

different ways of setting priorities, feeding citizens’ concerns into policy-making, and 

organising health services.  So what do we intend to do? 

We intend to try to work more closely with citizens’ elected representatives, not just 

in the European Parliament but with national Parliaments. We intend to use the so-

called “Plan D”, Vice-President Wallström’s dialogue plan to respond to the failed 

referenda, and to use it as one of the platforms for a much broader, more grass roots 

debate on health as one theme. But in addition to working with central governments 

and national legislators, we need to find new ways of involving the regions and civil 

society. 

Organisations such as the ones you represent therefore have a key role in voicing and 

advocating the concerns of citizens. We need your advice not just on what should the 

content of the strategy be – are our four pillars the right ones? – but also on how can 

we set about structuring the discussion, structuring the process in such a way that the 

individuals who are represented by your organisations will notice that people in 

Brussels are trying to listen to them. It is one thing for us to feel that we are trying to 

listen, but real democracy only happens when people around Europe notice that we 

are trying to listen to them. And that is really difficult. 

We are not starting from scratch. Here we have the Health Policy Forum, we have the 

recommendations of that Forum on issues such as health and enlargement; and that 

Forum plays an important role not just working with DG SANCO but helping to 

integrate health in other policies such as research.  

We also want to use the participation of NGOs in policy-making and that’s part of the 

Health and Consumer programme we proposed this spring. We need more money for 

that, so we continue to argue for the financial perspectives being discussed in the 

remainder of this year to double or more than double the modest funds available for 

health within the overall European budget.  

I must say I am not optimistic. But I would also say that budget making is like any 

other aspect of democracy. So I hope that your organisations are writing to your 

national counterpart government representatives and to your MEPs to say that you 

think, as an organisation, that let us say “a euro per citizen by 2013 for health” would 
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be a good idea. If we fail to get that, and you have not written, you will only have 

yourselves to blame.  

Certainly we in DG SANCO continue to fight hard for it in season and out of season. I 

say to everybody I can contact here in Brussels that a euro per citizen for health is not 

too much to plan for by the end of the 7 year period for which the budget is now being 

set. So if you think that this is a reasonable request, please write to those who can take 

the decision. 

The question is how do we use that money, or less money if that’s what we get, in 

order to support your advocacy work? I said last night and I said this morning that we 

want your organisations to be active not only in regions and the Member States but 

right across Europe.  How can we support you effectively?  

Is it a question of better information on health status and policies? If that is the case, 

then I would encourage you to look at the presentation stand outside the room about 

our new health portal, which is designed to provide user-friendly information on 

health in 20 languages.  

Can we do anything else to foster the capacity of non-governmental organisations or 

to foster not just your capacity internally but your ability to network with each other? 

These are the questions that I think are crucial in terms of governance. 

3. Health systems 

Let me now come finally to health systems and health products. On health systems, 

the parallel session is going to look at the scope for fostering co-operation and 

exchange of best practice between health systems without harmonising national and 

regional approaches whether on policy or on clinical practice. I believe, as a 

newcomer to this field eighteen months ago, that the new appetite for this sort of “soft 

co-ordination” is relatively high amongst national Ministries.  

What is lacking is the ability of those who indulge in such co-ordination in national 

Ministries, who are often in international departments, to reach out to those who are 

actually running policy at national and regional level and to reach out beyond 

administrative structures to those in your organisations who also have an interest. I 

think there is a discussion which is beginning, but at the moment the participation in 

that discussion is too narrow.  
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Thinking about this from a citizens' perspective, I would say that in the health systems 

field there are questions that your organisations could be asking in the health systems 

co-operation debate, to see whether it has something in it for you. Maybe three 

questions: 

Firstly, if you have a healthcare need which is not met in the hospital down the road, 

do you know where you would go?  

Secondly, if you were to need healthcare abroad, would you find the same level of 

quality and safety? What would it take to give you a feeling of comfort equivalent to 

that you feel in the hospital next door (which I hope is a good hospital), if you went to 

a hospital 500 or a 1000 kilometres away across one or more national borders?  

And finally, how do you feel about issues of redress? Are they important? Do you 

feel, when you go to a hospital or into the health system, “I am confident because I 

have redress and so if I go to a foreign country I might not have redress?” Or is that 

not such an important issue?  

All these challenges – under the headings of patient rights, quality and safety, 

patient safety – are issues which are currently on the agenda among the Member 

States in the High level group that I chair. We are beginning to discuss them, there is 

an appetite to discuss them, and we are looking to get more input from your 

organisations to drive that part of our policy-making forward. 

4. Health products 

Then on health products, and this is my last point, it is clear that products, whether it 

is medicines or medical technology, are crucial; that they are a major field of 

innovation; and that Europe is a leading innovator, amongst others, in this field.  

The question is for citizens and patients: Do you get the information that you need? 

Are you happy with the channels whereby European health culture provides you that 

information? 

The parallel session we will be organising on health products will therefore be 

discussing a set of important relevant issues there: the need for medicines to be 

available; safety concerns related to new pharmaceuticals; and the cost-effectiveness 

issue – how to get better European level health technology assessment.  
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I think the link to those issues is also the one about patient information: Have we got 

the balance between professionalisation of information flows and general background 

education right in Europe or not? That is a very old and long running debate in 

Europe, but it is not one that has gone away.  

All those issues will be on the table in that parallel session and then we will come 

back to the plenary here. 

Conclusion  

Let me conclude. The fact that there are so many questions demonstrates the need for 

this sort of Forum not just to be a day of intensive discussion, but to be the sort of 

focal point where at regular intervals this community comes together and takes away a 

series of questions to structure the work we are doing together over the years ahead.  

We think that this is a particularly crucial moment. It is crucial for several reasons.  

First, the budget is being set for the next seven years. If the UK Presidency is 

successful, it will be set by Christmas and there will be no further questions about 

how much money is available until 2013. That is important.  

Second, because we are talking about budget we are also talking about strategy and 

we are doing it at a time when the failure of referenda in certain countries in Europe 

creates an opportunity – an opportunity to re-position health within the panoply of 

public policy issues. That opportunity is reinforced by the European Council’s 

decision this year to make Healthy Life Years a performance indicator in the Lisbon 

process. So far this is a little noticed innovation, it may not even have been noticed by 

all the Heads of State and Government, as they took the decision in the Spring. It is up 

to us to make it real. 

For those reasons, I think this is the right time to have this meeting.  Indeed I hope 

this is the right meeting. You will tell us at the end if it has met your objectives. I am 

certainly very pleased to have such good participation and I hope to be able to listen 

to some of the panel discussion. 

Thank you very much. 

End 
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DISCOURS DE P. BRUNET AU FORUM OUVERT DE LA SANTE 

LES PRIORITES DU COMMISSAIRE KYPRIANOU EN MATIERE DE SANTE 

 

 

Mesdames et messieurs, 

 

C’est avec grand plaisir que je viens vous parler aujourd’hui des 

priorités dans le domaine de la santé que le Commissaire 

Kyprianou a défini pour les prochaines années. 

Malheureusement, le Commissaire a dû se déplacer en Asie du 

Sud Est mais il m’a demandé de vous transmettre le souhait fort 

qu’il a de mettre les citoyens au cœur de la politique 

européenne en matière de santé. 

La santé est un droit fondamental pour l’être humain " tout le 

monde a le droit d'accès aux soins préventifs de santé et le droit 

de profiter d’un traitement médical" : Je cite là notre charte 

européenne des droits fondamentaux.  

Robert Madelin vous a présenté les défis auxquels nous devrons 

faire face ensemble dans les prochaines années. Je voudrais 

maintenant vous dire en quelques mots quels sont les projets 

concrets que le Commissaire Kyprianou a l’intention de mener à 

bien d’ici 2007 pour répondre à ces défis.  

Lutte contre les maladies infectieuses 

A court terme, notre priorité est de renforcer  la coopération dans 

la lutte contre les épidémies de maladies infectieuses, et tout 

particulièrement pour la grippe qui fait en ce moment l’actualité. 

Bien sûr, l'arrivée du virus H5N1 en Europe ne signifie pas 



nécessairement qu'une pandémie humaine se produira de ce 

virus, mais nous ne devons pas sous-estimer cette menace. 

Nous avons déjà fait beaucoup : nous avons deux réseaux 

européens de surveillance d’alerte rapide et de réaction,  dont 

l’action se complète, et qui sont opérationnels depuis 1998 . Le 

Centre européen de prévention et de contrôle des maladies est 

venu cette année  renforcer l’action de l’Union.  

La Commission européenne prépare un certain nombre 

d'initiatives qui visent à aider les États membres à coordonner 

leurs actions et à renforcer leur état de préparation. On peut citer  

- un exercice de simulation de pandémie de grippe au niveau 

européen qui aura lieu prochainement 

- l’adoption avant fin 2005 de deux communications qui donneront 

aux Etats membres des outils de planification efficaces pour les 

urgences de santé publique, en se concentrant notamment sur la 

coopération entre les secteurs impliqués, et qui vont permettre de 

clarifier les rôles et les responsabilités des différents acteurs 

nationaux et européens en cas de pandémie.  

 

Mais l’actualité ne doit pas nous faire oublier d’autres dangers 

tels que le SIDA qui encore aujourd’hui plus que jamais constitue 

une menace grave pour la santé humaine dans l’union 

européenne. 

 

 

2 



Parmi les actions spécifiques envisagées par la Commission à 

travers sa stratégie contre le SIDA, on peut citer à titre d’exemple:  

• l’identification et la diffusion des bonnes pratiques en matière 

de prévention;  

• une meilleure surveillance;  

• un plus grand investissement dans la recherche;  

• des mesures pour accélérer l'agrément des nouveaux 

médicaments et des vaccins, ou pour garantir que les patients 

des pays européens les plus pauvres aient accès à des 

traitements à des prix abordables. 

 

Modes de vie 

La plupart de nos problèmes de santé actuels sont liées à notre 

mode de vie. La prévention revêt une importance particulière pour 

des facteurs tels que le tabac, l'alcool, la nutrition ou la santé 

mentale. 

 

• Lutte contre l’obésité 

Nous sommes tout conscients de l'augmentation rapide de la 

prévalence de l'obésité en Europe. La prise de poids excessive 

chez les Européens a de graves conséquences pour leur santé 

dans la mesure où elle peut favoriser des affections chroniques 

invalidantes voire des maladies mortelles comme le diabète. Ces 

maladies sont dans une large mesure évitables lorsqu’on 
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intervient sur des facteurs tels que la nutrition et l'activité 

physique. 

C’est un problème commun pour lequel nous devons chercher et 

partager des solutions. C’est pourquoi, le Commissaire va 

proposer en 2006 une communication sur la nutrition et 

l’activité physique, dont la prévention de l'obésité sera l’objectif 

principal.  

Il s’agit de mettre en place une stratégie cohérente dans le but de 

renverser les tendances actuelles à l'obésité, et de promouvoir 

des régimes alimentaires plus sains et plus d'activité physique. La 

communication reflétera les résultats de la consultation publique 

que nous avons l’intention de lancer avec un Livre vert avant la 

fin 2005. Elle s’appuiera également sur les premiers résultats des 

travaux de la plate-forme européenne sur la nutrition et l'activité 

physique, qui a été  lancée en mars 2005 par le Commissaire 

Kyprianou. 

 

• Lutte contre l'alcool:  

La lutte contre l’alcool est également un domaine important, non 

seulement pour la santé des citoyens mais également du point de 

vue économique, étant donné les implications négatives liées à 

l'alcool, telles que maladie ou incapacité durable.  

Markos Kyprianou va proposer en 2006 une communication qui 

envisage une approche coordonnée pour lutter contre les 

dommages de l'alcool en Europe. Il s’agira de renforcer la 

coopération entre les EM, par exemple, en partageant des 
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meilleures pratiques, en collectant et en diffusant des 

informations complètes. Les objectifs sont ambitieux et concrets : 

- un premier objectif est de contribuer à réduire de façon 

substantielle les morts et les blessures liés à l'alcool de route, 

l'exposition des foetus et des jeunes, la violence liée à l'alcool  

- un deuxième objectif est d’améliorer la sensibilisation et 

l'information aux risques reliés à la consommation de boissons 

alcoolisées.  

 

Je vous ai présenté rapidement trois domaines sur lesquels le 

Commissaire travaille en ce moment, les maladies transmissibles, 

la lutte contre l’obésité et la lutte contre l’alcool. Bien 

évidemment, il ne s’agit pas d’une liste exhaustive des actions 

prévues pour ces prochaines années, et heureusement ! 

 Le commissaire Kyprianou a notamment l’intention de 

développer une approche plus complète et cohérente de toutes 

les actions communautaires menées pour la santé dans une 

future stratégie pour la santé.  Il compte beaucoup sur le travail 

que vous aller effectuer aujourd’hui dans le cadre des sessions 

parallèles pour enrichir sa réflexion. 

La Commission actuelle a pour objectif de contribuer à assurer un 

niveau élevé de prospérité et de bien-être à travers l'Europe. Un 

niveau élevé de santé est une partie essentielle de ce processus 

ambitieux. 

Je vous remercie de votre attention. 

 



 



 
 
 
 

 
 
 
 

PLENARY SESSION:  
“Health challenges and future 

strategy: does Europe matter?” 
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Health and the economy 

Presentation by Martin McKee 

Thank you for inviting me to speak at this forum. Like the other 

panellists, I was given a list of questions on the general theme 

“Does Europe matter?”. One of them asked whether the EU should 

take action in the health sector to improve health or was health 

determined by other factors, such as macroeconomic trends. As is 

often the case, it is actually more useful to reframe the question. 

As I hope to show, this is not an “either/or” question. Both are true, 

but together they are only part of the story.  

I want to begin by reviewing some work that we have recently 

completed that looks at the relationship between health and the 

economy. This was a project undertaken by the London School of 

Hygiene and Tropical Medicine, the European Regional Office of 

WHO, and the Centre for European Policy Studies here in 

Brussels, with funding from DG Sanco. Our starting point was a 

very important report published in 2001 by the Commission on 

Macroeconomics and Health. That report was looking at the 

situation in developing countries. It showed that, at least in poor 

countries, good health was an essential determinant of economic 

growth and conversely that bad health was a significant brake on 

economic and social development. This work has been highly 

influential, providing the intellectual underpinning for contemporary 

policies on international development assistance. Unfortunately we 

cannot simply assume that the situation in developing countries 

can be applied to high income countries. Countries such as those 

in the EU differ in two important respects.  
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First, while in developing countries the predominant disease 

burden is attributable to communicable diseases, maternal and 

perinatal conditions and nutritional deficiencies, in developed 

countries the greatest burden is attributable to non-communicable 

diseases, such as cardiovascular disease, diabetes, injuries and 

mental health problems. The Commission on Macroeconomics and 

Health was able to identify certain basic interventions to address 

the diseases that predominate in developing countries, such as 

bed nets to prevent malaria. However the threats to health in 

Europe, however, are substantially more complex. In particular, 

they require multifaceted intersectoral policies to prevent them 

from arising and integrated multi-disciplinary management 

strategies to treat them. 

Second, production techniques in high-income countries have 

particular features. Agriculture and primary extraction are less 

important within the economy. Technological progress has meant 

that manual labour has become a less important factor in 

generating output than in developing countries. The importance of 

manual labour in the overall economy is likely to influence the 

ways in which ill health impacts upon labour market outcomes. 

In our report we were able to bring together in one place a wealth 

of evidence that is normally scattered among many different places 

to look at the contribution of health to the economy in high-income 

countries. This encompasses cost-of-illness studies; the impact of 

health at the individual and household level; the macroeconomic 

impact of health, the economic value of better health and the 

impact of the health system on the economy. 
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We began from a simple theoretical framework in which health 

could contribute to economic outcomes in high-income countries 

through four main channels: higher productivity, higher labour 

supply, improved skills as a result of greater education and 

training, and increased savings available for investment in physical 

and intellectual capital. So what did we find?  

We were able to show that a significant amount of evidence exists 

to support the economic importance of health in the labour market 

in rich countries. We found that health matters for a number of 

economic outcomes: wages, earnings, the amount of hours 

worked, labour force participation, early retirement and the labour 

supply of those giving care to ill household members. In addition 

we reviewed the comparatively scarce evidence from high income 

countries on the effect of health on education and on savings.  

There was compelling evidence that poor health negatively affects 

wages and earnings. The magnitude of the impact obviously differs 

across studies and direct comparability of results among countries 

is limited. However the overall effect was clear.  

We were also able to demonstrate the existence of an extensive 

empirical literature, mainly from the USA but more recently also 

from Europe, showing that health increases the probability of 

participating in the labour force. In the same way we could show a 

significant and robust role for ill health in anticipating the decision 

to retire from the labour force. Again, the relationship has been 

more extensively researched in the USA than in Europe. However, 

these findings raise important questions that we don’t have time to 

go into now about the impact of differences in institutional 
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frameworks, such as pension rules, availability of disability benefits 

and occupational insurance arrangements. 

Ill health matters not only for the performance in the labour market 

of the individual directly concerned but also for that of their family 

members who, in turn, will often have to adjust their labour market 

behaviour. We showed that, in general, men appeared to reduce 

their own labour supply by substantial amounts if their wives 

became ill but women were more likely to work if their husbands 

became ill. Obviously this can partly be explained by the unequal 

distribution of gender roles within the family and the different 

situation of men and women in the labour market.  

We also looked at the impact of health at the macroeconomic 

level. We were able to show that historical studies that had 

explored the role of health in particular countries over the past one 

or two centuries have confirmed that much of today’s economic 

wealth is directly attributable to past achievements in health. We 

already know that health — typically measured as life expectancy 

or adult mortality — is a very robust and sizeable predictor of 

subsequent economic growth in virtually all studies that have 

explored this issue in poor countries. However, researchers have 

focused less on the specific role of health in economic growth in 

high-income countries, and in the few cases in which this was 

done, health was not always found to be positively related to 

economic growth. We suspected that this was due in part to the 

use of health indicators that imperfectly capture the existing health 

differences between high-income countries. We were able to 

confirm this by showing how, if cardiovascular mortality is used as 

a measure of ill health, health is a significant predictor of 
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subsequent economic growth in high-income countries, but not in 

low- and middle-income countries. 

It is widely accepted that GDP is an imperfect measure of social 

welfare. It is simply the sum of monetary transactions in the 

economy and as a result it fails to incorporate non-market goods, 

such as the value of health. The true purpose of economic activity 

is the maximisation of social welfare, and not necessarily the 

production of goods by themselves. Since health is an important 

component of properly defined social welfare, measuring the 

economic cost of ill health only in terms of foregone GDP leaves 

out a potentially major part of its ‘full income’ impact, which we can 

define as its impact on social welfare. We undertook an innovative 

analysis that placed a monetary value on the years of life gained in 

EU countries in the past decade, both in total and those additional 

years that can be attributed to the contribution of health care. This 

showed that Europe has achieved major gains in full income, and 

moreover that when we compared investment in health care with 

the economic gains associated with the increases in years lived, in 

many countries there was at least a two-fold return on investment.  

Finally, while there is a direct effect of health on the economy, 

there is also an impact of the health system on the economy 

irrespective of the ways in which the health system affects health. 

The health sector ‘matters’ in economic terms simply because of 

its size. As one of the largest service industries, it represents one 

of the most important sectors in developed economies. Currently 

its output accounts for about 7 % of GDP in the EU-15, larger than 

the 5 % accounted for by the financial services sector or the retail 

trade sector. And around 9 % of all workers in the EU-25 are 
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employed in the health and social work sector. Through its sheer 

accounting effect, trends in productivity and efficiency in the health 

sector will have a large impact on these performance measures in 

economies as a whole. Moreover, the performance of the health 

sector will affect the competitiveness of the overall economy via its 

effect on labour costs, labour market flexibility and the allocation of 

resources at the macroeconomic level. 

In our study we were able to review an extensive body of evidence 

on the link from health to the economy. We have shown that 

investment in the health of the people of Europe will be an 

important means to enhance the economy of Europe. However, we 

did not look at the other side of the equation, because it is already 

so well understood. This is the link from the economy to health. 

There is an enormous body of research showing that economic 

growth is good for health, at least as long as the economic gains 

are distributed in an equitable manner, as has largely been the 

case in Europe. Obviously the situation is very different in the 

USA, as we have seen in the aftermath of Hurricane Katrina.  

So what does this mean for European policy? We have been able 

to show, on both theoretical and empirical; grounds, that the 

European welfare state can be good for economic growth. The 

challenge is to create policies that will support the development of 

a virtuous circle in which investments in the health of Europe’s 

citizens lead to improved economic performance which in turn lead 

to better health and so on. Investment in policies that promote 

health must therefore be at the heart of the Lisbon Agenda. In the 

time available, I can’t go into the detail of what must be done. 

Obviously we need policies at all levels, and in many sectors. We 
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need action by local and regional governments, by national 

governments, and by the European Union. Where action takes 

place depends on what needs to be done. For example, decisions 

about traffic calming measures are best taken by local government 

but action to ban tobacco advertising, because of its cross border 

nature, is best taken by the European Union. However, to return to 

the original question “Does Europe matter?”, no-one, I think, would 

argue with the contention that European policies matter for 

economic growth and as a consequence, the European institutions 

have a legitimate role in intervening to support this aim. What I 

have tried to show is that, in pursuit of economic growth they have 

a powerful justification for intervening to promote health.  

I also believe that, even if this was not the case, we could still 

legitimately ask our representatives to take actions that would 

promote the health of the citizens of Europe anyway, but that is 

something that I am sure others will want to address.  

Thank you 



 



 
 
 
 
 
 
 
 
 
 

Section 9: 
 

Presentation by Dr Yves Charpak 



 



Yves Charpak, Bureau Régional de l’OMS pour 
l’Europe 

- Merci de m’avoir invité à ce forum où je représente 
l’OMS et en particulier le Bureau Régional de 
l’OMS pour l’Europe, basé à Copenhague et dont le 
directeur, Marc Danzon, m’a chargé de transmettre 
ses regrets de ne pouvoir être parmi vous 
aujourd’hui. 

- Je vais répondre aux questions posées aux 
panellistes en parlant des principaux challenges de 
santé publique qui sont devant nous et en essayant 
de dire si les réponses à apporter peuvent bénéficier 
de cet exercice de regroupement des pays 
Européens dans l’Union Européenne.  

- Bien sur, pour un représentant d’une organisation 
internationale comme l’OMS, la réponse à cette 
dernière question est assez immédiate : 

- Toutes les occasions pour les Nations,  
o de travailler ensemble 
o d’échanger de l’expérience sur ce qui marche 

et ce qui ne marche pas 
o de faire circuler une information de bonne 

qualité et relativement indépendante 
o de proposer des directions communes, voire 

des règles communes 
sont bonnes à prendre pour améliorer l’efficacité 
et l’efficience des actions et surtout aussi comme 
solidarité intra régionale : il s’agit d’éviter que 
les nations les plus faibles, les plus pauvres ou les 



moins bien gouvernées soient laissées de coté 
dans les progrès de santé. 

- L’idée de travailler ensemble est posistive, mais se 
pose ensuite la question du niveau du regroupement 
et pour quel type d’activité. Pour l’OMS c’est un 
sujet quotidien, et si L’OMS regroupe globalement 
192 Etats Membres, le Bureau Régional pour 
l’Europe compte lui 52 Pays Membres, dont tous 
ceux de l’Union Européenne, mais aussi ceux de 
l’ex Union Soviétique et de l’ex Yougoslavie, qui 
sont en général plus pauvres et en difficulté, y 
compris en terme de santé. 

- Le travail sur la grippe illustre bien les roles 
différents d’une approche mondiale par le siège de 
l’OMS à Genève, et d’une approche régionale 
Européenne à Copenhague. 

- Les équipes de Genève font un travail de synthèse 
scientifique, de lobbying politique, de modèlisation 
globale, de surveillance et d’intervention dans les 
zones les plus fragiles du monde. Le Bureau 
Régional pour l’Europe est supposé faire le le 
travail d’adaptation au contexte spécifique de la 
région Européenne, à l’échelle des nations, ou 
même plus localement, et le soutient aux politiques 
et aux actions de santé en collaboration avec les 
gouvernements concernés. Pour les pays de l’Union 
Européenne, cette action est plus que facilitée par 
l’existence de l’Union Européenne et de ses 
institutions qui font une part essentielle de ce 
travail et avec lesquelles nous collaborons 



étroitement, en particulier la DG SANCO et le 
CDC Européen nouvellement créé. Il n’y a jamais 
assez de toutes les bonnes volontés. 

- Notre collègue de la région Asie qui couvre la zone 
la plus touchée par la grippe aviaire en ce moment 
nous envie cette situation qui nous permet de mieux 
gérer la diffusion de la grippe aviaire, ce qui limite 
le risque mondial de passage à une pandémie 
humaine  et d’être mieux préparés à subir et à 
répondre à une éventuelle pandémie humaine. 

- Mais d’autres risques infectieux à l’échelle de 
l’Europe sont devant nous, et malheureusement ils 
ne sont plus seulement des probabilités : je veux 
parler d’une épidémie qui a marqué les pays les 
plus développés depuis le début des années 80, le 
Sida, mais qui a connu une explosion épidémique 
dans les pays voisins de l’Union Européenne, et ce 
dans une certaine indifférence ou en tous cas sans 
que les engagements soient très efficaces, le tout 
aggravé il est vrai par l’absence de réactions 
politiques dans les pays concernés.  

- Or cette épidémie est un peu particulière. Elle est 
liée essentiellement au départ à une autre véritable 
épidémie, d’injection de drogues par voie veineuse, 
pour laquelle des réponses que l’on sait efficaces 
sont disponibles, les programmes de réduction des 
risques. Malheureusement ils n’ont pas été mis en 
oeuvre encore à une échelle suffisante. La 
coopération bilatérale de pays à pays n’y suffira pas 



et seul un engagement collectif de la région à la 
hauteur du risque pourra espérer le contenir.  

- Je voudrais maintenant évoquer deux autres 
catégories de challenges en terme de santé. Et 
j’évoquerai deux rapports mondiaux de l’OMS pour 
les définir. 

- Le premier est celui des systèmes de santé 
Européens. En 2000, l’OMS a publié un rapport 
proposant une vision très compète et structurée des 
systèmes de santé dans le monde, avec même une 
classification qui a fait beaucoup de bruit.  

- Ca a été un choc, car beaucoup ont découvert que 
leurs systèmes nationaux adorés avaient tous des 
qualités et mais aussi des défauts, comparés aux 
autres. Pas de modèle idéal à mettre en avant, mais 
tout de même une réelle supériorité globalement 
des systèmes de santé des pays de l’Union 
Européenne. Ce qui est une bonne nouvelle.  

- Cet exercice de comparaison a eu des vertues 
politiques et scientifiques immédiates : il n’était 
plus possible après ça de continuer à vivre sur des 
croyances et des dogmes en matières d’organisation 
des systèmes de santé. Un système comporte 
plusieurs fonctions, qu’il doit remplir, quels que 
soit les acteurs et institutions qui en ont la charge, 
et la responsabilité de l’ensemble est clairement de 
l’ordre du politique : financement du système, 
équité du financement, délivrance des services, 
administration et contrôle de la qualité du système, 
et enfin réponse aux attentes des populations.  



- Tous les systèmes Européens sont divers, les 
modalités d’accès et de financement des services 
différent, et les services qui sont disponibles 
peuvent varier d’un pays à l’autre. De plus il ne se 
passe pas de mois sans qu’un des pays Européen 
n’annonce une réforme profonde de telle ou telle 
partie de son système de santé. 

- Or les citoyens Européens bougent de plus en plus à 
l’intérieur de l’Europe, et vont même 
éventuellement chercher des services là où ils 
pensent qu’ils sont meilleurs ou plus facilement 
disponible.  

- Il va donc falloir une grande intelligence, de la 
recherche, du travail en commun, de l’échange 
d’expériences et un réel engagement politique pour 
que les citoyens Européens y trouvent leur compte.  

- Bien entendu, le niveau des ressources  disponibles 
constitue un challenge supplémentaire, à l’intérieur 
de l’Union Européenne avec les nouveaux pays 
membres, mais pour l’OMS Europe également dans 
les autres pays qui sont nos voisins : la faiblesse 
fiancière et organisationnelle des systèmes de santé 
est alors un obstacle de plus à la résolutions des 
problèmes de santé publique, car injecter de 
l’argent ne suffit pas s’il n’y a pas de système 
efficace pour en faire un bon usage. 

 
 

- Le deuxième rapport mondial de l’OMS que je 
souhaiterais évoquer est celui de 2002. Ce rapport, 



au lieu d’aborder les problèmes de santé par les 
maladies, a décrit la santé dans le monde par ses 
principaux facteurs de risque.  
o Ceux dont la responsabilité est clairement 

identifiée et démontrés,  
o Ceux sur lesquels en plus on peut agir 
o Ceux pour lesquels on connaît des actions 

efficaces   
- Les 10 premiers pour la région européenne sont 

banalement le tabac, l’alcool, l’excès de 
poids/obésité, le manque d’activité physique, une 
alimentation trop riche en matière grasse, en sucres 
et en sel et trop pauvre en fruits et légumes, une 
pression artérielle élevée, un cholestérol élevé, la 
consommation de drogues, l’activité sexuelle non 
protégée et le déficit en fer 

- Ces facteurs sont à l’origine reconnue et démontrée 
de la plus grande « charge de morbidité » actuelle 
et constituent autant de challenges pour nos sociétés 
Européennes 

- Ces facteurs de risque sont pour la plupart bien au-
delà des possibilités d’action des seuls systèmes de 
santé, des seuls professionnels de santé, et des 
Nations isolées. Ils touchent directement aux choix 
de modes de vie des sociétés concernées. Et il y a 
bien sur un lien avec les activités économiques, 
sociales, culturelles et politiques qui sont 
indissociables des modes de vie. Et ces activités là 
sont rarement uniquement nationales. Les intérêts 
en jeux sont portés par des organisations qui sont 



supranationales, y compris en terme d’information 
et de communication. Cela rend illusoires des 
actions limitées à l’intérieur d’une frontière 
nationale. 

- Mais en même temps, on ne peut pas dire : on ne 
sait pas, attendons plus de science, plus de volonté 
commune. Car on sait ce qu’il faudrait faire. Mais 
la difficulté est plus « comment le faire » pour que 
ce soit accepté et que ça marche ? 

- Les actions regulatrices, représsives, éducatives, 
informatives, n’ont aucune chance d’aboutir sans 
implication des autres secteurs de la société, quite à 
entrer parfois en conflit avec eux. 

- Ca peut d’ailleurs même en être un bon indicateur : 
quand certains groupes d’intérêts commencent à 
s’agiter, c’est que l’action est peut-être efficace. 
C’est ce qui s’est passé pour le Tabac. Tant que les 
acteurs de santé publique informaient et faisaient de 
l’éducation pour la santé, les industriels du tabac 
n’étaient pas très dérangées. Elles finançaient 
même certaines actions d’information. Par contre, 
dès que l’idée d’un texte réglementaire à l’échelle 
mondiale a vu le jour à l’OMS, la réaction a été 
forte voire guerrière ?  Cette convention cadre est 
aujourd’hui entrée en application à l’échelle 
mondiale, et elle constitue un précédant qui 
inquiète d’autres secteurs écconomiques porteurs de 
risques pour la santé : les producteurs d’alcool, 
mais aussi certains secteurs agro-alimentaires, en 



particulier les industries sucrières, les producteurs 
de sel, etc… 

- Cela illustre la nécessité d’un véritable débat de 
société entre choix individuel éclairé et 
responsabilité collective. Les uns disent, informons 
et laissons les gens choisir. Les autres disent, le 
choix n’est jamais réellement proposé, il n’est pas 
assez éclairé et les moyens d’information sont 
déséquilibrés. Ainsi on assiste aujourd’hui à la mise 
sur le marché de produits alcoolisés spécifiquement 
élaborés pour l’usage des plus jeunes, avec des 
publicités ciblées et très agressives, en évoquant les 
responsabilités individuelles et parentales comme 
seuls remparts contre la consommation. Où est le 
choix réel et qui peut raisonnablement penser que le 
choix individuel suffit dans ce cas ? Peut-on même 
imaginer qu’une reaction collective à l’échelle d’un 
seul pays suffit, alors que les autres acteurs 
concernés sont à l‘échelle Européenne voire 
mondiale. 

- Il y a bien sur des contre-exemples dans d’autres 
secteurs, et en particulier en ce qui concerne 
l’alimentation quotidienne où l’enjeu de 
l’information des individus pour un choix éclairé 
est essentiel. 

- Pour conclure on peut prévoir que les actions de 
santé ne seront pas toujours consensuelles ni 
paisibles. Mais l’UE est particulièrement bien 
placée pour ce débat, dans la mesure où les divers 
intérêts en présence font partie de son quotidien. A 



nous d’aider à ce que le débat ne soit pas trop 
déséquilibré. 
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Derek Rutherford 

 

Asking the question “Does Europe matter?’ will elicit 

differing responses, for the EU means different things to 

different people.  

 

Those, like myself, whose childhood and youth were 

fashioned and influenced by the immediate post war period 

of the mid forties and fifties, could clearly appreciate and 

accept the vision of the founding fathers “to keep the peace 

of Europe”.  

 

Over the past 50 years we have moved on. We have a 

different generation of Europeans whose life experiences 

are different from that of the founding fathers.  

 

Ask “Why Europe?” in the new Member States, 

generations brought up in a totally different political 

environment, often respond, “to maintain our security and 

protection”. 
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The economic success of European membership is often the 

common answer among people from member states that 

have experienced growth in their GDP’s and standard of 

living.  However, in older member states, opinions reflected 

in referenda or public opinion polls reveal that the average 

person in the street is disconnected with Europe, viewing it 

as irrelevant or meddlesome.  

 For many, Europe has become the playing field of political 

and commercial elites. 

 

How then do we get our fellow citizens “to embrace” 

Europe, to give to them a sense of ownership or 

partnership?  For a new generation we need to challenge 

them with the global world - its social and political 

realities. 

A world where, the largest economies in the future, are 

forecast to be China, India and, of course, the United States. 

To meet such a challenge we need a healthy Europe and a 

healthy workforce. 

 

In remarks to a Nuffield Trust and EPC meeting last year, 

Robert Madelin felt that “the overriding priority for the 

Commission had to be to put the individual back in touch 
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with Europe” and went on to say “a field that affected all, 

such as health policy, might just be the way to achieve such 

a connection”.   

 

When posing such a view, I wonder if the Director General 

had in mind Benjamin Disraeli’s observation: (one of the 

eminent British Prime Ministers of the 19th century).  “The 

first consideration of a Minister should be the health of the 

people”.  

 

He strongly objected to those who felt improvements in the 

social and work conditions of the people would undermine 

economic prosperity.  

 

Disraeli would have applauded Madelin’s view: “Health 

has to be seen as an economic factor in the Union: healthy 

life years are a factor in competitiveness”.  

 

 

 From its outset, fifteen years ago, Eurocare’s Charter 

emphasised that: “the EU can no longer remain solely an 

economic union, it must become a social community where 
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the collective health interest takes precedence over 

individual economic interests.” 

 

A major challenge for the public health community will be 

to succeed in ensuring that the drive towards less 

regulation, reducing red tape for business and 

competitiveness does not come at the expense of public 

health concerns. 

 

The factor that changed the attitude of the British Trade 

Union Movement from being anti to pro EC was the 

European Social Model.  A Model, which they felt was 

losing ground with the then economic decisions of the 

United Kingdom Government.   

 

Public trust in NGO’s is far, far higher than that in 

politicians and commercial concerns.  This factor makes us 

well placed to persuade public opinion to the relevance of 

Europe. Provided (and there is an important caveat) that 

European institutions ensure a level playing field for our 

voice in the shaping of policy. The example set by DG 

SANCO is good, but it would be helpful if other 

Commission Directorates followed suit.  
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The European Alcohol Policy Network developed by 

EUROCARE is a good example of the importance of the 

EU in social and health policy. All member states, 

candidate and associate countries are represented covering 

NGO’s, Public Health Authorities and academia. 

It would do well for EU institutions to comply with Treaty 

obligations.  

The treaties maintain that the Union should:  

 “Contribute to the attainment of a high level of health 

protection” and that 

“Health protection requirements shall form a 

constituent part of the Community’s other policies” 

Thus the Treaty recognises the impact that EU Council and 

Commission policies can have on health. But how far is the 

principle executed?  Have sufficient resources been 

allocated in order to assess such decisions and their health 

implications?   

 

It is worth noting that in the debate on excise duty in the 

nineties, the European Commission accepted the principle 

that taxes on alcohol had a public health dimension.   
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In the 1993 White Paper on “Growth, Competitiveness and 

Employment” it stated: 

‘An increase of excise duty on tobacco and alcohol 

provides a source of additional budget revenue and a means 

of preventing widespread social problems, and can help 

social security budgets to make savings by reducing the 

need to treat cancer and alcoholism’.  

 

Having been asked to select one area in health that the EU 

should prioritise, it would have to be one of the five key 

health issues that the DG considers needs tackling. It would 

be a lifestyle related social and health problem that also 

impacts on health inequalities.   

 

The one I have selected causes in the EU: 

 

• 4 out of every 10 homicides - 2,000 per year 

• Over 1 in 6 suicides - 10,000 per year  

• 1 in 3 road traffic deaths 17,000 per year 10,000 

of which are estimated to happen to 'innocent' 

victims 

• - 200,000 Unprotected sex incidents among 15-

16 year olds  
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• 1 in 7 Child abuse/neglect cases 

• After tobacco and high blood pressure it is the 

third highest risk factoring mortality and morbidity 

-  

Alcohol costs an estimated €125 billion annually, 

almost half due to lost productivity.  It contributes to 

health inequalities both between and within countries.  

 

Alcohol plays a considerable role  in the lowered life 

expectancy in the EU 10 compared with the EU15. 

 

If it were any other substance, other than alcohol, 

there would certainly be demands for governmental 

action. However, with alcohol we are dealing with not 

just an irresistible pleasure but massive vested 

interest. 

 

In 1979 a British Government Minister speaking to the 

AGM of the National Council on Alcoholism (of which 

at that time I was the Director) said that alcohol was a 

lifestyle problem and that dealing with lifestyle 

problems demanded  ‘not incision at the surgeon’s 

table but decision at the cabinet table.’  
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The drinks industry responded very quickly to this 

perceived threat. Critical of what they considered to 

be the late and inadequate response of the tobacco 

industry to similar threats, they were determined to set 

the research agenda. The voice of the public health 

lobby had to be countered, but, if possible, also 

wooed.  

 

There is no escaping the fact that there is a conflict of 

interest between the industry and public health. 

 

It should come as no surprise that we face an alcohol 

epidemic throughout Europe. An epidemic to which 

public health authorities have been alerted through 

the WHO European Alcohol Action Plan; Two WHO 

Ministerial Health Conferences – the last one advising 

that “Public Health Policies concerning alcohol need 

to be formulated by Public Health Interests, without 

interference from Commercial Interests” 
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Why does the industry have such a hold on 

governments when polls of civil society give them 

such a poor rating?   Why do we have inaction on 

policy relating to advertising when, where polling has 

been carried out, the public want positive action to 

curtail volume and content. 

 

At least the European Parliament saw the need for 

action over alcopops.  

 

The Council of Ministers has issued recommendations 

on alcohol consumption by young people and called 

for an EU strategy. It is in the process of being 

formulated by DG Sanco.  

 

Why address children and young people?  Because it 

is the children who pay the price of the last round!   

 

Much is said about passive smoking, little recognition 

is given to the third party victims of alcohol. Up to nine 

million children of the EU will return from school today 

to a home with a parental drinking problem. 29% of 

young males between the ages of 18 to 29 will die 
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from an alcohol related cause – the major cause of 

death for young people in the EU. 

 

The EU is concerned about human rights. The rights 

of the child should have high importance.  One of the 

five ethical principles of the WHO in relation to alcohol 

is: 

•All children and adolescents have the right to grow 

up in an environment protected from the negative 

consequences of alcohol consumption and, to the 

extent possible, from the promotion of alcoholic 

beverages. 

While awaiting the DG SANCO alcohol strategy, we 

can embrace and publicise the newly adopted WHO 

Alcohol Policy Framework. 

 

But above all else let us remember: 

If we take care of the children of Europe, Europe will 

take care of itself.  
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EUROPEAN COMMISSION 
OPEN FORUM 2005-HEALTH CHALLENGES AND FUTURE 

STRATEGY. 
Brussels, 7-8 November 2005. 

 
PRESENTATION BY  
AIDAN O’SHEA, COMMUNITY PHARMACIST, 
BLACKPOOL, CORK, IRELAND. 
Email: aosp@eircom.net 
 
FOUR QUESTIONS ARE POSED TODAY. 

1. DOES EUROPE MATTER? 
2. WHAT HAS THE EU DONE FOR PEOPLE’S HEALTH? 
3. SHOULD THE EU DO SOMETHING IN HEALTH? 
4. WHAT ONE AREA SHOULD THE EU PRIORITISE? 

 
The intent of today’s meeting is to make progress in a complex process. 
That process is to make practical links between the common health 
objectives of The European Union and its 25 constituent member states 
on the one hand and the well-being and health of the individual citizen on 
the other. 
 
DOES EUROPE MATTER? 
How do our citizens perceive the EU; as a distant monolith in Brussels or 
as a benign second guarantor of their welfare and civil rights? Low 
turnout in the most recent European Parliament elections and the 
subsequent rejection of the proposed European Union Constitution by 
citizens of France and The Netherlands suggest at least a sense of 
individual detachment, and at most a resistance to greater integration of 
policy and governance at EU level.  
 
In recent years the EU has embraced 10 new member states in central and 
southern Europe, while simultaneously facing faltering economic growth 
and intense global competition. These radical changes in the scale of the 
EU and fears about globalisation and unemployment have made many of 
Europe’s politicians and citizens more defensive. 
 
Let us be aware of these realities without being oppressed by them. 
Should we, as a broadly representative group, whose role is to design and 
deliver better health to our citizens across the EU, be deterred by the 
current gloom about the European project?  
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Therefore we must work together to ease health inequalities between EU 
member states, not neglecting the significant inequalities prevailing for 
some groups of citizens within states. I have in mind particularly the 
needs of older citizens, of those with chronic physical and mental 
illnesses and the needs of recent immigrants. These groups have the 
greatest health needs and often have the least economic and political 
leverage of power. Policymakers must listen closely to the NGOs which 
speak for these groups. Health professionals too must act as advocates for 
the most needy and vulnerable. In my everyday pharmacy work, much 
time is spent helping such patients not just with their medication, but with 
problems of access and delivery of essential services. 
 
WHAT HAS THE EU DONE FOR PEOPLE’S HEALTH? 
In order to appreciate what EU directives have done for the health of the 
individual, we must take a comprehensive view, taking account of broad 
parameters such as these: 
 

• The quality of the air that we breathe, 
•  The purity of the  water in our rivers and seas, 
•  The safety of our food supply, our homes and our workplaces and  
• The prevailing peace among the member states.  
• At the specific level of licensing and monitoring pharmaceutical 

products, the EU operates through an independent agency EMEA 
which ensures the safety and efficacy of medicines licensed 
throughout the Union. This system also ensures prompt access to 
new and effective treatments. 

 
This is just a summary of how the EU contributes to our individual well-
being. Broad environmental factors like these have a fundamental effect 
on maintaining health and preventing disease. Let us not take them for 
granted, nor fail to extend their remit when appropriate.  Their effect is at 
least as important as the benefits of an accessible modern health service. 
 
Today’s debate also draws attention to consumers. In my opinion, 
consumers and citizens are synonymous when we talk about health. It is 

I think not, because the cornerstone of our EU mutuality is that the sum 
of our wisdom and experience is greater than its individual parts, that 
Europe at its core has a heart which values the weak as well as the 
strong. We citizens are not mere cogs in a giant economic wheel.  
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evident that verified information and health education empowers the 
individual  

• Towards healthier lifestyle choices,  
• Towards a better understanding of acute and chronic disease and  
• Towards coping with the challenges of ageing.  

 
In cases of illness, that need, that hunger for information and support, 
extends from the patient to the family.  
 
Many times a day in the pharmacy, we respond to health queries based on 
unfounded scare stories or wildly exaggerated claims about new and 
unorthodox treatments. Health information today is much more 
democratic, particularly since the explosive growth of the Internet. Yet 
how do we evaluate the content and the truth of this information 
avalanche? It often falls to health professionals to act as honest brokers, 
so to speak, interpreting and guiding patients towards realistic 
expectations and involvement in their treatment and recovery. 
 
 
SHOULD THE EU DO SOMETHING IN THE FIELD OF HEALTH? 
 
Having set the present scene, so to speak, where does the EU interact in 
the future in the field of health? Doctors, nurses, pharmacists and others 
working in primary care are aware that personal lifestyle impacts directly 
on many causes of serious disease in western society. I am speaking of 
such fundamentals as  

• Inappropriate diet,  
• Lack of physical exercise, 
• Tobacco smoking and  
• Alcohol abuse.  

 
The risks of developing obesity, Type 2 diabetes, cardiovascular disease, 
chronic lung disease and smoking related cancers can be reduced by 
behavioural choices under individual control. So can this forum make a 
positive intervention in the areas I have mentioned? 
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WHAT ONE AREA SHOULD THE EU PRIORITISE? 
 
To revert to my opening point, we are seeking practical EU initiatives 
which will assist in maintaining the health of the individual. I can think of 
none more evident or salient than a range of measures to prevent tobacco 
smoking, to assist smoking cessation and to protect the public from the 
proven damage caused by environmental tobacco smoke (ETS).  
 
 
Such a plan would engage and contribute to all of the headline objectives 
of this forum namely 

• To protect citizens against health threats 
• To promote healthier lifestyle policies 
• To contribute to reducing the incidence of major diseases and 
• To contribute to developing more effective health systems. 

 
There is a growing momentum of consensus that now is the time to 
advance boldly in the matter of tobacco controls. This consensus is shared 
at the level of the citizen, at the level of national government and at the 
EU level. It is my experience that smokers want more help to quit and 
also want to enjoy a smoke free environment. Nicotine is their addiction, 
not smoke. Nicotine replacement products have contributed greatly to 
helping the smoker to quit.  
 
A strict ban on smoking in enclosed work places was successfully 
introduced in Ireland in March 2004. Offices, shops, bars, restaurants, 
cinemas, theatres, public buildings and public transport are now all 
smoke-free. This has been a remarkable feat of social engineering, 
transforming the culture of our leisure and work environments. The level 
of compliance with the ban exceeds 93%, and initial arguments about 
statism and interference in personal freedom have faded away. There is 
strong anecdotal evidence that smokers have cut down or quit their 
tobacco consumption, and the overall prevalence of smoking in Ireland is 
now at a historic low of 23.6% (August 2005). The success of this model 
has had a domino effect in other member states, and new regulations on 
ETS are in force or pending in Scotland, Northern Ireland, England, 
Belgium, Italy, Spain, and Sweden. Informed consumer opinion and 
regulatory enforcement form a vital part of this legislative and social 
change. 
 



 5

 
 Just think; if it were asbestos or lead in motor fuel, would we hesitate to 
ban it from our ambient air? Companion strategies such as education and 
quitting programmes are best pursued at member state level. We can 
decide to make today a day of destiny in the health of the European 
citizen. 
 

The EU has the legal capacity to ban ETS using Health and Safety 
Legislation. But is there sufficient political will and determination to 
agree such a measure at EU level? The weight of evidence against 
smoking tobacco is overwhelming. Today’s meeting can be the catalyst 
to shed our timidity, to set aside our subsidiarity and to give our EU 
citizens a virtually smoke-free environment, permanently. 
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Parallel session 1:     Development of the EU Health Strategy 

 
 

Parallel session 2:     Health Products: 
                 Pharmaceuticals and medical technology 

 
 

 
Parallel session 3:     Health Services 
 



 
Parallel session 1:  

Development of the EU Health Strategy 
 
 
11.30 –13.00  The Institutional Overview   
 
Chair: Ms Janice Cave, Royal Society for the Prevention of Accidents, UK 
 

What role for Europe in health?  

Ms Ruta Liaudanskiene, Health Attache, Permanent Representation of Lithuania to the EU 
  
Mr Arto Koho, Health Attache, Permanent Representation of Finland to the EU 
 
 

Promoting health through the European Parliament 

Mr Miroslav Mikolasik, Group of the European People's Party, Slovakia 
 
Ms Dorette Corbey, Socialist Group of the European Parliament, The Netherlands 
 
 

Delivering improved health for European citizens 

Ms Paula Duarte Gaspar, European Commission, DG Health and Consumer Protection 
Mr Stephen Wright, European Investment Bank 
 
At the end of the session, the participants will vote on three key statements on a scale of 1-5 from 
strongly agree to strongly disagree: 
 

● The EU should focus on the basic challenges facing European all societies such as 
demographic change, health inequalities. 
● The EU should focus on ways it could have the most impact on individual health, e.g by 
tackling the leading burdens of disease, rare diseases 
● Information should be the key focus of the EU Health Strategy – gathering, analysing, 
comparing and disseminating information about health status 

 
14.00-16.30 Round-table on the framework for the EU Health Strategy 
 
 Facilitator: Mr Clive Needle, Eurohealthnet 
 Rapporteur: Ms Lara Garrido-Herrero, EPHA 
 
 
Ms Lynn Faulds Wood, President, European Cancer Patient Coalition  
 
Mr Owen Metcalfe, Institute of Public Health, Ireland 
 
Mr John Henderson, Mental Health Europe (MHE) 
 
Ms Agnes Czimbalos, National Institute for Health Development, Hungary  
 
Ms Mateja Kozuh Novak, Slovene Philanthropy  



 

 
Parallel session 2: 

Health Products: Pharmaceuticals and medical technology 
 

 
 

11.30-13.00 The Regulatory Framework: Where We Are    
 
Chair: Vittorio Silano, Ministry of Health, Italy 
 

New Pharmaceutical legislation: key points  

Ms Claire Scharf-Kroener, European Commission, DG Enterprise, Pharmaceuticals 
 
Medical devices and medical technology : the new approach 

Mr John Brennan, European Commission, DG Enterprise, Cosmetics and Medical Devices 
 

The EMEA for patient safety 

Ms Isabelle Moulon, Post-Authorisation of Medicines for Human Use, EMEA 
 
At the end of the Morning Session delegates will be asked to vote on a scale of 1(strongly 
agree) to 5 (strongly disagree) on the following two statements:  

• The EU regulatory framework rewards real innovation 
• The EU should encourage Member States to share methodologies and the results of Health 

Technology Assessments 
• The new EU regulatory framework will ensure more effective pharmacovigilance  
• Because better reporting is a key area to enhance pharmacovigilance and post marketing 

surveillance for medical technology, more effort should be made to improve reporting in 
both primary and secondary care settings 

• The EU should ensure that information to patients on prescription-only medicines and 
medical technology is not of a promotional nature 

• The provision of objective, accurate and understandable information to patients on health, 
therapies and medicines should be seen as a key priority for national and European 
Institutions in implementing their health policy 

 
14.30-16.00  Panel discussion 
 
 New products: what’s their value?  

Mr Michel Lussier, Vice President, Europe, Africa, Middle-East VOLCANO Corp 
Mr Dirk Ramaekers , Federal Knowledge Centre for Healthcare, Belgium 
Mr Gottfried Endel, Austrian Federation of Social Security  
 

Existing Products and post marketing surveillance: do we do enough?  

Mr Marc Bogaert, University of Ghent, Belgium 
 Ms Anneke Passier, LAREB, Netherlands Pharmacovigilance Centre 
 
Information: a key factor underpinning public trust  

Mr Stephen Mc Mahon, IAPO , 
Ms Colette McCreedy, PGEU 
Mr Brian Ager, EFPIA   

 
Closing remarks from the Chair 



 
 

Parallel session 3:  
Health Services 

 
 
 
11.30 –13.00 Health Services in the Internal Market – The issues

 
 
Chair: Mr Brian Synnott, European Federation of Public Services Unions 

 
Health Services in the Context of the Proposed Directive on Services in the Internal Market 

Ms Anne van Lancker,  Member of the European Parliament 
 
How can we meet the aims of a high quality and safe health system in Europe? 

Ms Annette Kennedy, President, European Federation of Nurses Associations 
 
How can we achieve full access to an efficient health service in Europe? 

Ms Rita Baetens,   Observatoire social européen  
 
At the end of the Morning Session delegates will be asked to vote on a scale of 1(strongly 
agree) to 5 (strongly disagree) on the following two statements:  

 
 The Member States alone can ensure an accessible and sustainable health system in 

each Member State 
 

 The European Union has a responsibility to ensure safe and high quality healthcare 
systems throughout Europe 

 
14.30 –16.00 Debate – Is Europe Good for Health Services?

 
The afternoon session takes the form of a debate from the floor, lead by three ‘debate starters’. At 
the end of the session the delegates will be invited to vote again, in order to assess if the debate has 
altered opinion in any way. 
 
Debate Facilitator: Mr Philip Berman, European Health Management Association 
Rapporteur: Ms Anne-Sophie Parent, AGE- the Older People’s Platform 
 
Debate Starters 

 
Mr Jesper Poulsen, Standing Committee of European Doctors  

Addressing quality and safety issues 
 

Ms Nicoline Tamsma, National Institute for Public Health and the Environment, NL 

Addressing equity and accessibility issues 
 

Mr David Price, University College London 

Addressing competition and sustainability issues 
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Open Health Forum 
Brussels, 8 November 2005  
 
 
Health without borders - leadership needed 
A Parliamentary Perspective on Health in Europe 
 
Dorette Corbey, MEP for Dutch Labour Party (PvdA) 
 
Ladies and Gentlemen, 
 
Thank you for the opportunity to discuss with you the issue of 
health in general, and more specifically my vision on the right 
approach to combat health problems in Europe. Problems with 
health are a recurring subject in the parliaments proceedings. 
Attention focuses on problems from obesity and cardiovascular 
diseases, to the increasing risk of pandemics caused by bacterias 
which are transmitted across borders and frontiers. Due to global 
reporting, we directly witness the threat of the avian flu bacteria 
affecting people all over the world. Almost every day the public is 
confronted with frightening pictures of the results of such an 
outbreak because of intense media coverage. And yes, the 
possibility of people falling ill after being exposed to these bacteria 
has also crossed our European borders.  
 
Earlier this morning you have discussed the proposed EU health 
strategy. So, I will not summarize it - and limit myself to present my 
political views. I will conclude with the advice not to agree with the 
three statements. Not that I disagree with every word of these 
statements. But it is my view that they simply do not add much to 
deliver a convincing health strategy - and they hardly contribute to 
European Health. 
 
But let me start with two general political observations 
First: health is in the first place an issue for national governments. 
This is a reality that follows from the EU treaties - but even more 
so it is a political reality. After the No votes of France and The 
Netherlands there is a widespread feeling that Europe interferes 
too much in national practices. Hence the screening process of 
Commissioner Verheugen to delete unnecessary rules, directives 
and policies. There is a lot of resistance against the European 
Commission to dig into the details of national health systems or to 



interfere with national policies. We are not living in a Europe 
without policies.  
Second - and partly contradicting the first point. Citizens do have 
high expectations of Europe. The EU should be involved in issues 
that really do matter to everyone. One of these matters is health.  
 
It follows that EU should involve itself in health questions - but it 
needs to focus on joining forces, on genuine cross border issues. 
And it should present an added value. And - as I will conclude: it is 
with this attitude that we indeed can arrive at a situation of health 
without borders.  
 
With these points in mind, I cannot help but think that the Health 
Strategy as formulated by the Commission is somewhat too 
abstract and too little focussed. It has some - or even many - good 
points but a clear focus is lacking.  
I outline five areas that deserve in my view priority. These areas 
are: research, best practices, health check in all policies, cross 
border challenges and industrial policies.  
But I have a demand that underlies all five items. That is: show 
leadership. Do not focus on EU- action programmes with too many 
aims, strategies with almost no money. There is hardly a citizen or 
patient that will benefit from these general activities. Show 
leadership, address member states, citizens, patients, hospitals, 
health care institutes, technology and industry. Address them with 
a program that makes health a true priority.  Show leadership and 
make health an issue across all DGs.  Commissioner come out of 
DG sanco and spread the health message beyond DG Sanco.    
 
So, what are the 5 points that are important in my view?  
1. The first  is Research. Here the message is: join forces for 
Health research. There are many diseases still poorly understood, 
many diseases that lack adequate treatment. Focus on Alzheimer 
rather then vague demographic changes that are mentioned in the 
statements. Focus on lung diseases, rheumatism, certain cancer 
types and so on. Take the 7th framework program as an 
opportunity to outline a research agenda. Use the money from 
FP7. And most important motivate - not force - member states to 
cooperate and get involved. Look across the Atlantic to the US and 
find out if a European Health institute with research programmes is 
a useful step.  Look beyond FP7 and collect money from member 
states to engage the EU and the member states in a program to 
find answers to priority diseases.  



 
2. Prioritize best practices over mobility: The EU, the 
parliament and not to forget the Court all have focussed on patient 
mobility. Of course I am entitled to have medical treatment when I 
need it during my stay in a foreign country. And I need this 
treatment to be reimbursed by my insurance company. But this is 
quite a financial-technical matter. Just make it possible where 
there are still gaps today. However, there is no need to make this 
the cornerstone of EU health policies. I have read in a Commission 
document on patient mobility that patients suffering from cancer of 
the blatter in Austria have 80% chance to survive. In Poland only 
40%. Instead of sending polish patients to Austria and making a 
case for mobility of patients, I strongly suggest that our politics 
should aim to provide all Polish patients with Austrian treatment 
methods. So each patient should have the right to have the best 
therapy in his of her own country. Healthy treatments and best 
practices should cross borders, not patients, who after all will 
prefer to have treatment in their hometown or at least home 
country.  
Therefore, I suggest to establish for each disease area a centre of 
reference which maintains a network of doctors and patients.  
For diabetes, lung disease, cardio-vascular, different cancers, 
mental health and so on. Best knowlegde, best practices should be 
accesible to all doctors but also to patients. Use money from the 
FP7 to create and support these networks.   
 
3. Introduce a health check. EU policies and rules should 
promote healthy living, healthy food, and healthy work. I suggest a 
health check in the screening process. Take obesity for example: 
Globally there are more than 1 billion overweight adults and at 
least 300 million of them are obese; the problem was a western 
problem - but is now flooding to China and other Asiatic countries. 
Obesity rates have raised three-fold or more since 1980. Obesity 
and overweight pose a major risk for chronic diseases, including 
type 2 diabetes, cardiovascular disease, hypertension and stroke, 
and certain forms of cancer.  Malnutrition is a major cause of 
death. So, the least the EU should do is to stop subsidizing the 
production of unhealthy food. Subsidies should be on healthy food 
like fruits and vegetables rather than on sugar and butter. That 
would be commitment to health. 
Or: take labelling on food and recognize that consumers do not 
understand complex information on labels. Introduce a food quality 



star system that allows consumers to make a healthy choice and 
motivates industry to produce more healthy food.  
Or: take the case of smoking: show commitment to health and stop 
subsidies on tobacco. 
Or: take air quality, think about the more than 350.000 early deaths 
each year and encourage instead of prevent member states to 
impose particle filters on diesel cars.  
In short: make a health check on all EU policies. Change or 
withdraw unhealthy policies! 
 
4. Combat cross border communicable diseases. I can be short 
on this, because the intention is there. But I emphasize that the 
lessons from SARS and BSE should be learned.  Act firmly. Be 
prepared. Make the Centre of Disease Control work efficiently. 
Make sure that member states are prepared, and that cooperation 
will not be hindered as a result of bad communication or logistical 
problems.   
 
5. Activate industrial policy 
Europe has engaged itself in a Lisbon strategy. Take the Lisbon 
strategy seriously. If Europe wants to regain a leading economic 
position in the world it should invest. Invest in health. Global 
health, healthy products, healthy production methods, e-health, 
healthy food and last but not least medicines that have a 
therapeutic added value. There will be an increasing demand for 
healthy products - so it will pay off to invest in health. Use the 
Competition and Innovation Program to subsidize investments in 
more healthy products and networks. Remember that a good 
public health is an important asset, also in economic terms.   
 
 
Ladies and gentlemen, I arrive to my conclusion. There is a lot to 
gain from investing in health. There is a lot to do. Citizens, 
patients, doctors, and health care workers do expect a lot from the 
EU. So let us work together and deliver. Deliver a health program 
beyond the one of the Commission. We should not limit our 
ambition to the proposal of the Commission. Let's move forward 
and focus on points that really deliver a added value to European's 
health 
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Are EU mechanisms for collaboration good for equity of 
access? 
 
A contribution to the debate on health services 
at the Open EU Health Forum 
 
Brussels, 8 November 2005  
 
Nicoline Tamsma, 
National Institute for Public Health and the Environment 
The Netherlands 
  
 
 
1. Introduction 
 
The organisers of this session have asked me to present some thorny issues 
involved in ensuring equal access to health services for all European citizens. 
They have also asked me to focus on the potential contribution of European 
cooperation through the ‘open method of coordination’ (or ‘OMC ‘in short). In 
doing so, I will draw on some of the work Philip Berman and I have done on the 
OMC on poverty and social inclusion.  
 
 
2. What can we say about equity of access to services? 
 
We do know inequity is a persistent feature across health systems in the EU. 
Services are not always equally available to people in equal need, nor can we say 
there is equity as regards service delivery or service utilisation.  
We also know that service need as such is not equally distributed among our 
population. Lower socio-economic status is associated with more chronic 
conditions, more disability and more unhealthy life years. I would like to keep this 
population group in mind in my reflection on access to services. 
 
Improving access is a broad challenge. Distance, delay, waiting and costs are all 
dimensions that affect access. Some barriers to access may be more relevant to 
disadvantaged groups than others. For example, car ownership and travel costs 
are factors that disproportionately affect people from lower socio-economic 
groups if people are to tackle a concrete access barrier such as geographical 
distance.  
‘Softer’ factors such as health beliefs, and the ability to express one’s needs and 
expectations should also be mentioned here, as should language barriers and 
cultural differences. At the same time, our modern health systems radiate 
towards the needs of assertive, well-informed, internet-literate health consumers. 
Thus, addressing these factors becomes more urgent than ever.  
 
Health systems finance may cause financial barriers of different height and shape 
to people in different income situations. Health care may be funded from a variety 
of sources, such as taxation, social and private insurance, or out-of-pocket 
payments. We know that out-of-pocket payments are relatively unfair to people 
with less income.  
 
Studies focusing on service utilisation show that richer, better educated people 
find their way to medical specialists and dentists more easily and more frequent 
compared to poorer, less educated people. On the other hand, people with less 
income tend to use more GP services and more emergency services. The latter is 



especially worrying: late presentation of their health needs may have a negative 
impact on their prognosis.  
 
 
3. So, how can EU mechanisms for collaboration help to improve access?  
 
When looking at the ‘open method of coordination’ there are two of these 
processes that specifically address access to health services. I would like to look 
at both of them. But first I would like to say something about the process itself. 
 
Subsidiarity is the starting point for every OMC. OMCs are designed to help 
member states tackle issues of common concern and learn from each other. This 
leads to sequential dialogues between member states and the Commission. Based 
on this dialogue, the Commission identifies joint objectives and indicators 
relevant to these objectives, facilitates cross-national learning, and measures 
progress. The member states keep a relatively strong focus on their domestic 
situation: on challenges at national level, on delivering joint objectives though 
their own national action plans (or ‘NAPs’), and on what they want to learn from 
others. 
 
The democratic element seems to be lacking in this process, but … member states 
are expected to involve stakeholder organizations in developing their NAPs. I 
would like to stress that national and European stakeholders wanting to influence 
the OMC need to do some careful planning so they can feed into the right bit of 
the process at the right time.   
 
Whether or not an OMC will be good for health access depends on how well its 
key actors perform in this process.  
The Commission part is basically played by DG Employment and Social Affairs, 
not by DG SANCO. They are operating under the banner of social protection and 
build on experience with similar processes on themes like employment, social 
security and pensions, and poverty and social exclusion. While that may not be a 
bad preparation for addressing equity of access to health services, health policy is 
a relatively new topic for them.  
As for the member states, one may ask whether they will openly share their 
problems or showcase their policies; and how keen they are to learn from others. 
Whether the ministry in charge of health has some experience with OMCs already 
due to earlier involvement in EU collaboration on employment or social security. 
Or whether they intend to collaborate with stakeholders, and which ones they 
choose to invite to the table.  
 
 
4. So, what lessons can we learn from the OMC on poverty and social 
exclusion? 
 
Improving access to health and social services is a priority for tackling poverty 
and social exclusion across the EU. As such, it is part of the wider objective to 
improve access to public services.  
Based on our review of 5 NAPs, my impression is that member states do not pick 
up this challenge in any elaborate way. Yes, citizens’ legal entitlements to equal 
access to health care are commonly referred to. The same is true for waiting list 
issues. But the broad range of barriers I discussed earlier -including service 
costs!- were addressed insufficiently, or not at all. 
 
There is, however, much scope for improvement. This OMC is meant to improve 
the living and working conditions of people in disadvantaged situations. That 
makes it a very appropriate instrument to improve equity of access. Member 



states could be much more creative to address health access measures in their 
NAPs. 
 
NAPs could, for instance, include specific information on equity of access. They 
could include an analysis of health needs of disadvantaged groups and concrete 
measures to meet these needs. And they could include measures that counteract 
negative consequences of health systems finance for people living in poverty or 
people who are disproportionately affected by ill health.  
 
Allowing for a small range of specialist services for drug users or homeless people 
is not enough. Instead, efforts should include a wide range of activities that are 
also aimed at improving mainstream access and responsiveness. To achieve this,  
the health community may have to seek closer partnerships with social affairs 
ministries. 
 
 
5. And what about the OMC on health and long-term care? 
 
This process is progressing slowly, very carefully, but steadily. It is still a long 
way to NAPs, but broad objectives have been agreed. Together with experts from 
member states, the Commission is working on the identification of the most 
appropriate indicators. This element of the process is pivotal as the indicators 
selected are likely to influence or even steer future prioritisation.  
 
The good news is that ensuring access is one of the three main objectives of the 
OMC, along with ensuring quality and financial sustainability. The Commission has 
stated that access can only be labelled as ‘adequate’ if ability to pay is no 
obstacle to receiving care. This is, of course, good news as well. What also makes 
me hopeful is the list of issues the Commission would like to see mapped within 
and across member states. That list includes unmet need, availability of services, 
population coverage, the burden of private spending, and waiting times per 
region.  
 
In spite of this, I also have some concerns.  
The first one has to do with ensuring a good balance between the three main 
objectives. Access should not become the new Cinderella of health policy, 
following after its sisters ‘finance’ and ‘quality’. This challenge will be tough to 
meet as the EU has powerful competencies in the area of finance, and the origins 
of the whole process lie within pressures to contain public spending.  
 
Secondly, the focus is predominantly on acute health services and- to a lesser 
extent- on residential care. Access to home care, to innovative forms of 
integrated services, to physical aids and to ‘intelligent’ devices (to name but a 
few) should be addressed more prominently, as should issues with respect to 
mental health.  
 
Furthermore, we need to put more effort into developing the right access 
indicators, however difficult this may be. And we need member states to gather 
data on these indicators once they have been agreed. 
 
Last but not least, health ministries and stakeholder organisations need to get to 
grips with this process that comes at them from a non-health angle, and 
anticipate how it may help to improve access at national level.  
 
 



6. In conclusion, both OMC processes provide a great opportunity to safeguard 
the social values and common principles underpinning healthcare systems in 
Europe. Equity of access is central to those values.  
 
The OMCs can also help member states to find a way out of the subsidiarity-
dilemma that has been a feature in the EU health systems debate since Decker 
and Kohll. Both OMCs could generate good practices or even benchmarks that 
may feed into developments around health in the internal market.  
 
The impact of the OMC on access at national level will be much up to the member 
states themselves. Each country does face specific challenges with respect to the 
common objectives. The OMC does enable countries to learn from each other and 
find solutions that match their national situation. To what extent they will indeed 
do so may depend on the efforts of their governments as well as their stakeholder 
organisations. 
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