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Introduction 
The Commissioner’s Reflection Paper offers a welcome opportunity to review 
the status and potential of a health strategy within the EU. It identifies a range 
of challenges and dilemmas; there are other choices to make, however, which 
are not explicit and which in some cases stem from what is not said by the 
Commissioner. There are two themes which run through the comments in this 
response. One involves the ‘fit’ of the Commissioner’s desire for better health 
for all within the broader EU strategy for economic development. The second 
concerns the potential extension of the EU sphere of influence over health 
without attendant sufficiently functioning democratic mechanisms and 
processes. 
 
The value of health 
The stated desire to put ‘EU policies at the service of good health’ is very 
welcome, as is the wish to make good health a ‘driving force behind all policy-
making’. However, there is a counter-strand within the Reflection which runs 
the risk of subordinating health to economic policy. Indeed, the European 
Commission has ‘committed itself to integrating health into the Lisbon agenda 
as a driver of competitiveness and sustainable development’. Further, the 
Commissioner is keen to proffer a justification for investment in health which 
is rooted in economic benefit. This may reassure both business interests and 
national governments among his audience. However, if there is here an 
implicit utilitarianism, it must be rejected as a moral framework for the forging 
and ongoing development of a health strategy for the EU. Good health is a 
good in itself, and not dependent upon its economic contribution for its value. 
The good health of some population groups may not make an economic 
contribution and may even be perceived as an economic ‘drain’ and yet their 
good health is of no less value. The economy must be put to the service of 
human welfare and not vice versa. 
 
Reducing health inequalities 
The emphasis upon reducing health inequalities is much to be applauded. A 
serious strategy to counter health inequalities will require, as Wilkinson (e.g. 
1996) has pointed out, far reaching changes to reduce other inequalities in 
society. Despite the pledge to look at grassroots problems such as poverty 
and social exclusion, substantial redistribution of income and wealth, rather 
than opportunities alone, remains absent from the Commissioner’s Reflection. 
Although reference is made to socio-economic determinants which help 
shape health related behaviours, these go unspecified and unexplored. 
 



Democratic accountability and encroachment upon the role of national 
governments. 
The EU can achieve much through the greater sharing of information and co-
ordination of action. However, the EU has been gradually encroaching upon 
the domain of the Member State in relation to national health policy-making 
(seen, for instance, in the rulings of the European Court of Justice in 1998 and 
2001 relating to the right of patients to receive treatment in other Member 
States. See European Commission, 2004a). The chief difficulty with this is 
that there is a lack of transparency about this process of encroachment and a 
lack of democratic accountability. The Reflection Paper implies much more 
encroachment. It re-asserts the responsibilities of the nation state whilst 
simultaneously pushing at the boundaries of the current EU role. This uneasy 
tension between re-asserting the right of the nation state to determine its own 
health care system and the fuelling of a dynamic which is likely to undermine 
that nation state control can be seen, for instance, on page 4, which 
emphasises the role of the EU in identifying solutions to health care 
challenges and in building a common knowledge base for health care 
management and the improvement of health care systems. If a substantial 
change in the ‘distribution of responsibility’ is likely to follow from the reflection 
process initiated by the Commissioner, this should, at the least, be identified 
explicitly as a possibility. 
 
The commitment to involving EU citizens in policy making ‘from the start’ is 
welcome and the establishment of a mechanism for this in the Health Forum 
is constructive. The three tiers of the Health Forum draw into the process a 
range of interest groups but the character and extent of their influence upon 
the health policy agenda in the longer run has yet to be established, including 
the possible effects of skewed participation given the greater resources at the 
disposal of business in comparison with many other interest groups. Most EU 
citizens play no part in these processes and do not even know they exist. 
Indeed, most health care managers do not know that they exist. Many EU 
citizens, perhaps the vast majority, have little or no comprehension of the role 
of the EU in shaping health policy and the health care they receive. There is a 
perception amongst many that health policies fall exclusively within the 
purview of the national government, a perception some national governments 
do little to disturb. In the UK, at least, little effort is made by government to 
engage the public in debate or raise awareness, either in relation to the 
general character, processes and potential of the EU or to its health 
dimension, as the run-up to the recent European Parliamentary elections 
demonstrated. This contributes to a serious democratic deficit and, amongst 
some, profound cynicism. In the light of this, greater efforts must be made to 
educate and involve more EU citizens in an understanding both of the role of 
the EU in their lives and of the need to engage in meaningful processes of 
consultation, decision-making and accountability before further 
encroachments upon the national health domain are made. 
 
Conflicts of interest 
Because of the different interests which exist, health care is a highly political 
issue and yet the Reflection appears to take the politics out of health. The 
focus upon partnership and shared interest and compatibility masks real 



conflicts and the need to make choices and implement policies which serve 
some interests but damage others. There is no doubt that health contributes 
to the generation of wealth but health concerns also need to curtail the 
generation of wealth, in some industries at least. This is not confined to the 
need for further regulation of the tobacco industry and the food industry, the 
latter of which possibly could retain a profitable base whilst adopting a pro-
health agenda, the former of which could not. Conceptualising the connection 
between health and wealth also requires the recognition that the regulatory 
framework within which businesses operate, as well as management styles 
and practices at a micro level (themselves in turn constrained though not 
determined by the regulatory environment), have a powerful effect on the 
ability of workers to sustain a healthy lifestyle.  
 
The notion that health concerns should inform all EU policy making is not new 
and yet whilst the health Reflection is being offered in one part of the EU, 
simultaneously the draft Directive on services in the internal market 
(European Commission, 2004b), poses the prospect of a race to the 
regulatory bottom with the potentially disastrous health and safety 
consequences the trade union movement has identified (TUTB, 2004). This 
draft Directive, which has become infamously known as the ‘Bolkestein 
directive’ (after the responsible Commissioner), aims to provide a legal 
framework which will eliminate obstacles to the free movement of services. 
Although this Directive is seen by the European Commission as essential to 
fulfilling the objectives of the Lisbon European Council Summit in 2000, in 
fact, because of the country of origin principle, European trade unions, among 
others, claim it poses a serious indirect threat to the enforcement of health 
and safety rules. The Reflection acknowledges only certain dimensions of the 
interconnectedness between health and the world of work, competitiveness 
and the accumulation of capital.  
 
This shortcoming conceals conflicts between the aspiration for better health 
for all evident in the Reflection and these broader policies which are defining 
the character and direction of the EU. Absent from the Reflection is any 
discussion of the implications of the definition of health care as an economic 
activity, particularly in relation to the prospective impact of the single market 
policy and competition policy. The draft Directive mentioned above, which 
applies to health services, is seen by trade unions (e.g. EPSU, 2004) as part 
of a thrust within the EU to facilitate the penetration of public services by 
capital and to transform these services into market commodities, bought and 
sold for profit. This illustrates a number of pertinent points. First, the 
Reflection omits even to locate the development of a health strategy explicitly 
within the relevant economic framework, making only a brief allusion to the 
Lisbon agenda, even less to explore the constraints and possibilities arising 
from that framework. Second, the conflicts between business interests in 
health and the interests of workers and patients are lost from view. Third, the 
current parlous state of informed discussion on the interconnected nature of 
health and economic policy, confined to very few organised groups, mainly 
the trade unions and mainly within the EU world rather than within broader 
civil society throughout member states, attests to the inadequacy of the EU 
democratic process. 



 
Whilst partnerships, appropriately conceptualised, forged and supported can 
prove highly beneficial, there needs, equally, to be a clear and articulated 
recognition of the different interests of different groups or stakeholders, 
interests which may sometimes or routinely be in conflict. Specifically, 
although there is some overlap, business interests must not be considered 
commensurate with those of the EU citizen. Business interests prioritise profit, 
whether the individual company strategy is for short-term gain or for securing 
the conditions necessary for longer-term accumulation. It should be made 
clear that this is not only not identical to the interests of the EU citizen or 
public health systems but is likely, on the contrary, to be antagonistic to them. 
There are numerous instances of private sector distortion of public sector 
priorities, the private finance initiative in health care in the UK offering a rich 
field of examples (for example, the metamorphosing of refurbishment projects 
into new build and the bundling of smaller capital developments to make them 
more attractive to prospective private consortia). Similarly, the irrational nature 
of some private sector involvement in health care is evident, for instance in 
some of the proposed contracts for privately owned and run Diagnostic and 
Treatment Centres and in the loss of control consequent upon transferring out 
long term some functions under PFI. 
 
There should be no further movement in relation to the application of single 
market policy to health care until full and inclusive discussions and debates 
have been conducted throughout EU Member States. At the least, these need 
to have been able to explore implications and likely consequences and how 
they are evaluated and assessed by the public. 
 
 
The EU commitment to developing countries 
The inclusion of EU responsibilities in relation to developing countries is 
welcome. However, again this is an area in which tough choices must be 
made. A development policy which prioritises the development of effective 
health systems in developing countries, the effective combatting of disease 
and sufficient, effective and timely access to medicines will involve taking on a 
range of vested interests. These include those of the world banking system 
and those of the pharmaceutical industry. That is to say, fundamental 
changes in the financial and economic base of these poorer countries and in 
their financial and economic relationships with the EU and international 
organisations such as the World Bank and International Monetary Fund are 
required. If these do not occur, improvements, whilst possible, will be 
superficial and vulnerable to subsequent changes in policy direction over 
which poorer countries have little or no control.  
 
Lasting and fundamental improvements in health and health care systems will 
require forgiveness of debts such that financial flows from poor countries to 
banks are dramatically reduced or cease altogether. Debt reduction needs to 
be more decisive: to be faster and more extensive in both the number of the 
countries covered and the scale of the debts forgiven. Full debt cancellation is 
essential if the Millennium Development Goals - the internationally agreed 
targets for poverty reduction - are to be reached in the poorest countries 



(Greenhill, 2002). There is a danger that current debt relief initiatives will have 
achieved little more than a more efficient management of financial flows, not 
their meaningful reduction.  
 
We need also to be aware that policies pursued by the EU to improve health 
for EU citizens with the hope that these will raise global standards may have 
unintended consequences. For instance, to the extent that effective tobacco 
advertising control reduces consumption within the EU, a displacement effect 
can be seen as tobacco companies have sought to extend their markets in 
poorer, less regulated societies (Madeley, 1999). More broadly, though, 
fundamental health improvements also require changes in trading 
relationships which, in turn will, require a revised regulatory framework for the 
conduct of world trade which recognises the need for different treatment of 
differently positioned economies. The current trading framework under the 
auspices of the World Trade Organisation is widely regarded as weighting 
trading advantage decisively in favour of the developed world (e.g. Stiglitz, 
2002; Sklair, 1995; CAFOD, nd). The reluctance hitherto of the EU, like the 
US, to fulfil obligations to eliminate subsidies (e.g. in agriculture) in a speedy 
and positive fashion suggests a lack of commitment to development in poorer 
nations. An approach to trade, distinct in style and value base from that of the 
US, which signals a willingness to forego some economic benefits for the 
sake of the poorer world, would afford the EU some measure of moral 
leadership in this fundamental sphere of human co-operation as well as 
making more feasible the fulfilment of the Commissioner’s stated desire to 
develop policies which assist poorer countries to develop health systems and 
fight disease. 
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