Health Forum Intergroup

A meeting of the

Public Health Working Party

will be held between 1630-1830 hours, Wednesday 29th January 2003

in room A1G-2, European Parliament, Brussels

on the theme

The future of public health in Europe

MINUTES

Heidi Hautala MEP welcomed over 60 people to the meeting. She proposed three angles for discussion of the future public health competence of the European Union: the unsatisfactory process with regard to the tobacco directive; access to health care in another EU state; liberalisation of health services in the context of WTO General Agreement on Trade in Services (GATS).

David Byrne, Commissioner for Public Health and Consumer Affairs, said that our health was our wealth, and that Europe should be good for our health. He said that a high level of health must be an objective of the EU. Although health was largely the responsibility of Member States, there were certain things that countries could not achieve acting alone. For example, communicable disease control: Fewer barriers to trade meant fewer barriers to the free movement of disease. Article 152 does not grant power to co-ordinate responses such as stock-piling essential medicines and other infectious disease control measures. The threat of bioterrorism was also relevant.

Article 95, which was used in the case of seeking control of tobacco advertising, does not forbid control of advertising, age-limits on sales of cigarettes, etc. but measures can only be taken on the basis of their benefit to the free market. At present, competence exists only for legislation on blood tissues and organs, for example.

The International Health Regulations need to be revised to include many more diseases. A coordinated response is needed for surveillance and possibly quarantine of people and goods. This must be done in a balanced way to ensure freedom of the market. Any measures would be agreed by the EU as a whole.  The planned European communicable disease control agency might be the appropriate agency. 

The question was how far Article 152 should be adapted. He hoped that the “public” would be brought back into public health.

Caroline Jackson, MEP, took a different approach by addressing the issue of respecting subsidiarity. As a Euro Conservative, she felt that decisions relating to health were most appropriate as close to the individual level as possible. 

She acknowledged that some activities might usefully be undertaken at the EU level, e.g. health campaigns across Europe against cancer, and she said that she was completely against the subsidies given to tobacco farmers in Europe. Another Europe-wide issue was obesity and associated diabetes, which would affect the budgets of all Member States. Mental health, including the discrimination by the health services towards sufferers, may also be a relevant area. She also spoke about common threats, such as the need to renew childhood vaccination campaigns because fewer parents were accepting immunisation of their children. She also mentioned health staffing issues in relation to enlargement. Czech health staff were well-aware of opportunities to move into the UK National Health Service. How could the EU help keep the Czech health services alive?

But Ms Jackson felt that there was a significant difference between a co-ordinated response and an EU response. A response could be co-ordinated without being defining. She said that action on nutrition policy, for example, could produce a hostility. The EU could be accused of “telling people how to live their lives”.  WHO Euro was there to produce policy, why turn to the EU to fulfil this role?

Ms Jackson challenged Mr Byrne that MS could not respond individually in an adequate way. She thought they could, and that further EU powers in this area would threaten the democratic voice.

Tamsin Rose, European Public Health Alliance, responded to some of the points made. First, she said that achieving health required a balance between community responsibility and individual responsibility.  Exercising individual choice was not always straightforward.  For example, when people chose “fast food”, they do so on the basis that it is good to eat and convenient. Their choice was not based on its high sugar and fat content. With regard to the environment, choices were also limited at the individual level. Yet, environmental factors have a significant impact on our health.

On the issue of subsidiarity, Ms Rose said that cross-border issues were arising that had prompted decision-making on health at the EU level.  Because the EU had no competence in health, it was the European courts who were judging on these health-related issues.

John Bowis MEP said a change in competence on health was needed. He felt the question was: how do we change Article 152 without it affecting the running of health services, which remains with Member States. He said that the EU was already affecting health policy by the back door. It was time to change the competence so that the process was directed democratically. 

Minerva Malliori MEP said she wanted to clear up a confusion. Any change in competence would be to protect and improve public and individual health and would not touch national responsibility on the delivery or organisation of services or social security. 

She said that a change in competence should not specify the topics/areas covered. A secure legal base was needed to discuss subjects, such as the advertising of tobacco, as a public health issue.

Ms Jackson said that she was asked by constituents how they could find out about treatment abroad. She felt that a common source of information should be provided.

Mr Byrne said that the ECJ judgments on cross-border health care showed that European policy was affecting health care. But an extended competence would not affect Member States’ responsibility for the provision of health services nor the taxation to pay the costs. The distinction between health and public health needed to be made and understood. The High Level Group would be discussing this issue. 

Ms Rose said that citizens want health to be a priority at the EU level. Asked about the Common Agricultural Policy, citizens said they wanted it to provide safe and healthy food. Asked about Sustainable Development, European citizens said they wanted health and the environment to be given greater priority. Health Impact Assessments needed to be fully integrated into the work of the EU – and their results acted upon.

She said that Europe should be about moral as well as economic and political leadership founded on its treaties. It should come up with a more equitable solution on TRIPS, and services should be provided in the public interest rather than on the basis of promoting the rules of competition. 

She said she was happy to see that the Social Europe Working Group now recommends Article 3 be changed to make health an objective of the EU.

The recommendation on changes should not be limited to communicable diseases. Non-communicable diseases are the biggest killers in Europe. Wider health issues and a rights-based approach to delivering high standards for health should be emphasised. 

In response to Heidi Hautala’s question on how the treaty might be changed, Mr Byrne said that Article 3 needed to refer to health as an objective. Article 152 needed to be strengthened to include the harmonisation of regulation in specific areas. This would then provide the legal basis for competence in health. He said decisions on health were currently being taken by the courts. These decisions should be made through an accountable, legislative process. Responses would be made only where necessary.

Mr Bowis, who is on the Environment, Health and Consumer Protection Committee, said full competence existed when health threats were caused by environmental risks and likewise for food health risks. Why could there not be the same competence on health threats caused by health risks? The achievement of a competence in relation to the environment could act as a precedent.

Ms Hautala asked about the implications for health services of GATS. She was told that the EU was not taking a radical position in this area.

Andrew Hayes, International Union against Cancer (UICC), said that what citizens were asking for health protection and food safety from the EU. It had not been delivered in the past. This was a lost opportunity. A health competence could be seen as an empowering article rather than a blank cheque. A health competence could be used to sell Europe to its citizens. It would represent something to benefit them rather than only following commercial interests. A health competence would imply a right to take action if action was deemed necessary. This was what citizens say they want.

Ms Hautala said that it was very difficult to get the Internal Market committee to discuss environment and health issues. She suggested that there should be an additional committee covering the three topics.

A representative from WHO said that a health assembly existed and that it was up to WHO member states to push for activity on certain topics.

A representative from the Health Development Agency, UK, said that WHO Europe was geographically wider than the EU and had a small capacity and no legislative powers. It would be very different to have a legal base with policy to implement in our countries. 

She felt that the change in competence needed to consider at the same time the health services, social security and public health.

A representative from the Chartered Institute of Environmental Health said that the bottom line must be the support of public health rather than promotion of the internal market. He said that Jamaica was currently importing “Highland Spring Water” from the UK. Meanwhile, Water UK had announced that it was now meeting EU (environment) standards and could recommend not buying bottled water. 

Someone from the floor pointed that there was a need of a new phrasing of article 152 clear on the wording and the content. There were three sectors regarding Health Care:

· International aspects, EU would help Member States to improve their health systems by informing and stimulating, bilaterally too.

· Crossborder aspects, when the citizens of different Member States want to go abroad for health the EU should have competences to avoid all the problems that the Court of Justice is dealing with now.

· Supranational aspects, EU has a very limited mandate, the themes should be clearer.

The EU has indirect competences that affect Health Care (internal market). Article 152 is missing this point. 

Finally, regarding Caroline Jackson's statement: where do you think that the competence of the EU lyes?

Commissioner Byrne started the answers by pointing out that the WHO and the EC have a former agreement on issues such as tobacco and the challenge of enlargement. WHO is a huge contributor in academic research but the EC has an executive function that the WHO does not have. This allow the EC to bring policies forward into legislation. 

Regarding EU competences on Health in the new Treaty, from a political point of view the ambition to extend the competences of the EU will have oppossition because Member States do not like to be told how to treat their patients. The drafting of the Treaty should done in a manner that takes into account the legal issues that need to be regulated. There should be minimum standards for Public Health, as they are issues on the top of the agenda for citizens. As well, there are indirect economic issues not connected in reality to Public Health. 

The floor reminded that a carefully wording of article 152 would avoid Member States vetoes on this direction. EU should improve national standards but this is a slightly separated issue.

Regarding cross border care, there is a freedom to move within the EU and patients want to use that freedom, the problem is who pays? The European Court of Justice is trying to solve case by case this problem, which is a debate on revenue risk: what are the taxpayers paying for and who benefits of the services.

The role of the EU on bio-terrorism has changed after 9/11. Some Member States have means to fight against it but some others did not. The EU should start from scracht here. Issue of vaccines to diseases that we thought we had erradicated. There is a huge political debate on this. The G7 identifyied the need to stock this vaccines under custody of WHO and the Member States would have to collaborate on this (funding or providing the vaccines). This would be done in a voluntary basis, which is quite satisfactory. 

Cross border diseases: the EU must make sure that there is not holes on this issue and that everybody protects everybody.

A lot of work has been done by the Commission on the fight against bioterrorism: cretation of the Rapid Response Unit and the Unit of Communication that will start running next April.

Tamsin Rose spoke about the risk factors that affected Health. She stressed the fact that the WHO had reckoned that between 25 and 30 % of diseases is caused by the environment. EU needs a coherent approach and not a "patch". Article 152(3) on consumer protection should also protect consumers health.

Heidi Hautala closed the meeting proposing to work towards a good amedment of the Treaty concentrating on those Health areas. She reminded that there were several points already agreed and she thinks that all the convention members are quite capable of understanding that Health has to be treated at EU level.

Regarding cross border healthcare and its costs, she said this was not a light question.

She thanked Mr Byrne and Ms Rose and closed the meeting.
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