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1. Welcome and introduction

Mrs Mel READ, MEP (PSE) : Welcome to this meeting of the Health Forum Intergroup. It is a very special meeting for us and we want  to extend a very special welcome to the Commissioner and his staff. Mr. Flynn is going to address the Intergroup on the subject of European Union Public Health – 2000 and beyond. 

2. Presentation

Commissioner FLYNN : Madam President, Ladies and Gentlemen, good morning. I am very pleased to accept your invitation and I thank all of you who have come.

Following the revised public health competence agreed in Amsterdam, the European Commission is currently developing proposals on Community public health policy beyond the year 2000. I aim to present a Communication shortly setting out our ideas in some detail. I am looking forward to the discussion here today which should provide some interesting views on the direction of future policy. I would like to begin with a brief overview of where we currently stand in relation to public health policy at the Community level.

In general terms the health of the Community population is better than ever before. Infant mortality is dropping, people are living longer and the main killer diseases of the last century are no longer the threat they were. However, there are no grounds for complacency about the position. Rather the reverse.

There are still high levels of premature death arising from diseases related to lifestyle, notably cardiovascular diseases and cancer, and from accidents. In addition there are new risks to health notably from the emergence of new communicable diseases, the resurgence of old ones and the growing problem of resistance to antibiotics. There are also wide variations in health status both between Member States and between different groups within them. There is also strong evidence that death rates are higher for the poorer sectors in society. These inequalities are worrying in a European Union which is committed to raising the quality of living and ensuring a high level of health protection for its citizens.

People are rightly concerned about the dangers of smoking. Community citizens are also anxious about the spread of communicable diseases in an open internal market and the Commission has presented a proposal for a network for their surveillance and control. I hope Parliament will play its part in taking this important initiative further as quickly as possible.

Since Maastricht, the Treaty has included an objective of Community policy related to health: the Community, it says, “shall contribute to the achievement of a high level of health protection”. And the Treaty also says that “health protection requirements shall form a constituent part of the Community’s other policies”.

Article 129 of the Treaty targets Community action in public health towards activities related to prevention and health promotion, while it has left the provision of health services to the Member States.

Just after the Maastricht Treaty was ratified, the Commission adopted a framework for action in the field of public health. This identified a set of eight priority areas in which action programmes were to be launched. As you know, five of these programmes are now underway:

· actions on AIDS and other communicable diseases,
· cancer,
· health promotion
· the prevention of drug dependence, and most recently,
· health monitoring

The Commission has put forward proposals for the remaining three : 
· on diseases related to pollution,
· on rare diseases and
· on injury prevention


Parliament is currently discussing these proposals, and I hope that we will make considerable progress on them in the next few months.
In addition, we have launched important work in other areas. Perhaps the most important is the proposal for a European Community network for the surveillance and control of communicable diseases. I am strongly pressing this proposal, as at present there is no EU mechanism to monitor and respond to such diseases. This is unacceptable given the ease with which such diseases can be transmitted. Blood safety and self-sufficiency is another major working area. While an extensive Community system has been developed, for example on registration and trading of pharmaceuticals, cross-border movement of blood and plasma is still largely unregulated. 

Thirdly, there have been a number of activities related to tobacco and smoking, not only concerning advertising, but also regarding labelling and the content of tobacco products. I am particularly concerned about this issue, as the health implications of smoking have been so clearly demonstrated, particularly for young people.

Let me now turn to the future development of Community public health policy. To begin with, the principles and underlying philosophy of Community health policy remain fundamentally unchanged. However, we need to conduct a thorough evaluation of our activities to date and to review priorities, structures and means, in the light of the following factors:

First of all, the experience so far with the implementation of the 1993 framework. While this is still being evaluated, there may be good reason to look at alternatives to the present choice of eight separate programmes. The framework structure was built on existing actions on Cancer and AIDS and aimed at securing a consensus with the Member States and European Parliament. But we now have the opportunity to reconsider this structure in the future. 

Second, the emerging challenges to health protection. These include problems arising from the free circulation of goods and people, food safety and quality in the wake of the BSE crisis, the impact of biotechnology and other scientific advances and new and re-emerging communicable diseases.

I believe that Community public health also has another key challenge: to assist Member States to tackle the increasing pressure on their health systems.

A number of factors are now combining to raise the cost of the provision of health services. These include ageing populations, increases in migration and mobility, changes in the environment and the workplace, socio-economic problems, such as unemployment and social exclusion, the impact of technological advances and public expectations of improved health services. 

Without in any way infringing upon the responsibilities of Member States for the financing and delivery of healthcare, the Community can and must play an important role in supporting them in developing their health systems and maximising their effectiveness. 

Third, we have to respond to the enlargement of the Community. I am pleased that health issues are firmly implanted in Agenda 2000. However, there is a wider issue than the participation of the accession countries in our activities and programmes. The health situation and citizen’s concerns in these countries are clearly different from those of today’s Member States, and have to be taken into account.

Last but certainly not least, there is the revision of Article 129- which becomes Article 152 in the Amsterdam Treaty. Once the new Treaty is ratified it will bring about a number of important changes to the Community’s public health competence. These still have to be analysed in detail, but let me just make the following comments on how the revised Treaty could influence public health policy.

First, it will foster an integrated view and philosophy of health-related Community policies. The Amsterdam Treaty is very clear on this point, saying that: “A high level of human health protection shall be ensured in the definition and implementation of all Community policies and activities”.

The Community will have to develop an effective methodology to implement this provision and how we audit health effects of legislation and its implementation. And we must be clear about what we measure health impact against. In other words: what constitutes a “high level of health protection”?

The new Treaty also brings important aspects of veterinary and phytosanitary legislation within the scope of the public health Article. This is delivering on commitments made to Parliament to bring proposals in these important areas within the co-decision procedure. 

In addition, the new Article broadens the Community’s areas of activity in the field of public health. Our actions can now be directed towards “improving public health, preventing human illness and diseases, and obviating sources of danger to human health”. This could open new areas of activity.

Finally, it brings a number of new areas within Community activity, such as quality and safety of organs and substances of human origin, blood and blood derivatives. However, I am afraid that our impact on these important fields may remain limited, since the Treaty includes a particularly restrictive clause about respecting Member States’ responsibilities and not affecting national provisions on the donation or medical use of organs and blood.

In spite of these potentially encouraging developments, I have to say that I am somewhat concerned that the new Treaty will not provide the Community with an adequate legal basis to address future public health concerns. Despite all the lessons from AIDS and BSE we may well find ourselves confronted by a new public health threat without the means to react at Community level.

I would be the first to admit that creating a new framework which takes full account of all the factors I have mentioned will not be easy. And we have not yet found solutions to all the questions involved. But I can give you some broad indications of our thinking about the possibilities for a new framework. 

Community public health strategy should meet a number of key criteria applicable to all Community action: activities must provide the maximum possible Community added value, they must focus on those areas where we can do better collectively than Member States separately, and they should aim to spread throughout the Community the best existing or available practice.

To this end, there ought to be three broad strands of action.

The first of these is health information. The Community should have a system for sharing information between Member States, and mechanisms for analysis and assessment. The analysis could be directed towards the identification of patterns of mortality and morbidity, including high-risk groups, and the actual and projected needs for services and interventions. 

Assessment should also include the effectiveness of health interventions. Information of this kind could be a valuable basis for policy development, and will also be used to inform the citizen as she or he moves about in the Community, whether for business, work or leisure. These activities should be supported by telematics networks between the authorities and contact points in Member States.

The second strand is to have a capacity for reacting rapidly to emerging risks to health, and for investigating phenomena or alleged phenomena which are causing concern. This should cover communicable disease surveillance and control, phytosanitary and veterinary matters, rare diseases, environmental risks, blood and organ safety, and risks from medicinal products and chemical substances (poisonings, allergies, etc…)

Actions on disease prevention and health promotion would be a third strand of the framework, with a focus on devising strategies, methodologies, and large-scale projects on health determinants, involving all the Member States. This would continue the valuable work already being undertaken in areas such as drugs and tobacco, and could also bring in other issues, such as mental health, nutrition and alcohol. 

In such a scheme, the requirement for integration of health requirements in the definition and implementation of Community policies could be met in several parallel ways. Policies and large-scale programmes with a long-term impact on health status and health systems (such as research, structural funds, transport policy, environment policy and food policy) can be assessed using the informational base described above.

Similarly, protection measures and actions with an impact on the capacity to respond to emerging risks, such as legislative instruments on specific aspects of food safety and veterinary and phytosanitary measures, could fall within the ambit of the monitoring and response capacity referred to above. 

Finally, specific measures and actions which have an influence on behaviour and attitudes for example education, alcohol policy and advertising, could come within the strand of disease prevention and health promotion. 

The timetable for the development of the new framework is clear. Ratification of the Amsterdam Treaty will have to be awaited before proposals for decisions based on this new Treaty can be presented. But nonetheless we need to have a strategy ready by the year 2000 or 2001, as several public health programmes will come to an end around that date. 

This is a tight timetable but I am confident that we can meet it. To this end, the “paving” Communication that we aim to publish shortly is intended to stimulate debate, particularly among the Community Institutions.

I look forward to hearing your views about the way forward, the problems to be faced and above all about how the Community can make a real contribution to improving the health of all our citizens.

Mrs Mel READ: Commissioner, thank you very much. I am very pleased that you mentioned the issues of the existing pressures on health care systems and raising expectations. Your remarks about a strategy for the year 2000, the next public health framework and how we can make contributions to that, are extremely important as are your comments on the new competence in the Amsterdam Treaty. It is a good step forward but you are right, it is not going to be sufficient. 

Mr Pedro APARICIO SANCHEZ, MEP (PSE): It is indeed very interesting to hear from the Commissioner, it is also inspiring to see how enthusiastic you are. It encourages all of us. Nonetheless, the terms in which the new Treaty is expressed are somewhat disappointing. This also applies to the present attitude of the Council which does not have a community wide approach to health policy. I still think we have a precarious instrument. It does not seem to me that what we are asking is very much. All we are talking about is a Europe without borders, without customs barriers, with a free movement of goods. In that kind of Europe it does not seem very much to ask that Greek children should have the same morbidity rates as Danish children and that older people in Spain should have the same life expectancy as older people in Finland. Public health expenditure should be the same across the European Union. So far, there does not seem to be any real wish in the Council to have a Community approach to health. My suggestion to the Commission is firstly, once the ratification has come through, that it would be useful to have a kind of interdepartmental health unit, to set up a new Directorate General looking after health. In Parliament starting in the year 2000, we could have a special Committee on health separate from the Environment Committee. My second suggestion is that medical and veterinary research needs to be co-ordinated. Thirdly, all European citizens should have the same health protection. It should not be the case that the social security pay for orthodontic work in some countries and not in others. So co-ordination of health care, of scientific research, and equalised health cover for European citizens, these are subjects that could be followed up. 

Mrs Mel READ: I think we will all be interested in the future organisation in the Commission and how health initiatives will be dealt with. The Bureau of the health Forum Intergroup is due to visit DGV officials in Luxembourg shortly and we are very interested in the Parliament in raising the whole political priority of health on a pan-European basis. 

Mrs KESTELIJN-SIERENS, MEP (ELDR): I thank Commissioner Flynn for his presentation. I want to ask a question concerning the subject of tobacco advertising. We welcome the common position of the health Council, concerning the directive on the total ban of tobacco advertising, and we hope that the text will come to Parliament so we can adopt it very soon. Recently the Parliament supported the communication from the Commission concerning tobacco prevention. Amongst the various proposals and recommendations, you mentioned labelling and the content of tobacco and cigarettes. In our resolution the European Parliament made a couple of proposals, I would like to have your point of view on these. The difference in price between manufactured cigarettes and rolling-tobacco. What is the position of the Commission on this issue? Also could we investigate whether nicotine can be classified as a drug, just as in the US? 

Prof. Nikolaos PAPAKYRIAZIS, MEP (PSE): I will start by congratulating you Mr Flynn again for your enthusiastic and dynamic actions and for your presence here today. I think that community health is something that we must all tackle with more dynamism. Being a doctor myself, I believe that health is a direct political concept for our citizens and that they need to see action from the EU in relation to their health needs and problems. While I respect that much responsibility lies at a national level we do have to tackle the health issues and health problems with more common actions at a European level. This is clear within the Amsterdam Treaty as well. 

I think this kind of discussion about the EU in the year 2000 and beyond is quite critical. Of course before 2000 we have the European elections in 1999, and this is not just for MEPs, it is an occasion for all the citizens of the EU to be involved. I believe, despite the reluctance of the Council, that we have to push the EU to work towards one European common health policy. I personally hope that in your communication on the future of public health in Europe we will to see your exact thoughts on planning for the future. We have to tackle the problem of co-ordination of actions in the EU, for medical research also. We could then see mainstreaming of health policy into all other European common actions. Thank you for your presence and I think a continuous direct contact with this Health Forum Intergroup would be very useful.

Mrs Mel READ, MEP: Thank you very much indeed for that. I think you should have an hour to answer each of these important contributions which I think indicates the depth of interest here. 

Commissioner FLYNN: I would also like to thank all the contributors. From my perspective too, the new Treaty provision is disappointing. However the Commissioner, on behalf of the Commission, has an agreed Treaty and has to work with this. It is of course always possible for you to seek more scope within the Treaty, and you would have my support. The attitude of the Council has not been very helpful on some occasions, indeed it has been particularly difficult regarding our proposal for the network on communicable diseases, surveillance and control. I have been pressing them for quite some time that this is an instrument that could have done so much to diminish problems that have already arisen. We have been much more ambitious in our proposals but they have not always been accepted. The Member States are very jealous of their sovereignty in so far as health care is concerned. There is no question, but there is a clear constraint on any new strategy in so far as Community competence and public health is concerned. They do not want to cede any competence to the Community in the area of health care. I think we have to face up to that. That is what the Treaty will not allow.

 Article 129 really comes down to matters concerning health promotion, and promotion of co-ordination between Member States. The revised Amsterdam Treaty does strengthen those two provisions, but mainly in the area of veterinary and phytosanitary provisions. I have come to the conclusions that health issues are hugely political. They always come back to one thing: a suspicion in so far as cost implications are concerned. Harmonisation of health systems is not on the agenda and consequently things can seem to stagnate. Now what might change that? Even with the limited competence of the new Treaty provisions, the introduction of the European Monetary Union is going to have quite an enormous impact on everything in Europe.  It could very well change the whole question of social harmonisation; because, as a consequence of the EMU, other things are going to change in a very short timeframe. Then we may be back to the point that you have mentioned, and it may be possible to go further. Of course, health is now a constituent part of all other policy areas. 

If we have better co-ordination rather than duplicate our efforts, then we can get better results. There is very little mobility of people in the Union, compared for example to the United States. But increasingly we are seeking better mutual recognition of qualifications. If people move, they should be entitled to access to health care services at standards equal to those in their own country. There is an Interservice Group on Health made up of commission officials. There is also a group of Commissioners, chaired by President Santer, responsible for monitoring consumer health issues. This is part of our commitment to ensure greater awareness of public health as part of all Community policies. We are seeking to promote the wider understanding that public health should be part of all community policies, the group is chaired by President Santer. The one thing I would say to be careful of is that centralisation can sometimes be dangerous, it does absolve others from their responsibilities. 

Mrs Kestelijn-Sierens, about tobacco advertising, Parliament should have received the text.  As you know one Member State, Germany, blocked the formal adoption of the common position on Monday of this week. Of course I want to see this matter finalised so that we can move on. Remember the key element in the proposal and in the common position, is the date October 2006. That is now the deadline for all tobacco advertising and sponsorship. An enormous advance was achieved in realising this agreement at the December Council. 

Now I have for a long advocated an upward harmonisation of taxes on tobacco, that is part of the Communication that I talked about. One thing to remember is that proposals on excise duties are subject to unanimity within the Council, and I don’t have to tell you that anything that requires unanimity is a difficult thing to achieve. But, I support the view you presented. You talked about content and labelling. I am looking again at all of these issues that were mentioned in the Communication that Parliament dealt with. Every device known to man has been used to circumvent the labelling. We would expect that from the people who are operating in this area of activity. Nicotine of course, it is a drug. But the ban on advertising on its own will make a great change. It was focused to try and stop young people being attracted to take up the habit to replace the half a million people who die every year because of using tobacco and tobacco products. 

Thank you Professor for your kind words. You make the key point that the next framework is the key that we have to seek to put in place, taking full advantage of the new provisions of the Treaty, and in fact giving as wide an interpretation as possible. I would go along with that, we should keep the pressure on the Council. You make a good point about the co-ordination of our efforts. We are seeking now to get a better co-ordination into all areas of activities. The main element of the strategy will be when we are developing a health policy infrastructure, exactly what the Professor was talking about: health monitoring, information collection and data. We have to have mechanisms in-house to respond to communicable diseases when they arise. A third element would be to develop the instruments to more effectively ensure the integration of health requirements in other Community policies. And that is why that group that you have talked about, Madame, is so important, to have in-house the method whereby we can assess the impact on health of what we do in other areas of activity. We are making progress. I will be happy to come back to talk further about the proposed communication.  

Mr Clive NEEDLE, MEP (PSE): Can I very much welcome that the Commissioner has been very frank and has touched on many important issues with which we are all concerned. The Environment Committee will have a public hearing in October on the future of EU public health policy. Your support in keeping this dialogue going is an important message. You have made a number of commitments this morning: one being a really transparent evaluation of what has happened so far within the public health programmes. 

There are many non-governmental organisations in this room that would have valuable contributions to make about how the vertical programmes that you have been able to introduce so far have been successful. There are many others would say that they feel that we need a more horizontal approach in the future, perhaps in big projects as you have said. We need to have a clear sense of priorities. You mentioned cardiovascular disease which is the biggest killer in the world, and many people would say that it needs greater priority and that could effectively be tackled on an international level. To achieve that, you need to have the money. It is important that the institutions fight for a greater share of the budget. We will vote three programmes in the Committee very shortly where the Commission has only been able to propose 1.3 million ECU per year, Parliament wants to significantly increase that, but we need to work together.  I would also like to emphasis the importance of relations with other organisations, not just the Member States. We can also work closely with international bodies, such as WHO, to find new opportunities and partnership in the future.

Professor POGGIOLINI, MEP (PPE): I would like to thank the Commissioner for being so open. It confirms one of my beliefs namely that is that Article 129 does not allow us to really do anything as the Commissioner has now confirmed. I am very pessimistic.  I would like to ask the chair of this Intergroup to see if it is possible to invite representatives of Health Ministries of those countries who are against this alignment for discussion with us about harmonisation, and confront them with this fact. We pretend to have discussions on something over which we do not have any power at all.  

Mrs Mel READ: The Commissioner told me that he would very happy to come back at a later and appropriate stage to continue this discussion. So many speakers have raised relevant issues concerning progress. Commissioner we welcome your enthusiasm to return to the Intergroup. 

Commissioner FLYNN: This is going to be very important business for the Commission and the Parliament. The evaluation will be done. There is also the question about the priorities for the future. We do and we will continue to collaborate with the OIE, and the WHO. The NGOs are important and I would hope that, for example for the rare diseases programmes, it is to help NGOs to have better networks and I think that if they are given a chance, they will perform. 

Mrs Mel READ: Our next meeting will be on Thursday 19th of February on Endocrine Disrupters jointly with the Consumer Intergroup, and most important on Wednesday the 11th of March, also with the Consumer Intergroup, on Tobacco advertising. 
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