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First day 
 
Welcome and opening remarks 
Anne-Marie Perret, EPSU President 
 
The conference was opened by Anne-Marie Perret, EPSU President. She referred to the pan-
European dimension of ESPU and of the health conference organised for all health trade unions 
affiliated to EPSU. She then mentioned the European financial, economic and social crises 
which have a direct impact on the labour market, putting a lot of pressure on the budgets 
allocated by the governments for the public services. The social security systems are at risk, due 
to the austerity programmes applied with no regard to equity and fairness. The austerity 
measures applied dogmatically impact heavily on the vulnerable groups, women being the most 
affected, taking the bulk of the impact. 
 
Health and social services and those using these services in the context of prevention, cure, 
rehabilitation or support are severely affected. The austerity measures adopted in 2011 
represent just the tip of the iceberg with regard to what is to follow as to cuts, with backwash 
effects on patients, the quality of the services, social cohesion, but also last but not least on the 
workers in the health sector. 
 
Anne-Marie Perret pointed out the aims of the two days of the conference: 

 discuss and work on common strategies developed by the unions and on 
recommendations on what EPSU should do; 

 share information among the affiliates; 

 inform about the work of EPSU’s Standing Committee Health and Social Services with 
regard to the European health care systems, the funding patterns for the health services 
and cross-border mobility; 

 highlight initiatives and outcomes of the European Sectoral Social Dialogue in the 
hospital dealing with the migration of the health workforce, with effective recruitment and 
retaining policies and with the ageing of the workforce. 

 
The conference was going to go further than just look into the damages caused by the austerity 
policy. Anne-Marie Perret said it was going to look at good practices and tested ways to 
implement them and reflect on how the health care workers could best keep a work-life balance, 
so much more so as the health sector is strongly feminised. 
 
Anne-Marie Perret encouraged the participants to make the most of the opportunity provided by 
EPSU’s European Health Conference, share their experiences, talk about their successes and 
look into what has to be done in future to improve the working and pay conditions in health care 
and social services and the work of the unions and help increasing the rate of unionisation. 
Together they must find answers to important questions such as 

 how to negotiate with the governments and employers in the new context of the austerity 
policies applied; 

 how to strengthen the role of social dialogue and collective bargaining to provide better 
working conditions, better pay and more respect for the rights of the health workers and 
of their unions; 

 how to devise and put into practice strategies to address precarious work and to better 
protect those on the labour market who are less or not at all protected; 

 how and when to take protest action to present the workers’ demands. 
 
To achieve this, EPSU is working together with the various stakeholders in the health system, 
among which an important role is played by DG SANCO and HOSPEEM. 
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Strengthening the European dimension of health – EU policy priorities and initiatives and the 
role of the EU 2020 Strategy 
Martin Seychell, Deputy Director General for Consumers and Health, DG Health and 
Consumers (DG SANCO) 
 
Martin Seychell started by pointing out to the fact that the European Commission deals on a 
daily basis with issues related to the European Union, but its attention is also focused on the 
neighbouring countries, some of which have expressed the willingness to join the EU in future. 
Particularly, health care is an area which knows no borders especially when it comes to trends, 
workforce movements, being one of the biggest job providers in Europe. There are over 3.5 
million workers in the health and social services sector in the EU who devote their working lives 
to helping others. Fundamentally, the European health policy is about people, about patients, 
about health professionals and the workforce. The voice of the unions in this context is very 
important to the Commission. 
 
Against the very dramatic backdrop of deep financial turmoil, which is affecting all sectors of 
employment, the health sector unfortunately is no exception. Despite the fact that in many 
aspects health care is a very unique sector, it still is subject to the same economic pressures 
and follows the same economic rules as other sectors and, like other sectors, it is now facing 
tremendous budgetary pressure. At the same time, besides the budgetary crisis, it is also facing 
multiple challenges. Europe’s population is ageing, there is a strong demographic issue, while 
chronic diseases are a topical issue and there is also a shortfall in the workforce of around one 
million health care workers estimated by the end of this decade, which is practically tomorrow if 
we consider the time needed to prepare new professionals. The patients on the other hand 
would like to receive the highest quality care. The European Commission believes that this is 
difficult, but not impossible. 
 
What is needed is to invest smartly in health, apart from the social, human dimension which is 
the most important thing, also investing into the economic development. Health care is a very 
strong economic sector and we should think about investing in health now, not only to improve 
the health of the population, but also the health of the health care systems and even the health 
of the wider economy. Putting the EU back on the road to healthy economy is the main objective 
of the Europe 2020 Strategy, which is the corner stone of the EU policy for the coming years. 
This strategy outlines how the EU can emerge stronger from the current crisis, by creating jobs 
and boosting productivity and social cohesion. 
 
Considering the dual financial and demographic pressures, we need more than ever before to 
find smart ways to use health resources more effectively. One way to do that is to apply a 
greater focus on responsible innovation which can lead to more efficiency and new health 
products and health markets adapted to our changing society. It is also important to focus on 
creating growth and jobs. This interest is very much mirrored in the Europe 2020 Strategy and in 
the European Innovation Partnership for Healthy and Active Ageing which brings together a 
wealth of experience from both public and private sectors, being in many respects an innovative 
approach. The partnership intends to help translate innovative ideas into innovative technologies 
specifically designed to help older people live more active and independent lives. At the same 
time, action in this area could create sustainable health care systems and boost the EU 
competitiveness resulting in more jobs. 
 
Obviously investment means money. The question is not only how much would it cost us today, 
but also how much return we’ll get from our investment, when we will get the return, for how long 
it will last. In the area of health care and health care systems we need to find the correct balance 
between short term efficiency gains, which are clearly needed, and the long term investments. 
Europe needs to consider how best to invest in health systems which are modern, responsive 
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and sustainable. The European Commission has launched a reflection process with the member 
states to look in more depth at these various issues. 
 
In many respects the responsibility for health is primarily with the member states and the role of 
the European Commission is to facilitate primarily the transfer of good practices and also to 
encourage a focus discussion on issues which are considered crucial. The European 
Commission also pulls information on investments in health at national level. Each year national 
governments assess how they intend to reach the objectives and targets of the Europe 2020 
Strategy, the so called national reform plans. 
 
As the health of the population and health systems are so important to the economy, it is hoped 
that health will appear more prominently than it has done so far in next year’s assessment by the 
governments of the EU. Having a national reform plan which puts a strong emphasis on health 
and health care systems is the correct approach. 
 
The EU already provides valuable financial help for member states to invest in health and health 
systems through various funding programmes. In June 2011, the European Commission set out 
its financial priorities for the future. Promoting health can helps us achieve a smart inclusive and 
more sustainable Europe by the end of this decade. The EU funding in the coming years will 
reflect this. Keeping people healthy and active for longer is a precondition that has a positive 
impact on growth and jobs. It is in this spirit that the European Commission will put forward later 
in 2011 a proposal for a new funding programme “Health for Growth” which will focus on 
strengthening the link between economic growth and a healthy population. The programme will 
aim to support and complement the work of the member states in a number of areas, such as: 
developing innovative, efficient and sustainable health systems, increasing access to better and 
safer health care, promoting health and preventing disease and protecting people from cross 
border health threats. 
 
In mid-October, the EC unveiled proposals for future funding of programmes for Europe’s 
regions through structural funds. This major form of EU funding will continue to help national, 
regional and local authorities to make long term and sustainable investments in health. It will 
continue to invest in the building of hospitals and investing in hospital equipment. This funding 
should also be used to promote active and healthy ageing, training health workforce and tackling 
inequalities. 
 
It is important that all sectors of the population share the benefits of the economic growth, 
particularly the ones that are most vulnerable in our society. Special attention should be paid to 
the values and principles on which the EU is founded: respect for human dignity, liberty, 
democracy, equality, the rule of law and respect for human rights. These fundamental principles 
remain in the good times and in the bad times. In this respect, jobs must be widely shared so 
that those suffering from poverty and social exclusion can live in dignity and take an active part 
in society, as this is their right. 
 
The European Platform Against Poverty, which is another major initiative of the Europe 2020 
Strategy, has set as its target to lift at least 20 million Europeans out of poverty by the end of this 
decade. Poverty often leads to poor health and it is important therefore that governments tackle 
this problem effectively. 
 
Health objectives are implemented certainly through health policy, but also through social policy, 
employment policy, transport policy and so on. Improving the health of the population is a key 
component in improving the health of the economy. This enforces the need for a trained health 
workforce that can adapt to the needs of the changing and ageing European population as well 
as to the new health technologies. This is reflected in an action plan which the EC will launch in 
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2012 and which will identify how many health professionals will be needed in the future, in which 
specialisation, and with what kind of skills. 
 
The EC also intends to set up a forum to facilitate the sharing of knowledge and best practice on 
the recruitment and retention of the health workers. It needs to examine how best to implement 
the provisions of the WHO Code of Practice on the International Recruitment of Health 
Personnel, which promotes ethical recruitment. This action plan is part of the new skills and jobs 
initiative of Europe 2020 Strategy, which sets out not only to create more jobs, but also better 
jobs. The Europe 2020 target is for three quarters of all persons aged between 20 and 64 to be 
in full employment within this decade. In order to realise this ambition, investing in the health 
care systems and staff is a must. 
 
The health workers are pivotal in the delivery of care to patients. As the population ages, it is 
time to step up our efforts and tackle the diseases that are most rated to demographic change. 
Chronic diseases, such as cardio-vascular diseases or mental health conditions are just a few 
examples. Threats from chronic diseases represent over 86% of all deaths in the EU and they 
are negatively impacting on productivity and the ability of many of our citizens to function as 
active economic agents. 
 
We need more than ever full and active engagement by national authorities and all minds in 
Europe to consider a more integrated approach to tackling chronic diseases, including 
addressing the root causes and prevention. Tobacco is one of them and it is the cause of 
650,000 deaths in Europe alone. Study after study has shown the devastating impact of smoking 
on health. The European governments have recognised this and many member states have 
taken courageous and bold steps to prevent avoidable deaths caused by smoking. For its part, 
the European Commission is putting together proposals that revise existing EU laws on tobacco 
products and these proposals aim for tougher rules. We need to act now to limit tobacco 
consumption and decrease the attractiveness of tobacco to young people. 
 
The pressures on health systems and jobs are immense. We must define and take innovative 
ways to invest in our health systems to maintain their efficiency and sustainability, while at the 
same time continuing to provide the best possible care to the patients. This is more than a 
budgetary exercise; it involves investment in the skilled, engaged healthy workforce. The 
workforce is capable to adapt to technological change, to new patterns of work and the 
emerging needs of the patients. We want young people starting out their carriers to be secured 
and acknowledged that the health sector can provide not just more and better, but also 
sustainable jobs. 
 
The presentation was followed by a question and answer session. 
 
Valdis Keris (Latvia) asked about the concrete benchmarks and concrete macro-economic 
indicators elaborated to be suggested for a policy of investment in health services such as a 
minimum percentage of GDP that should be spent on health care or a percentage from health 
care expenditure that should be invested in development of human resources in particular. 
 
Martin Seychell replied that this was one of the key objectives of the on-going reflection process 
on sustainability of the health care systems. There is a need to define what a sustainable health 
care system is. Although there are common challenges at the EU level, the situation in the 
member states is very different. The way of organising health care systems is different and EC 
fully respects that. The aim is to ensure that all countries address the problem together. The end 
result in the member states will be different. Some have already adopted certain measures, 
certain reforms, others are still in the process, but it is improbable that we will emerge with one 
definitively fixed indicator. It is important at this stage to make sure that in the current economic 
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climate we are not just looking at health care as a cost, but we look at what health care 
represents in terms of the its social and economic importance and benefits. 
 
To have a set of indicators would be helpful in monitoring the European situation, but we need to 
make sure that member states do take into account these factors in their national reflection 
processes. This work has just started under the current EU presidency and we hope that we will 
get work on this under the future Hungarian and Danish EU Council Presidencies as well. 
 
Indicators will exist, but it is believed that there should not be a simplistic set of indicators; this is 
rather something which has to be dealt with in the reflection process. The EC has not defined 
what a sustainable health care system is, what the objectives for a health care system are. This 
is not as straightforward as it may appear, because member states have different ideas of what 
we should be aiming for, primarily because their situation is very different. Concerning the 
workforce, for example, some countries have workforce shortages, others don’t. 
 
Eventually, a set of indicators will be developed, but at present stage it is not sufficiently clear 
what those indicators should be to best capture a sustainable health care system in the 
European and national perspective. This debate is going very well and it will be an ideal starting 
point to discuss with other stakeholders as well. 
 
Cristina Iftimescu (Romania) asked how the EC can help the less developed countries in Europe 
in which governments claim there is enough health personnel, whereas in reality the number of 
health workers, nurses in particular, does not cover the needs of the population. 
 
Martin Seychell responded that it depends on how the governments define their needs. What is 
the situation of the primary health care in the community health care system? In some countries 
more than in others this can be crucial, especially in countries where they have more population 
in remote areas or where the social discrepancies are wider. To clearly define what the needs 
really are is the task of the member states, but it will be useful for the member states not to take 
these decisions in isolation, but to look around and to look at best practices elsewhere. 
 
Clearly we do have in Europe still considerable resources that can be used. The EC believes 
very strongly that better, clever use of funding programmes is crucial. We have enormous 
potential, for example through the structural funds, the research funds, to make use of these 
considerable resources to address the issues mentioned. How to address inequalities between 
regions and member states? How to ensure training of the workforce? How to address social 
inequalities? The EC would like to see that in the next round of funding member states pay more 
attention to these aspects, investing in human resources and not just building more 
infrastructure. There are enough resources to make an impact, particularly in the areas of health 
care and in the regions where a positive impact is most needed. 
 
The issue of the workforce is crucial. In the past maybe mistakes were made and the focus was 
too much on technology and physical infrastructure, forgetting that what binds all these together 
and makes them work, that is the human element. Technology will help us and we need the 
infrastructure, but the human capital is the most important thing and it should have a greater 
weight in the programmes submitted by the member states. Health and the social aspect should 
be stronger featured in the national reform plans which every member state is now obliged to 
carry out under the Europe 2020 strategy. Health must be seen not just as a cost, but as 
potentially a big driver for growth, a creator of quality employment that support people to stay 
active economically speaking. 
 
Gail Adams (UK) commented that, from an EU point of view, having some form of target, in 
terms of addressing health inequalities across the EU to benefit EU citizens, would be 
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definitively welcome. In relation to the health workforce, it will be beneficial for all EU health 
employers, either in the public or in the private sector, to become role models of supporting the 
health and well-being agenda of their workforce. Health workers being treated fairly and 
respectfully is part of the agenda trade unions support and work towards. 
 
Rudy Janssens (Belgium) continued the series of questions, asking how the costs of health will 
be measured. What costs, those of the workers, employers, Europe? What will be done about 
the people who are dying because they do not have access to health care services? We speak 
about prevention, about raising people’s awareness in relation to tobacco, for instance, but the 
EC is still far from the reality. How many people have to die in this century before health care is 
available for all? The social dimension should be a crucial requisite for using the funding 
available. 
 
Margret Steffen (Germany) made a general remark on the EU2020 Strategy she characterised 
as a strategy to further push the internal market and liberalisation of public services. She 
questioned the appropriateness of treating health systems and health policies at EU-level in the 
context of this strategy and under these angles. She also challenged the view of own EU 
competences when it comes to design of health care schemes and to the modalities of provision 
and financing. She underlined that health systems are a key element of national social 
protection systems and therefore also have the role to “repair” for negative consequences and 
deficiencies of markets by providing benefits and services to vulnerable groups on the labour 
market and disadvantaged persons in society based on social rights and the principles of 
universality, accessibility, affordability, territorial coverage and non-discrimination. Margret 
welcomed EU-wide cooperation and European programmes to frame cross-country mobility of 
the health workforce and the idea of guidelines to safeguard and develop a qualified workforce 
in the health sector across Europe. In this context she recalled the conclusions of the Council of 
7 December 2010 “Investing in Europe's health workforce of tomorrow: Scope for innovation and 
collaboration”. Margret finally asked for on-going or planned initiatives by DG SANCO and the 
European Commission directly focusing working conditions of the health workers or having an 
impact on them that would add to existing policies related to qualification (such as the cross-
border recognition of qualifications or training/life-long-learning programmes). 
 
Maryvonne Nicolle (France) commented that healthcare cannot be measured on an equal basis 
with sectors of industrial production, not least as it cannot be separated from the social policy. 
There is an urgent need to develop a social policy within the health care framework. It is very 
sad to witness recurrence of chronic diseases in Europe. We must find a policy to invest in the 
health sector. Money taken from one side (tobacco) can be reinvested into prevention. All social 
policies should be coupled with economic policies and health care policies. Why the various 
European ministries cannot work together jointly, on a common policy for health and a social 
policy at the level of the EC and of other bodies in the EU? 
 
Ivan Kokalov (Bulgaria) expressed his reserve with regard to the optimistic view about how to 
reach the goals set. He asked about the opinion of the European Commission and DG SANCO 
for using the competition, privatisation, marketisation and the public-private partnership as tools 
to increase the access to quality health care services in Europe. Because the data collected 
show that these tools are not the solution to solve the problems, especially in the time of crisis. 
 
Martin Seychell responded to the questions received from the floor. 
 
He started with the one about health inequalities. Health inequalities are a reflection of wider 
inequalities. We need to address the social dimension. Health is not a stand-alone issue, it is an 
integral part of the social model and of the economic model. We need to move away from the old 
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idea of seeing health as an arrangement of hospitals and infrastructure, and focus on how we 
can adapt policies to address simultaneously social, health and economic aspects. 
 
As to the Europe 2020 Strategy, indeed we are still far away from those targets, but they are 
good targets and we should double our efforts to reach them. We could still come back on track 
if we take bold decisions now and if we use the resources that we have properly. Europe is still 
not a poor continent, collectively speaking, we still have both financial and human resources we 
can deploy to reach those targets.  
 
When we talk about workforce shortages, it’s certainly a question of salaries and of recognition, 
but there are also other factors that have an impact on the workforce. We need to make sure 
that the workforce that we have is supported, trained and has the best possible jobs. It is the 
responsibility of the employers to value the workforce. DG SANCO always emphasises the 
importance of the workforce, which in our view is the most critical aspect to allow for 
improvements in health systems and of the health situation of the whole population. 
 
We need to address the growing problem of health inequalities because it is unfair and against 
what Europe stands for. We should not just blame the economic crisis; some of these problems 
have been with us before the crisis. For example, did we put enough emphasis on primary 
health care or on community health care? Because these are the sectors which are the most 
effective at reaching the elderly people, people in rural and remote areas, poor people. You can 
get a more cost effective return if you focus strongly on these areas, reaching vulnerable people 
at a stage when they should receive help to avoid greater problems. 
 
The economic crisis has compounded problems, structural problems, which already existed in 
our health care systems, as for example the demographics. This was the longest announced 
crisis ever. We could have set down in the 1970s or 1980s the composition of our population 
today. Why wasn’t that done? This is a collective failure of the system. We should have been 
able to prepare for the demographic crisis, which is independent of any economic or financial 
crisis. The economic and financial crisis has made us painfully aware of our past mistakes. We 
no longer have the luxury to just cross over them and continue pumping more money into the 
system. 
 
It is a collective shame for Europe, but we still have people dying or facing illness because of the 
inability to afford health care. We have statistics that clearly show that health turbulence – such 
as smoking, alcohol abuse or poor nutrition – increasingly are becoming a social issue. Smoking 
rates are increasing in certain sectors, with young women in particular. This is very worrying, it 
also means that certain industries are targeting these more vulnerable groups specifically and 
this is something that has also a social dimension. 
 
The issue we are facing now is how to avoid losing what we have built up over the past 50 
years. The internal market is a positive thing and without it the current crisis would have been 
much worse. But it also creates challenges that we have to manage. The movement of workers 
and health care professionals is in itself a positive feature, because it supports individuals with 
regard to professional pathways and career options – and over time what is being built up is 
circulation of experience and expertise. It is a process that has to be carefully managed. It has to 
remain very strongly within the framework and rules of ethical recruitment. We need to focus 

more on the WHO Code of Practice on the International Recruitment of Health Personnel. 
 
The economic case for health stands on its own feet, but health is much more than that. The 
economic arguments are there, but also the social and the political arguments. We need a more 
preventive approach of health care. On average, member states spend just 3% of their health 
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care budget on prevention – which is the most cost effective thing that can be done. We have to 
take action now on younger people to have healthy older people later on. 
 
The key message is: We need to have a more integrated health and social policy. Health is a 
fundamental part of the European Social Model. Different member states have different 
approaches on the tools that can be used. Whatever tools we use must give us a result that is 
socially acceptable, efficient and sustainable. The exact mix is to be decided for in and by each 
member state, because the situations are different and some countries have different 
possibilities than others. But the focus should be on objectives and results of investments in 
health. 
 
 
The Europeanisation of National Health Care Systems: National impact and EU codification of 
the patient mobility case law. Effects on health systems, patients and the health workforce 
Dr. Rita Baeten, Senior Policy Analyst, Observatoire Social Européen (OSE) 
+ 
http://www.epsu.org/IMG/pdf/Presentation-Baeten-OSE-15.09.11-EN.pdf (EN/FR/DE/ES/RU/SV) 
 
Dr. Rita Baeten spoke about the Europeanisation of the health care systems seen a complex 
interplay between actors, between stake holders at European level and at national level who 
together shape a new environment for health care systems. 
 
The presentation was organised in 5 parts: 

 Patient mobility and single market - backgrounds on how the debate with regard to the 
case of the European Court of Justice (ECJ) started and the impact of the internal 
European market on the health care systems; 

 Findings of an analysis in different member states on how the case law has had an 
impact in the different member states; 

 Application of the Directive on patients rights in cross-border care in the member states; 

 SWOT analysis of increased patient mobility based on the principle set up in the case 
law of the European Court of Justice (ECJ); 

 Conclusions 
 
In relation to the impact of the EJC case law on patients’ mobility, the speaker mentioned the 
rulings of the ECJ of the end of the 1990s, starting with the so-called Decker rulings, which 
established a series of principles with regard to the application of the internal market principles 
to health care. The main principle was that the provision of health care is an economic activity 
which means that the free movement of services principle does apply to health care. The 
patients’ mobility has thus become the gateway of the single market into the health care 
systems. It implies that health care providers established in another member state cannot be 
discriminated against and have to be treated as domestic providers. This does not only apply 
when a health care provider moves to another member state, temporarily or permanently (so-
called active free movement of services), but also when the patient as a consumer or user of 
health care services goes to a provider in another member state to consume or use health care 
services in that state (co-called passive free movement of services). 
 
The ECJ ruled that statutory health care systems should reimburse care that is provided by the 
health care provider in another member state, based on the conditions and on the criteria 
applicable in the member state where the patient is affiliated to a health insurance system. The 
health insurance system can require that the patient first asks authorisation to go abroad to 
receive the care, but only for hospital care. For ambulatory care, patients have the right to freely 
go to other member states to receive care and to receive free reimbursement from the domestic 

http://www.epsu.org/IMG/pdf/Presentation-Baeten-OSE-15.09.11-EN.pdf
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health care system on the conditions that apply in the member states where they are socially 
insured. 
 
The key issue behind the whole debate is that the principle of free movement of services is 
basically about removing obstacles to cross border trades, i.e. removing regulations. The basic 
dynamic that potentially lies behind the free movement is the dynamic of potential deregulations. 
This puts pressure on the regulatory capacity of the health care systems. The rules of 
prioritisation are one example of the criteria that have come under pressure by the application of 
the rules on free movement. 
 
Health care systems are integrated systems that are strongly regulated, one of the most 
regulated sectors in society and economy. Access to health care in Europe is considered a 
universal right and to realise this right health care is mainly publically funded in all European 
countries. 
 
In economic theory, health care is characterised by some important market failures. The patient 
does not have all the information, the knowledge and the insights to make an informed decision 
on the care he needs. Power balance between the provider of health care and the patient is 
asymmetric, the patient is in a vulnerable position towards the health care provider and the 
health care provider potentially can exploit the demands for health care for the patient and if this 
care is publicly funded, it can potentially lead to exploiting the system from a financial angle. 
Therefore, health authorities need steering instruments to avoid exploitation of the system and to 
ensure that the financial viability of the system is guaranteed. For all these reasons, regulation in 
health care is key to ensure accessibility, affordability, quality, continuity and sustainability for 
the health care systems. 
 
The impacts of the ECJ rulings on national health care systems in the EU have been assessed 
through some research conducted in a number of member states. To understand the differences 
in the reactions of national players and of health authorities in the different member states to the 
case law of the ECJ, we must consider first the main characteristics of the different types of 
health care systems in Europe, which vary widely. For the reason of simplification and 
categorisation of the systems, they were grouped in 3 families which are not very clearly cut. 
This typology was first conceived for the EU 15 countries. With the accession of the 12 recent 
member states, it is less clear into which categories the new member states can be included. 
 
We have on the one hand systems based on social insurance and on the other hand systems 
that we can call national health services systems. The national health services systems are 
mainly funded by the tax payers and the provision of health care is mainly public. Patients in 
these systems do have in principle free access to care. 
 
On the other hand, we have the social insurance systems which are embedded in the social 
protection systems and are paid mainly through the contributions of the social partners, 
employers and employees. The state also contributes with money from the tax payers, but the 
main funding comes from social contributions. The organisation of these systems is through 
health care insurance firms that are often private, but they can be also public. The provision of 
health care is done by public health care providers, but also by private providers which are often 
non-for-profit. 
 
In the health care systems based on the social insurance schemes in which the funding is based 
on reimbursement, the patient goes to the providers and pays for the health care received and 
then gets reimbursed from the health insurance system. As an alternative, the system can pay 
directly the health care provider for the care the specific patient received. On the other hand you 
have the system based on benefits in kind – the social insurance purchases the health care for 
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the population in a certain area, makes a contract with the health care providers and the patients 
have free access to care. 
 
When it comes to the implementation of the jurisprudence of the ECJ, a general remark from 
those politically responsible for health care systems across all countries in the EU was that 
‘these court rulings do not apply to all systems/my system’. Gradually, after refining and 
clarifying more the principles behind the first court rulings, the ‘insight’ spread that ‘it applies to 
us to a certain extent’ and started to apply at least certain aspects of the case law. 
 
Other elements that play a role in the timing in which member states absorb some elements of 
the court rulings to their national systems include the institutional fits or misfits with the case law 
of the ECJ. The first court rulings were about reimbursement of care and the member states 
started by implementing certain aspects of the court rulings. 
 
When member states fear that an important number of patients would go abroad to receive care, 
they will be more prudent in implementing the court rulings or slower in adapting certain rules 
and measures. This is particularly true for member states with longer waiting lists or where the 
population perceives domestic health care as being of lower quality than in other member states, 
also for smaller member states. 
 
When there is a reform in the national health care systems independent of the court rulings, then 
member states more easily take into account the principles of the ECJ. Domestic policy agendas 
play an important role. If such agendas provide for creating more competition, giving more room 
to the private sector, then the government will adopt more easily the principles of the case law of 
the ECJ. This has been the case of the Netherlands and Sweden. 
 
All member states tried to uphold the quotations that apply for funding health care at home, tried 
to impose the same conditions to the health care provided in other member states. When there 
is a likelihood of exodus of patients of the own health system, member states try to reduce the 
waiting lists and the court rulings have played a role in the policies applied. 
 
Several member states, in particular the Scandinavian countries, are using treatment 
guarantees. The health authorities then channel the waiting lists to the domestic private sector 
rather than abroad. When patients go abroad, member states try to contract providers abroad to 

receive treatment and make the “classical” procedure built on regulation 883/2004 on the 
coordination of social security schemes more attractive. 

 
Stakeholders’ reaction to the ECJ rulings was that they tried to create more exit options from the 
system. Patients received more leeway as to free choice of the provider domestically. The court 
rulings have been implemented so that even those patients who have benefits in kind also have 
the right to receive treatment domestically based on reimbursement. 
 
Providers also try to exit the systems of the collective agreements at national level, setting the 
prices and the conditions for provision of health care. For instance, in Luxembourg, after the first 
court rulings, the doctors’ association was obliged to negotiate with the health insurance body on 
prices and on the content of the care, and a collective agreement between providers and the 
health insurance body was concluded to which all doctors had to adhere compulsorily. But in 
Belgium and in Germany patients can go to doctors who do not have to adhere to the conditions 
in the collective agreements. 
 
The statutory health insurers also tried to use the possibilities to exit the system. In countries 
where there was an obligation to contract services with hospitals or where the health insurance 
only collectively made contracts with the health care providers, after the court ruling the health 
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insurers tried to contract with selective health care providers in other member states and use it 
as a tool to also get this possibility domestically in their national health care systems. 
 
Public authorities used the court rulings to create more rights for the patients, but also to create 
more competition in the domestic health care system. 
 
The Directive 2011/24/EC on the application of patients rights in cross-border care was adopted 
in 2011, after the exclusion of health care services from the Services Directive. The Directive 
has 3 main strengths: It 

 defines more clearly the responsibilities of the member states, on the one hand the 
states where the patients receive the treatment, and on the other hand the states where 
the patients are affiliated to a health insurance body or health care funding body; 

 sets the rules for the reimbursement of care; 

 establishes some avenues for cooperation between member states in specific fields. 
 
The member state of treatment is responsible for establishing some standards for the quality and 
safety of health care and the treatment that is provided. Member states of treatment have to 
assure that the providers inform the patients from another state about the availability of health 
care services, treatments, prices, and also on the quality of the care services they provide. 
There must be systems in place for complaints and professional liability in case something goes 
wrong with a patient that has received care from another member state. 
 
Patients’ privacy must be protected and information about the rights of the patients from other 
countries must be provided through national contact points established in all member states. 
The national contact points will form a network and will provide information to patients willing to 
go abroad on entitlements and conditions for reimbursement of care received. 
 
Member states of treatment are responsible that the same conditions of pay apply to the patients 
from other member states. 
 
There is one exception, when important inflows of patients from abroad would endanger access 
to care for domestic patients, in exceptional circumstances, member states are allowed to set a 
limit to the inflow of patients from abroad. It’s not clear from the Directive how this will be 
implemented, but the EC will watch that there are not too many such cases. 
 
The responsibility of the member states of affiliation is to ensure that the patients get reimbursed 
for the costs of the health services received in another member state, that the mechanism for 
calculating the costs domestically will apply when the patient goes abroad, that the patient has 
the right to access the medical record when treated in another member state and that complete 
information will be provided to the patients willing to go abroad on their entitlements. 
 
The implementing margin must be defined at national level. The complaint procedures and the 
systems for professional liability have to be established. Member states have to implement 
measures by which providers have to inform patients on liability, quality and safety. They will 
have to calculate the prices of the treatments and organise the access to the medical records. 
 
Member states have to reimburse care received in other member states under the same 
conditions as those applied in the state of affiliation. The conditions have to be non-
discriminatory. It still has to be defined which conditions are considered discriminatory. 
 
Regulation 883/04 of 29 April 2004 on the coordination of social security schemes provides the 
traditional procedure for patients who go abroad on how they get reimbursed for the care 
received. This regulation has in principle priority over the procedure based on the Directive. This 
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is quite an important aspect because the Regulation entails more guarantees for the 
reimbursement to patients when they go abroad than the Directive. For instance, for patients 
who fall ill when they are temporarily abroad, the Directive will not apply. For patients who are 
entitled to go abroad because of unduly long waiting lists in their country of affiliation, again the 
Directive does not apply, whereas the Regulation does. 
 
The Directive applies to ambulatory care and to hospital care for patients who want to go to the 
private providers in another member state which are not included in the statutory system. 
 
The Directive allows for prior authorisation for hospital care and also for highly specialised care. 
Member states can define for what kind of highly specialised care patients must ask for 
prioritisation before receiving treatment abroad. The kind of treatment for which prioritisation can 
be asked has to be notified to the European Commission. Prioritisation can also be requested 
for care presenting particular risks for the population or for the patient, and also for specific care 
providers, if there are serious doubts about the quality of the care provider. Prioritisation can be 
refused only when the care can be provided domestically without any delay. 
 
The Directive allows but does not oblige member states to also reimburse additional costs, such 
as travel, accommodation or cost of an accompanying person. Member states have margins 
within which to implement the reimbursement as to these aspects. This is one of the aspects that 
could be monitored by trade unions. 
 
Before receiving treatment abroad, the patient will notify the health care funding body about the 
intention to go abroad and will receive a declaration regarding the right to reimbursement up to a 
certain defined level. The health care provider will be directly paid by the health insurance body 
where the patient is affiliated. This is not compulsory in the Directive, but the European 
Parliament insisted on the possibility of the member states to establish such systems. 
 
There is a basic duty for cooperation and mutual assistance for the implementation of the 
Directive, including mutual recognition of medical prescriptions. European reference networks 
will be set up, particularly for highly specialized care, for care that requires an important 
concentration of resources or for extremely expensive care. The European Commission will set 
criteria for this kind of networks. 
 
The European Commission will encourage border-states to establish bilateral cooperation and 
set up networks for cross-border care. Member states will also have to find ways to ensure 
continuity of health care if patients receive a prescription for a product or a medical device that is 
not on the market in the state of affiliation. 
 
The Directive provides more legal certainty for health authorities, patients, care providers, 
insurers with regard to how to apply the case law of the ECJ, with regard to the prioritization 
systems, tariff setting, conditions for payment of care abroad. 
 
The possibility for member states to select providers abroad that are not integrated into the 
statutory systems of the member state where the care is provided has been the most sensitive 
issue where negotiations where almost blocked, in particular from the member states which 
have domestic contracts with providers within the statutory systems but also health care 
providers in the private sector for which care is not reimbursed. 
 
Dr. Rita Baeten concluded by highlighting that 

 the basic potential dynamic of the free movement principles is change brought about by 
removing regulations; 

 the domestic reactions so far to the court rulings have been of a wide variety; 
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 the case law has had an important impact domestically on the design of health systems 
and eligibility and entitlement rules irrespective of the actual patients flow; 

 the case law has been used by the domestic actors to exit from the statutory system and 
create more competition within the systems; 

 the EU Directive on patient mobility preserves the steering capacity of the member states 
as much as possible; 

 the wider impact of the free movement rules is not addressed by Directive 2011/24EU; 

 there are also issues which have not been solved based on the Directive, amongst them 
the selection of the provider. 

 
 
Financing health care on the backdrop of the crisis and of austerity policies across Europe 
Roland Schneider, Senior Policy Adviser at the Trade Union Advisory Committee (TUAC) 
related to the Organisation for Economic Co-operation and Development (OECD) 
 
Roland Schneider informed the audience that the EU countries on average are spending about 
8.5 per cent of their GDP on health services, which is a cause for concern not only for 
governments and economists, but also for working families, affected by the costs of the health 
care services in several ways, through the families contributions to the health insurance, through 
co-payments for prescriptions and through employers’ contributions to the health insurance. 
 
Although expensive health care is not always the best care, focusing exclusively on financial 
sustainability of health care is a too narrow focus. An example of such a narrow focus on issues 
related to the financing health care is the Joint Report on Health Systems, published in 
December 2010 by the European Commission and the Economic Policy Committee (accessible 
at http://ec.europa.eu/economy_finance/publications/occasional_paper/2010/pdf/ocp74_en.pdf). 
This report analyses the drivers of health expenditure across EU Member States looking at the 
organisational features of health systems, identifies main challenges to the financial 
sustainability of health care in the context of rising demand and constrained resources enhanced 
by the recent economic crisis and highlights good practices to achieve greater cost-effectiveness 
in the health systems. 
 
The international crisis was caused by a greedy and irresponsible financial sector, not by the 
public sector. Still, more than 3 years after it started, the crisis has become the new “norm” for 
millions of workers and their families. A new segment of the working population in precarious 
temporary jobs, receiving low wages, without benefits and protection is adding to the huge 
number of unemployed. Conditions that were once associated with developing countries are 
now becoming truly global and the health sector is not exempted from this development. 
 
Focusing on the economic, social and political determinants of health, in the area of new 
liberalism and austerity, the provision of health care is perceived as an object of struggle 
between economic interests and commercial forces that seek to make it into a commodity and 
forces trying to keep it as a public service and to reduce the existing inequality regarding access 
to health care. 
 
In order to maintain and strengthen universal access to health care services, we need to 
address in particular the marketisation of public health care and the way the pharmaceutical 
industry, medical technology providers and private health insurance companies push to make 
health care into a field of capital accumulation and to expand the consumption of medical 
commodities. 
 
There are many good reasons to counteract against the effective ‘Americanisation’ of health 
care systems in Europe. It is important to emphasise that the provision of health care as a public 

http://ec.europa.eu/economy_finance/publications/occasional_paper/2010/pdf/ocp74_en.pdf
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service has been a key determinant for the gains in the health of the population achieved over 
the recent decades in Europe. Child mortality has been reduced, life expectancy has gone up. 
There are different challenges to be addressed, like social and economic inequalities, increasing 
risks for chronic illnesses, the rise in mental illnesses caused by the crisis and by the large 
number of unemployed and changes in the world of work, e.g. the increased density of work. 
 
There are more prerequisites to be taken into account when determining the policies for the 
health care. Citizens want access to affordable health care of high quality in order to improve 
their well being and to extend their life. The health system contributes not only to people’s well 
being, but also to the economic performance. 
 
The health sector has become a major employer, it accounts for nearly 1 in every 10 jobs in the 
OECD countries. Health spending can help to stabilise our economies in times of crisis, it acts 
as a buffer and automatic stabiliser against the undesirable consequences of the recession by 
helping stabilise income and demand. Health spending is an investment in the future of the 
wellbeing of our societies. 
 
There is nothing inherently wrong with growing health spending. The OECD recently reported to 
a ministerial meeting that further increase in health spending is good as long as it is the result of 
conscious individual and collective choices and the benefit of the additional euro spent on health 
is worth more than the cost related to that. 
 
Health spending has in general delivered good value for money. There is room for improvement 
that applies to the performance of the health system. Instead of maintaining the current 
outcomes with lower inputs, we should aim for further improvement of the health outcomes, and 
at least maintain the current level of spending. 
 
The Joint Report on Health Systems formulates nine policy recommendations, suggesting the 
priorities for the health sector. It has a narrow focus on financial sustainability of health care 
spending, by shifting the costs to users, i.e. the patients, and by putting emphasis on what 
OECD would call micro-policies, i.e. measures with the aim to increase efficiency. The good 
news is that the report acknowledges the importance of training and retraining the skilled 
workforce in the health sector and the necessity to provide qualified services which are 
increasingly provided under non-standard working time patterns. The report does not openly call 
for wage cuts or wage restraints, although some governments have implemented wage controls 
or even wage cuts. 
 
These policies have failed to deliver. Wages and salaries have not been key drivers for 
increasing health costs. The unions in the health sector should provide a particular strong input 
into a new OECD activity about to be started soon, focusing on what has been called ‘new skills 
for new jobs in health’. EPSU is invited to provide a substantive input into this work. 
 
Another neglected aspect in the current debates on health spending is prevention. In order to 
increase the performance of the health systems, we need to do and to spend more on policies 
and measures designed to prevent illness. Currently only 3% of the health expenditure is spent 
on average across the European countries on prevention. The prevailing focus of health care 
needs to be changed or at least supplemented by new measures focusing not only on a healthy 
life style. OECD would like to address the issues related to tobacco consumption, alcohol and 
unhealthy food, but we need to include also another dimension into the focus of prevention, 
namely occupational health risks caused but hazardous substances, by stress and strain in the 
world of work. 
 



16 

One of the recommendations offered by the Joint Report on Health Systems calls upon member 
states to encourage cost effective provisions and use of health services, through adequate 
incentives. Many hopes are placed on the empowerment of patients and the use of more 
information and communication technology. The technology push in the health sector has been 
highly cost intensive, without having brought about savings or increased efficiency. An example 
is the National Health Service in the UK. Billions of British pounds have been invested in order to 
implement and apply information and communication technology. The use of ICT is still in a 
mess, because there is a top down approach, the employees are not involved, there are no 
participatory approaches combined with a lack of training and reluctance of the management to 
combine technological change with organisational change in the health sector. We should 
provide the necessary conditions for a more participative decision making process in health 
care. This would require the improvement of the working conditions and the time constraints. 
 
Co-payment is not the decisive tool to achieve cost savings. Increasing co-payment would 
contribute to increasing inequality. 
 
Pharmaceutical spending accounts for about 17% of the total health spending. There seems to 
be ample room for improvement, but we face stiff opposition from the pharmaceutical companies 
which are in the front seats of the decision making in health care policies at OECD. 
 
The role of purchasers and their scope of action will deserve a closer inspection and re-visit. 
There is ample room for improvement. 
 
In order to strengthen the income based on taxes, making tax systems more progressive is a 
solution. Also closing the loop holes and eliminating tax evasion. Governments need to address 
harmful tax competition, especially in Europe, and make big multi-national companies pay taxes. 
 
The many European health systems are different, yet they have one thing in common: 
regardless of the institutional differences, they are all based on solidarity. 
 
 
Financing health care on the backdrop of the crisis and of austerity policies across Europe 
Dr. Willy Palm, Dissemination Development Officer, European Observatory on Health Systems 
and Policies (WHO EOHSP) 
+ 
http://www.epsu.org/IMG/pdf/PS-18-10-11-Palm-health-systems_financial-crisis.pdf (EN) 
 
The European Observatory on Health Systems and Policies (EOHSP) has a few publications on 
cross border care, professional mobility, impact of EU policies on health care and financing. It is 
now producing a policy brief on the impact of the financial crisis on the health systems. The 
EOHSP supports the policy makers in their task by providing evidence not only to ministers, but 
also to the stake holders, like EPSU. 
 
Against the world crisis, in the health area we are faced with the loss of the achievements in 
terms of quality of care, accessibility and financial sustainability. The economic and social 
distress put solidarity at a test and we must reconfirm our values and our commitments and set 
some priorities. When we talk about social welfare, we talk about the most vulnerable, the poor 
people who are disadvantaged, also in the social welfare systems. The richer parts of the 
population benefit more from the social protection systems than the poor. 
 
Financial sustainability is a constraint that must be taken into account for our health systems, but 
it should not be considered a policy objective in itself. Financial sustainability only makes sense 

http://www.epsu.org/IMG/pdf/PS-18-10-11-Palm-health-systems_financial-crisis.pdf
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when combined with broader health systems objectives, like quality, responsiveness, 
accessibility. 
 
Public spending is an important feature for solidarity, but not all public spending is good 
spending, there is a lot of “waste” in our health systems. Studies show that 50% of the health 
care interventions are useless, are not creating more health and in some cases they are even 
dangerous for patients. Cutting this “waste” is a good way to preserve the values and the 
solidarity system and to secure support from the public and from the politicians for investing in 
health for the future. 
 
Short term measures such as cutting investment into the health care system may help to keep 
the system running, but in a longer run they are not sustainable. Member states may be forced 
to delay investments, to increase co-payments in the system, to lower salaries, but this is not a 
good policy. We must keep on investing in social policies, in public health action, it is very 
important for the health of the people and economic growth. Public health has a big effect on the 
broader social policies. Health should not only be in the portfolio of the health ministries, but it 
should be a common concern of the whole government and all policy makers. 
 
It has been said that the European Social Model has become too comprehensive, has too 
extensive social benefits and we have come to the limit of this system. The European Social 
Model is at stake. Health care expenditure as share of GDP has increased since the 1970s and 
it has reached for some countries 11%. This cannot continue at least from a public expenditure 
view. In fact, we must look at how the consequences of the crisis have to be dealt with in the 
health system. We can use the momentum to implement the reform of the system. 
 
A study on the impact of the economic recession on the health care systems and policies is 
being under way, based on a survey done in several countries. The survey looks at the 
measures taken to improve the efficiency of the health systems, to maintain quality, accessibility 
and financial protection. It studies the options that policy makers are considering in terms of the 
revenues, actions on the coverage side and actions of the cost side. 
 
It’s too early to assess the health impact of the crisis. This will only be seen in the next 20 to 30 
years, but we can learn from the past, from the great depression in the 1920s. We can learn 
from the political transition process that took place in the Soviet Union in the beginning of the 
1990s. In the 1920s the crisis led to the decrease of mortality due to less industrial activity and 
consequently less occupational accidents. The transition period in the CEE and SEE countries, 
to the contrary, led to significant drop of life expectancy right after the political transition. 
 
The impact of the crisis forces us to change the unhealthy life styles, to lower the tobacco 
consumption, for example, which is a positive thing. But on the other hand, in Greece in the first 
5 months of 2011, there was an increase by 40% of the suicide cases as a result of the crisis, 
which clearly shows that the crisis has a negative effect on mental health. This is also the case 
for making investments in the broader social policies. The more countries have spent on social 
policies, the lower the mortality rate is. 
 
When we look at how member states have reacted to the crisis, we see that some took a lot of 
measures to respond to the crisis in the health systems, certainly those which were in the 
danger zone, like Ireland, Greece and Portugal. Other countries have not changed any policies, 
like Denmark, Finland, Germany and Slovakia. Some countries have continued their reforms, 
like Romania, who was already reforming the health system as a result of the accession to the 
EU. In some countries the crisis has been used by the policy makers in negotiations with stake 
holders for some cost savings. 
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In some countries policies have been reversed or slowed down. In Ireland and Romania 
programmes to build new hospitals have been stopped or slowed down. In Bulgaria, under 
pressure from the stake holders, some of the policies have been reversed, the Ministry of 
Finance attempted a reform of the payment system in hospitals, but there was a big surge from 
the stake holders and the reform was stopped. 
 
When we look at the crisis in terms of impact on the health budget, in most of the countries the 
budgets have been cut. In some countries, like Belgium and UK, it was an attempt to maintain 
the budget at the same level or to allow the budget to grow in the next few years. In some 
countries we even see an increase in the budget invested, like in France and Denmark, as part 
of the packages adopted to stimulate the economy, but this is only a temporary measure. 
 
Measures to tackle the crisis are quite different in various countries. There are different fiscal 
policies, and various countries have different priorities when it comes to health. In France, the 
health budget represents 60.5 % of the total public budget, whereas in Bulgaria only 10.7% of 
the public expenditure is allocated to health and in Cyprus only 7%. 
 
The positions of the countries towards the deficits and the debts have been very different. In 
Latvia, from 2008-2009 the state budget was been cut by 13.5%. 
 
The income from taxes and social health contributions has been falling down. The reaction was 
to compensate either by drawing on the financial reserves, by increasing the contribution rates 
or the state intervention into that. The state is paying the contributions for those who are not 
economically active. In Hungary there has been a policy to decrease the level of the employers’ 
contribution to stimulate the labour market and this has been compensated by the increase of 
the contribution of the employees and also by the increase of the state intervention into the 
system. In Moldova, a social health insurance system was introduced, based on social 
contributions and also on the state intervention. In Lithuania, the state contribution has been 
increased until even 2011. 
 
Governments are looking for other sources of revenue, which could be increasing taxes on 
alcohol and tobacco, as done in Greece, or putting new taxes on food products which are 
considered unhealthy. Hungary and Denmark have introduced the ‘fat tax’. 
 
In terms of the health coverage, there are 3 dimensions: a) the personal scope - population 
covered by the system; b) the material scope - the benefit package, and 3) the use of charges. 
The level of coverage in terms of the population has not been reduced, with just a small 
exception in Ireland, where the wealthy elderly people above 70 do not get the medical card 
which gives them free access to the system. 
 
Europe has universal protection, although some countries have important gaps. In Estonia, 5% 
of the population is not covered, in Bulgaria one million Bulgarians are not covered (12%). In 
terms of material scope, we have seen only small changes in the benefit package. The main 
focus is the increase of the use of charges, although in many countries measures have been 
applied to protect or exempt the vulnerable groups. Generally, the crisis is leading to a reduction 
of the use of health care, whereas you would expect a higher use. The groups that are 
postponing health care the most are the ones with the lowest income. The financial reason is the 
most explicit motivation why people are postponing health care. 
 
The measures that are being taken on the cost of the performance side are the most 
challenging. There are a number of measures on the pharmaceutical and technology side, 
where attempts have been made to reduce prices and also to decrease the volume and improve 
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the rational use, including mechanisms to limit the profits of the pharmaceutical companies and 
the health technology assessment. 
 
Rationalising and coordinating health services has entailed significant reduction in the 
expenditure for hospital care, like in Latvia, where the number of hospitals has been reduced 
from 88 in 2008 to 39 hospitals in 2010. Closure of smaller hospitals is a common measure in 
many countries to cut the costs. 
 
In relation to the staff shortages, when you cut salaries, you decrease the working conditions 
and this is a trigger for providers of health care including the workers to move either out of the 
sector or to move out of the country. Some countries in the EU rely heavily on foreign workers in 
order to match the gaps in terms of the number of doctors and nurses. In the UK, 42% of the 
new doctors coming into the system come from abroad, in Austria 30.5%, in Belgium 25%. In 
Italy, 25% of the nurses come from abroad, especially from Romania (25% of the foreign health 
workers coming in). Inflows are first going from the neighbouring countries, where people speak 
the same language, but also from new member states. In Romania, in 2010 the cut of the 
salaries by 25% increased the number of outgoing mobility. Other countries like Lithuania, 
Poland and Slovenia have been increasing fees and salaries of doctors and nurses to keep their 
workers within the country. 
 
Money is one driver, but we also have other drivers as well, like better working conditions, the 
infrastructure, the environment, career opportunities, social recognition and health reforms. 
 
Following the presentation by Dr. Willy Palm, participants made additional comments. 
 
Valdis Keris (Latvia) made a clarification with regard to the consequences of the hospital closure 
in Latvia, pointing out to the fact that it has led to an increase in the death rate in the hospital 
area by 20%. He recommended Dr. Willy Palm to include that information in the report to the 
research undertaken. 
 
Ivan Kokalov (Bulgaria) also brought a clarification with regard to the one million Bulgarians not 
covered by health insurance mentioned in the report. There are one million people who do not 
pay their health insurance, but they are covered and do benefit from access to health care 
services. He added that the Bulgarian unions are not in favour of the reforms the Ministry of 
Finance wants to implement in relation to the financing of the hospital care. In the last two years, 
the number of hospitals has increased from 300 to over 400. The National Health Insurance has 
the obligation to sign agreements with them. That means that the financial resources for hospital 
care have to be shared with these hospitals as well. Primary care is indeed very important, but in 
times of crisis it is very difficult to change the system, which costs money. The important thing is 
to reach political agreement on the kind of changes to be implemented to the benefit of the 
people. 
 
Andrew McGovern (UK) added that the UK union is running a campaign to identify job cuts 
across England and UK. 36,000 job cuts have been identified so far. At the same time, the 
campaign is focused on ideas for best practice. Efficiency is not always achieved by saving 
money, sometimes it’s better achieved by investing money. Despite the government’s promises 
made prior to the election that there would be no top down reforms, the most radical reform of 
the health and social care system is now implemented in England. 
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Cross-border mobility of the health care workforce: Challenges in view of affordability of 
care and quality of work/working conditions 
Prof. Annamaria Simonazzi, Università degli Studi di Roma “La Sapienza, Dipartimento di 
Economica Pubblica  
+ 
http://www.epsu.org/IMG/pdf/PS-18-10-11-Simonazzi-care_labour-markets-Europe.pdf (EN) 
 
Prof. Simonazzi presented an overview of a comparative study over 6 countries with regard to 
sustainability of the health care services. 
 
The ageing of the population leads to an increased need for long term care for elderly people 
and dependent people in general. The search for new solutions to ensure sustainability has 
been on the agenda of all the EU countries. Home care has been shifted from institutionalization 
to domiciliary care and from income provision to monetary subsidy, cash for care. This has led to 
increasing the role of the market both for the families and for the public sector which has been 
outsourcing, contracting out most of the services that were provided in kind before. 
 
We have 2 main policy trade-offs: 

1. universal coverage versus financial sustainability; 
2. quality of work versus affordability of care. 

 
The affordability of care has become one of the most important issues in the long term care. We 
have excess demand for affordable care. The cost of care for families is affected by 3 substantial 
factors: 1. intense seeking of care - the dependency and the intensity of care gets higher if you 
are older; 2. share of public provision and financing - if the public provision retreats then there is 
more care to be offered by the families; 3. the cost of paid work. Since long term care is an inter-
personal feature, it is also labour intensive, which means that the cost of labour is the main 
factor. 
 
The health and long-term/elderly care sector is a very dynamic, blooming sector in terms of 
employment, covering 10% of the total employment of EU27 in 2007 – and the growth of this 
employment is projected to continue. It is also a traditionally low paid, low status sector, highly 
feminised and with a chronic excess of demand. The excess of demand, the cost constraints 
and the existence of a flourishing grey market have attracted migrant workers, mostly women. 
 
The differences in quality and structure of employment across countries are pretty high and they 
reflect how work is organised within the sector as well as the institutional and cultural factors that 
shape the national employment models. The sector is lower paid in some countries than in 
others. Working conditions and pay are reasonably better in the Nordic countries, for instance, 
than they are in the continental or South-Eastern Europe. These different conditions are related 
to the national employment models. 
 
Why the existence of an excessive demand for care does not drive up wages? The reason is 
quasi unlimited supply of cheap labour, migration being one resource. There is also a huge 
amount of domestic native workers that are cheaper and can be used, women for example. 
 
Wages are constrained by the price elasticity of demand. Firms are income constrained, they 
have a limited amount of income that they can spend on care and this limits the wage they are 
able to pay for care. The level of wages in elderly care relative to the average in the rest of the 
economy depends largely on institutional factors, good working conditions and the composition 
of the health labour force between native and migrant workers. 
 

http://www.epsu.org/IMG/pdf/PS-18-10-11-Simonazzi-care_labour-markets-Europe.pdf
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Wage differences between the care sector and other sectors are determined by national policies 
and by discrimination. Workers in care employment may be more likely to earn care bonuses or 
have lower wage disadvantages in a context where income inequality is low, union density in the 
public sector is large and public spending on care is high. Conversely, wage penalties are more 
likely to exist where the labour market context is less egalitarian and less oriented toward public 
sector jobs and the public spending on care is low. 
 
Discrimination and feminisation matter in the health sector. We have vulnerable workers, 
especially immigrants, more likely working in low level care jobs and for lower wages. Female 
immigrant workers may face even larger wage penalties compared to socially more powerful 
workers. 
 
What makes up the care labour cost? In order to see how affordable care is, we have to 
compare its costs with the average net income, the take home pay. The difference between 
what the person earns and what the person has to pay for care gives us the demand for regular 
carers. The fiscal wedge is the difference between the regular care costs and what the person 
takes home, i.e. the wage reduced by taxes and social contributions. This affects the advantage 
of hiring irregular or regular care workers. The fiscal wedge will affect the advantage of hiring an 
irregular worker and this explains the importance of the grey market in particular in private 
households in different countries. 
 
There are different policies to make market care affordable and to reduce the care cost by acting 
either on the wage or on the fiscal wedge. France and Belgium have followed a policy aiming at 
reducing the wages via subsidies. They are subsidising their social contribution and they also 
give tax credits to those who employ care workers. The second possibility is trying to reduce the 
costs by containing the wage of the regular careers and this can be achieved by reforming the 
labour market in general, like in Germany or UK which have a very flexible market. The third 
possibility is trying to reduce the cost of care by tolerating a high rate of irregular migrant 
workers, like in Italy and Austria. 
 
The first policy is reducing care costs by subsidising regular care and here we have the 2 
policies applied by the French and the Belgium governments. These are first of all employment 
policies. They didn’t mean at the beginning to make care affordable, they wanted to create 
employment in a layer of unskilled female workers and try to make them regular. The plan 
started in 2004, wanted to create employment and make care services affordable to families and 
to create regular jobs by promoting the outsourcing of domestic services. They address working 
conditions, improve pay, social rights and the qualification of the employees, but also address 
the service providers’ efficiency and quality. 
 
In Belgium, in 2001 they started a service vouchers scheme that aimed at increasing the 
demand for domestic and proximity services, creating jobs, specifically targeting at the long-term 
unemployment, providing incentives to convert undeclared work into regular employment and 
support reconciliation enabling female workers to re-enter the labour market. 
 
In France, there are two possibilities: direct employment and employment through an agency. 
This is the main difference to the Belgium system which does not allow direct employment. 
Families cannot go into the market and employ a carer, which contributes to avoiding 
exploitation. In the fiscal packages there are tax breaks, there are reductions in social 
contributions (to a maximum of 0% under certain conditions) and VAT reductions of a fairly 
substantial nature. The family can have a tax credit equal to 50% of what it pays to the care 
worker. 
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In Belgium, the user pays 7.50 €, but 30% is tax deductable, so the cost comes down to 5.25 € 
and the state integrates this amount earned by the carer with 13.30 € which is given to the 
agency that employs the care worker. 
 
We have to take into account the direct and indirect effect of this policy in order to see its 
efficiency. How many unemployment benefits that you should have paid can you save? What 
are the social benefits deriving from the regularisation of irregular workers and the greater 
economic independence of the marginalised segment of female population which would be in a 
danger of inactivity or exploitation? You provide this people with an income and the right to a 
future pension. The Belgium government estimates that the net cost of the scheme was about 
60% of the gross disbursement. Similar calculations are made in France. 
 
The second point is about employment? Has the system been effective in creating more 
employment and in transforming irregular employment into regular employment? According to 
the French government, between 2005 and 2009 some 102,000 full time jobs have been created 
in the sector. If we count heads instead of jobs, it goes up to 390,000, new jobs, because there 
are many people employed in part time jobs. Here we have again one problem. If we reduce the 
subsidies, what will happen to the demand? It has been estimated that the elasticity of the 
demand is pretty high, which means that 13.5% of the demand would drop out if we decrease by 
10% the subsidies. 
 
In conclusion, these systems are perhaps expensive, but they might be effective in creating 
employment and solving the problem of conciliating work and family for female workers. 
 
The second policy pattern has been followed by Germany and the UK, the one of reducing the 
care costs by keeping the pay of regular workers down. In Britain this has been achieved 
through several years of reforms in the care sector. There has been a shift from a mixed 
economy of provision to a mixed economy of commission. There has been a focus aimed at 
targeting services to the more disabled to save money. There has been a trend to enable people 
to stay in their homes for as long as possible, to go to a cheaper way of providing care. They 
tend to promote the role of the independent sector in the provision of formal care that is 
contracted out instead of providing care directly; they financed the care providers by the market 
to develop a mixed economy and to stimulate free choice. This has been achieved by going 
more and more towards direct payments and personal budgets. 
 
In Germany there is a long-term care insurance, but it has only a partial coverage of the need for 
care of the families, so the families need to buy supplementary care services from the market. 
There are 2 sources of supply: the irregular foreign carers and the employment in private houses 
in the framework of mini-jobs. In 2003, the mini-jobs became part of the national strategy and 
had a substantial advantage in terms of social contributions. For workers hired by private 
households, the benefits were even greater. Those people hiring female workers in the mini-job 
framework could avoid paying social contributions and had a smaller benefit in terms of tax 
credit compared to the French system, but still had some tax credit to keep down the cost of 
care. When in 2010 a minimum wage was established for the care workers, different in Eastern 
and Western Germany, this did not cover care workers directly employed by private households. 
The mini-jobs get their rate of 400 €. The non-subsidised jobs have been squeezed out by the 
subsidised jobs rather than easing the regularisation of irregular jobs. 
 
The third pattern is just tolerating irregularity. The Austrians have a long term care system, but it 
is insufficient to cover the care needs of the families. The families resorted to the grey market in 
order to cover the needs that were not covered by the public sector, especially for the 24 hour 
carers. This has encouraged the grey market, filled by illegal migrant workers who work by 
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rotation in 2-weeks shifts. In Italy, we have a system of cash transfer which is insufficient to 
cover all the needs of the families and has also encouraged illegal work. 
 
Unlike France and Germany, when the phenomenon of irregularity becomes too huge, there is 
an amnesty which legalises the irregular workers and it lasts until new waves of irregular 
workers come and thus the needs for care of the families are covered at affordable prices 
without the state having huge financial expenditures. 
 
In Austria there was a legalisation of the 24-hours assistance, which consists in the fiscalisation 
of the social contributions. The cheapest contract is the one of a freelancer, who will pay a social 
contribution of 500 € and that’s what is granted by the law as a subsidy. The subsidisation of the 
social contributions has been the way in which it was attempted to regularise this part of the grey 
market. 
 
In Italy there have been several ways of amnesties and the last one was a total failure because 
the financial conditions to regularise these workers were deemed too expensive for the families. 
Afterwards they had to keep these workers regularly employed, which is very expensive. 
Families together with the migrant workers decided to remain in the grey market. 
 
In conclusion, is there a trade off between regular good jobs in the care sector and affordability 
of care for the greatest possible number of those who need it? The answer seems to be yes, 
unless there is an intervention of the state that enters to regulate or subsidise the care market in 
order to avoid cheap domestic labour pushing away the regular good jobs. 
 
After the presentation, the participants from Belgium brought some clarifications with regard to 
the situation in their country, giving the union perspective in response to the official political 
propaganda. They informed that in reality the Belgian system has not created too much new 
employment, but has rather led to a transfer of the work in more precarious working conditions. 
The reduction in irregular employment must also take into consideration the home care takers 
whose employers prefer to pay them directly and not declare it. The unions are demanding the 
government to combat the grey labour and provide full employment, full time jobs, with proper 
pensions attached to them and proper working conditions. 
 
 
 
Second day 
 
 
Mikhail Kuzmenko, President of the Health Workers Union of the Russian Federation, Russia, 
introduced the concluding plenary session. He recalled that many of the problems presented 
and discussed during the conference relate back to or are amplified by the financial, economic 
and social crisis far from being overcome, in particular in its consequences on public finances 
and working conditions. All participants have exchanged on and have endeavoured finding 
options and instruments of addressing the related challenges, existing in a similar manner inside 
and outside the EU, and of identifying successful trade union strategies and policies. Mikhail 
Kuzmenko then invited the rapporteurs of the two working groups to take the floor and to share 
with all participants the recommendations debated and conclusions elaborated. 
 
 
Kim Øst-Jacobsen, Danish Nurses Association, Denmark, the rapporteur of Working Group 1 
entitled “Addressing challenges related to the ageing health care work force and promoting 
effective strategies and measures of recruitment and retention”, started by talking about the first 
topic of debate, the challenges trade unions and their members are facing due to the ageing of 
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the workforce in health care. What is crucial for health workers is that they want and need good 
working and pay conditions, a proper skills mix and access to continued professional 
development, diversity of workers at the workplace and the possibility and right to influence their 
working time and working conditions. 
 
Kim Øst-Jacobsen informed about a work process in the context of the European sectoral social 
dialogue for the hospital sector towards guidelines and good practices on the ageing workforce. 
There we need to include issues such as the working environment, professional training, making 
good use of the skills of the people and efforts to create attractive workplaces. Dealing with this 
topic will help increase the role and benefit of the social dialogue. 
 
The first presentation in WG 1 came from Sweden. The Swedish colleagues claim that a higher 
pension age is not the solution; what we need are more complex solutions, namely better 
conditions for the workforce to satisfy young people, to retain and to attract new workers into the 
health care sector. In Sweden there is no National Health Plan for old people. 
 
In the second presentation from the UK, the colleagues highlighted that older nurses have 
different preferences and want to work differently, one wants to reduce working time, others 
want new challenges in their work. They are confronted to a political initiative to make nurses 
and other health care staff to work longer. What is needed is flexibility in working hours, 
influence on the working conditions, because they are correlated to job satisfaction. 
 
When we talk about part time jobs, we have to keep in mind pension schemes. In Belgium, as 
was highlighted in the third presentation, they have a progressive reduction of working time for 
nurses with increasing age, 2 hours per week from the age of 45 upwards and increasing up to 
hours less weekly when reaching the age of 55. The alternative is that you can get a bonus up to 
500 EUR per month if you work full time. 
 
Kim Øst-Jacobsen said that these three examples have something in common: heavy workload. 
Health workers want better working conditions, more influence in their working situations, i.e. 
work place and working time, better pay and more recognition for their work. Higher job 
satisfaction as a rule leads to staying longer in the profession. 
 
A forth presentation from Bulgaria took up the topic of third party violence where incidents of 
open and less visible violence is high and i.a. a consequence of the failure of the reforms and of 
low pay. The Bulgarian colleagues try to use the multi-sector guidelines on third party violence 
as well as ILO agreements to raise awareness about the problem. In a seminar they brought 
together different stakeholders to develop a coordinated approach to this problem. The social 
dialogue is developed to a different level as in most Western and Northern European countries, 
but an important tool to prevent violence for third parties in the health sector. 
 
From Austria we had a fifth presentation about a reform of the long-term care system. The health 
in Austria is partly financed through the budget of the ministry of social affairs, the budget of the 
health ministry and private entities. The need of care is increasing very much and the number of 
care workers is decreasing. In particular as to household-based care there is a grey market with 
a considerable number of migrant women. The Austrian colleagues want a health system 
stronger financed by tax and with a stronger redistributive element. 
 
We have some tools from the European social dialogue to use in the social dialogue back home, 
on national and sector level and at the workplaces: the EPSU-HOSPEEM Code of Conduct on 
Ethical Cross-border Recruitment, the multi-sector guidelines on third party violence, the EPSU-
HOSPEEM framework of actions on recruitment and retention … and most probably in the future 
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guidelines on addressing challenges and elaborating solutions for the ageing workforce in the 
health sector. 
 
Kim Øst-Jacobsen summarised the recommendation from the WG: 

 use the good practice initiatives from all over Europe in the social dialogue 

 use the tools that have already been developed in the context of the European social 
dialogue in the hospital sector 

 and feed your colleagues involved in the social dialogue with positive stories allowing us 
to improve the outcomes of social partners’ negotiations and collective bargaining. 

 
 
Dr. Rebecca Zahn, rapporteur of Working Group 2 “Cross-border mobility and migration: 
opportunities, risks, policy and legal frameworks needed – the role of social partners and tools to 
be used and further developed under social dialogue” informed that they had a wider range of 
presentations on the impact of cross border mobility on receiving and sending countries and on 
actions of trade unions that have already been taken in different countries in response to cross 
border mobility. Another presentation dealt with the directive on the recognition of professional 
qualification, currently under revision. 
 
There are very wide discrepancies in the impact of mobility on countries, both is sending and 
receiving countries. Romania e.g. has faced a huge exodus of health care workers, whereas on 
the other hand the Czech Republic e.g. reports no problem with health care workers immigrating 
to other countries. Finland had very low influxes of health care workers, whereas the UK – for 
decades now – has a large number of health care workers that came in. 
 
Overall more research needs to be done, particularly on and in so called sending countries, but 
also on receiving countries, because trade unions are facing a whole range of challenges for 
their members, the workforce in health and social care and the relevant labour markets. Trade 
unions in the receiving states should be aware of bi-lateral or supra-national agreements and of 
the existing EPSU-HOSPEEM Code of Conduct on Ethical Cross-border Recruitment (2008) and 
the WHO Code of Practice on the International Recruitment of Health Personnel (2010) when 
working together. The experience from trade unions with migration from non-EU countries 
should also be shared amongst EPSU members. 
 
There is a need to look more closely into professional qualifications directive. There seems to be 
consensus on the directive, however there are several issues arising in the revision of the 
directive. The Internal Market Information System should be used more widely to speed up the 
recognition process. There is a need to properly induct migrants into the workforce once they 
have arrived – and a role and responsibility for the employers. One needs to look at language 
competencies for continuous professional development. The conditions for access to and on the 
financing of continued professional development need to be improved and the requirement to be 
up to practice reflected in the revised directive. EPSU needs to propose very specific 
amendments to the legislation in order to get the detail of the final directive. The Commission 
wants to revise the directive in 3 phases and between now and the end of the year there would 
be legislative proposals made. 
 
One other big issue that came out repeatedly is the issue is the better reach out to and 
organisation of undocumented workers. There are different attitudes in different member states. 
One question raised and to be further clarified was how trade unions should protect migrant 
workers and contribute to the improvement of the economic in their home countries. Participants 
felt the need of bi-lateral or multi-lateral agreements trade unions can refer to and can ask the 
governments to comply with standards of ethical recruitment and to elaborate tools and 
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mechanisms helping to compensate countries and health systems for the loss of qualified 
workforce. 
 
Participants elaborated 4 specific recommendations: 

 EPSU should act very much as a signpost for pointing migrants to relevant unions in the 
countries where they are moving to. It should use its website more effectively to link 
migrants with affiliates or affiliates with each other. 

 EPSU should raise the issue of migration with MEPs to make them aware of the EPSU-
HOSPEEM Code of Conduct on Ethical Cross-border Recruitment and the WHO Code of 
Practice on the International Recruitment of Health Personnel. 

 Increase the awareness amongst affiliates and trade unions on the issues of migration 
and cross-border mobility that should become priority issues for EPSU. 

 There is a need to look at the long term impact of the relevant legislation and policies in 
order to understand the effects of migration and what can be done to support migrant 
workers, but also to better compensate countries and health systems affected by outward 
migration for the brain-drain. 

 
 
Godfrey Perera, Secretary General and Chief Executive of HOSPEEM, the European hospital 
and healthcare employers’ association, recalled that the health and social care sector is one of 
the biggest as to employment (with nearly 10%) and accounts for about 7% GDP in the EU15 
and insofar for a larger share than the financial and retail sector achieving about 5%. 
+ 
http://www.epsu.org/IMG/pdf/PS-19-10-11-Speech-Perera-EN.pdf (EN) 
 
Godfrey Perera mentioned recent meetings of HOSPEEM and EPSU with Commissioners Andor 
of DG Employment and Dalli of DG SANCO. This shows that the European Commission knows 
the European partners in the health sector are working together very closely, as true social 
partners, and explains their interest to learn about our views, allowing us in turn to better 
influence policies. With his speech he intended to elaborate on some of the achievements made 
together as partners and to highlight the priorities for HOSPEEM in the European social 
dialogue. 
 
Health is an area which affects everyone, young, old, rich and poor alike. In the health sector we 
have seen, since 2009 and growing, the adverse effects of the economic crisis on the health of 
the population in some of the EU 27. The cuts are equally worrying to employers as for trade 
unions because we are really struggling to manage the services. 
 
In Latvia the health budget has been cut by nearly 40 %, with the consequence that the mortality 
rate in Latvian acute hospitals has gone up by 10%. There are no facilities for normal in-patient 
treatment. The only hospitals that are now open are for accidents and emergency. Productivity 
and economic outcome will drop for a period of time. The situation in countries like Ireland, with 
the 20% cut in the health budget and reduction in wages, is also serious. Because of the lack of 
public financing, in countries like Poland and the Czech Republic, hospitals are being sold to 
private investors. In the UK, the Government announced cuts off up to 25% in the public sector. 
These cuts are historical and have never been seen previously in the UK. The public sector is 
bearing the brunt of cuts in national budget and has become the fall guy and scapegoat for the 
mistake of others. We are all paying for the mismanagement of the financial sector. 
 
We need to make the healthcare sector an attractive place to work in, we need to make 
conditions in the work place safe and if workers are injured they are properly looked after both 
medically and financially. We have dealt with this issue very clearly in the historic agreement 

http://www.epsu.org/IMG/pdf/PS-19-10-11-Speech-Perera-EN.pdf
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between HOSPEEM and EPSU on sharps injuries, an agreement that has been made into a 
European directive which will become European law in all the 27 member states in 2013. 
 
Godfrey Perera mentioned other achievements since the setting up of the sectoral social 
dialogue in the hospital on 20 September 2006: 

 A Joint Declaration on Health Services which i.a. underlined public responsibilities on the 
basis of subsidiarity and autonomy, reconfirmed the role of social partners in debate and 
called for forward looking and long term investments. 

 The code of conduct on ethical cross-border recruitment and retention. 

 HOSPEEM’s and EPSU’s involvement in cross-sectoral negotiations on third party 
violence having been instrumental to negotiate multi-sector guidelines. 

 The Framework of Actions on skill needs, recruitment and retention 

 Joint projects on strengthening social dialogue in the new EU member states, in the 
Czech and Slovak Republic and the Baltic States 

 Joint reply to the Commission’s consultation on the recognition of professional 
qualifications and the recent Green Paper 

 
HOSPEEM and EPSU will be starting negotiations on guidelines for addressing the specific 
needs and potential of the ageing workforce in the health sector. In this context we must not 
forget about the needs of the younger workforce. Also the economic crisis is not going to last 
forever. So we must plan for the future. We must therefore now start thinking about the training 
and skill needs for the future workforce. It is important that we work together to make sure that 
the available resources are properly used and no more cuts made to the health budgets, where 
the poorer and the least able in our society will suffer most as a result. 
 
 
Carola Fischbach-Pyttel, General Secretary of EPSU, summarised main issues from the 
presentation and discussion into ten points. 

 She first referred to the trend of a Europeanisation of health systems and increasing 
pressures on the organisation of national health systems. One of the drivers is the trans-
border mobility of patients and the workforce that has been codified into Directive 
2011/24/EC on patient’s rights in cross-border treatment. There are seeping and trickle 
down effects and an implicit adaptation to this mobility. We have to monitor the 
transposition of the directive as it might favour a shift to up-front payments which has the 
potential to undermine systems based on in-kind delivery/benefits. 

 The second trend is towards a European “health care market”, stemming from pressures 
to privatise and marketwise health care and a penetration of multi-national companies in 
hospital and elder care in a number of countries. We also witness public-private 
partnerships being promoted, but also evidence that in the long run they don’t pay off, 
rather they come to higher costs for the taxpayers. 

 The mobility of health care staff is third big issue not only in Europe, but in world wide. 
We see the problems from sending countries that are partially dramatic as certain types 
of treatment can’t be offered any more as the workers are not longer there. But there are 
also issues for receiving countries as it is unethical when the more affluent countries 
cream off staff from less developed and wealthy countries. There needs to be one form 
of compensation, also being a major responsibility for employers with whom we have to 
address this issue. 

 A forth subject is linked to long term care, female migrant carers and the grey markets for 
elderly and long-term care on the backdrop of demographic and societal changes in 
European societies. For EPSU it is not the solution to build on low-value voucher 
systems, but to define care as a public task and care services as public services. Public 
money should not go to commercial providers and increase profits for their shareholders. 
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 Carola Fischbach-Pyttel underlined that suggesting that things have gone out of control 
when speaking about the demographic crisis, a staff crisis (meaning staff shortages) and 
the financial and economic crises is traitorous. What we rather have to keep in mind is 
that the deficits are with the lacking control and regulation of financial markets and 
speculators. EPSU has to come up with suggestions and solutions how to provide 
dignified and quality care in the context of social protection schemes and our welfare 
states. EPSU also wants to give proper value and recognition for those doing paid (and 
unpaid) care work, improve the image of care work. In this context we also need to work 
towards integrated health and social care services. 

 It is clear that in the future more resources need to be allocated to health and social care 
systems. We need discussions around having fairer and more progressive tax systems 
and on avoid unfair tax competition. In this context EPSU is supporting the introduction of 
a financial transaction tax to control speculation and to fund public services. With the 
indiscriminate and ideologically driven cuts in public budgets we are also in the middle of 
strong attacks on public service provision. We can’t condone to live with a system of two 
or three class systems where some cannot even afford to seek health care treatment. 

 A seventh point: We as EPSU want more emphasis on prevention and out-patient care, 
being aware of dangers from closing down of hospitals or other intra-mural services as 
long as this is not compensated for by the building up of community-based services. She 
recalled problems of this kind in the past in the context of reforms of psychiatric care. The 
lesson to learn is that such processes have to be planned, organised and certainly 
negotiated, involving trade unions. 

 The sectoral social dialogue at European level is a necessary and beneficial instrument 
for social progress, having impact on the ground, as encouraging and inspiring examples 
presented by several affiliates have shown, and an important tool for creating a level 
playing field between employers and workers, as the achievements presented and 
critically discussed have made clear. 

 The idea of creating an European umbrella union for migrant workers merits reflection as 
well as initiatives to encourage recognition of trade union membership between sending 
to receiving unions. But in any case and first and foremost, migrant workers need to be 
recruited and welcomed. 

 Finally, Carola Fischbach-Pyttel clarified that the conference recommendations and 
conclusions will be used to design EPSU’s policies and work on health and social care. 
Impulses for a continuous work with PSI, the OECD and the WHO stemming from the 
conference should be taken up in the future and deepened. 

 
 
Anne-Marie Perret, President of EPSU, identified four key words from the presentations and 
proceedings during the conference: 

 Crisis: We, the trade unions and the workers, are not responsible for it, but we need to 
overcome it 

 Reforms: We need to return to the real meaning of reform which clearly is not “cuts” and 
these in a crazy and dogmatic manner. For us as EPSU reform is linked to social 
progress that is also fought for, promoted and defended by trade unions 

 Fundamental rights: Trade unions are witnessing attacks on fundamental rights across 
Europe, including on access to health care and trade union rights that we are decided to 
fight 

 Trade union action, what we are doing back home but also in a coordinated manner 
within EPSU in the sectors, but also for the general interest and in the interest of the 
public sector and the public services. 
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She underlined that care means much more than only a service – with “service” itself too often 
reduced to or turned into an economic activity –, but also and foremost a reflection of human 
interaction and solidarity on which again a stronger accent needs to be put. 
 
Anne-Marie Perret called upon the European governments to use public money and to make 
investments to heal the patient “health system”. She concluded in congratulating EPSU affiliates 
that have shown throughout the conference examples of the outcome of their work and good 
practice witnessing of high professional standards and ethics and engaged and successful trade 
union work. 
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WORKSHOP 1: Cross-border mobility and migration: opportunities, risks, policy and legal 
frameworks needed – the role of social partners and tools to be used and further developed 
under social dialogue 
 
 
[ADDED AFTER STANDING COMMITTEE “HEALTH AND SOCIAL SERVICES” 23.10.2012] 
 
 
+ 
http://www.epsu.org/IMG/pdf/WG1-Arndorff-measures-ageing-health-workforce-SV.pdf (SV) 
 
 
+ 
http://www.epsu.org/IMG/pdf/WG1-Crijns-amenagement-fin-de-carriere-FR.pdf (FR) 
 
 
 
+ 
http://www.epsu.org/IMG/pdf/WG1-Irwin-ageing-nursing-workforce-EN.pdf (EN) 
 
 
+ 
http://www.epsu.org/IMG/pdf/WG1-Zlatanova-violence-tiers_harcelement-travail-FR.pdf (FR) 
 
 
+ 
http://www.epsu.org/IMG/pdf/WG1-Steinkellner-Pflege_Betreuung-DE.pdf (DE) 
 

http://www.epsu.org/IMG/pdf/WG1-Arndorff-measures-ageing-health-workforce-SV.pdf
http://www.epsu.org/IMG/pdf/WG1-Crijns-amenagement-fin-de-carriere-FR.pdf
http://www.epsu.org/IMG/pdf/WG1-Irwin-ageing-nursing-workforce-EN.pdf
http://www.epsu.org/IMG/pdf/WG1-Zlatanova-violence-tiers_harcelement-travail-FR.pdf
http://www.epsu.org/IMG/pdf/WG1-Steinkellner-Pflege_Betreuung-DE.pdf
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WORKSHOP 2: Cross-border mobility and migration: opportunities, risks, policy and legal 
frameworks needed – the role of social partners and tools to be used and further developed 
under social dialogue 
 
The working group was chaired by Gail Adams, UNISON, UK, vice-president of EPSU Standing 
Committee on Health and Social Services. Gail pointed out that the workshop was going to 
focus on 3 or 4 key action points which were to be presented to the plenary on the following day. 
 
She introduced Prof. Jane Hardy and Dr. Steven Shelly, from the University of Hertfordshire in 
the UK. The two speakers presented the outcome of a workshop on cross mobility and care 
workers, held in June 2011, and also the experience of UNISON in working with migrant 
workers. The workshop involved people from various European countries who presented the 
challenges and some of the things they are doing in relation to workforce migration. Some of the 
problems are stemming from deregulation and privatization. For example, in the UK a lot of care 
is carried out by large multinational companies. In most EU countries there are increasing 
numbers of migrant workers in the health sector as well as in the care sector. What is happening 
in Europe is a sort of new divisions of labour. There is a flow of workers from Romania to Italy, 
from Slovakia to Austria and from Estonia to Finland, from low wage to higher wage economies. 
 
At the workshop on cross mobility and care workers mentioned above the participants discussed 
about the way care work can be completely informal, or it can be personalised or 
institutionalised, and studied some of the issues for workers in care. Such issues included how 
formal care services are, whether or not they are regulated, whether they are paid, how far 
migrant workers are carrying out care functions and finally how far the work fits in with 
regulations and legal requirements. In terms of care in the UK and the challenges for trade 
unions specifically, over the last period of time the UK went further down the road of privatisation 
which brought about a decline of membership in trade unions. The care sector is a fragmented 
sector, people are dispersed and there are small numbers of people of whom many will work in 
shifts. 
 
UNISON started to focus very seriously on migrant workers in the care sector in 2007, when it 
was noted that a large number of non-European migrant workers were having difficulties in 
renewing their visas, the reason being that the government changed the rules. They said that if a 
non-EU person wants to renew his/her visa, then the person must have worked somewhere for a 
particular length of time or must have earned a minimum wage of 12 pounds. But in Britain 
workers in care do not earn that sort of salary, so that workers who’d been in Britain for years 
couldn’t get a new work permit. According to some, now in the UK recruitment of non-European 
workers has stopped because there is a large pool of European workers particularly from 
Eastern Europe. 
 
UNISON started a campaign on how to deal with migrant workers and identified five different 
strands: 

 the first one is organising: how you relate to migrant workers who might not even speak 
English; 

 secondly is servicing, i.e. trying to provide a sort of information to migrants on welfare 
and tax. Polish workers, for instance, found great difficulties in relation to very basic 
things like opening a bank account; 

 the third approach is not leaving migrant workers’ issues as separate, but trying to bring 
them into the work of the union. In London there was a successful campaign on ‘the 
living wage not the minimum wage’. The campaign brought together British workers and 
migrant workers who were trying together to improve their condition; 

 fourthly is to combat the myth of migration to counteract some of the arguments that 
migrant workers are the cause of crime in the UK, and 
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 fifthly is to employ in the unions workers who are migrants themselves. For example, a 
young man who’s Polish will better work with the Polish community. 

 
UNISON is implementing this policy and has a lot of examples of good practice. Other initiatives 
by UNISON and some other trade unions include teaching English and basic skills programmes 
to try to integrate migrant workers. The campaigns are organised in the context of the tensions 
under the ‘British jobs for British workers’ slogan which started after 2004 when only Britain, 
Ireland and Sweden fully opened their labour markets for somewhere between half a million and 
one million workers from Central and Eastern Europe. 
 
Another issue is undocumented workers, those who are not regularised and are much more 
exposed to exploitation than those who have got papers. In the Netherlands and Belgium, some 
of the unions have really worked very hard on these issues. 
 
Another interesting initiative is that of some Slovakian women working in Austria who started to 
meet and set up a small organization to put forward some demands for their work. 
 
The research team from Hertfordshire University has been asked by EPSU to do a questionnaire 
on cross-border mobility in the context of a project to support the work prior to and after EPSU’s 
European Health Conference. To do that, the researchers need to know what are the main 
issues that should be put in the questionnaire, the trends that different countries are facing, 
examples of good practice in regulation, what’s happened to comparative wages, the sort of 
qualification or training that people need, what have unions done, what are their attitudes to 
undocumented workers, successful trade union interventions or what sort of difficulties have 
been faced. 
 
Gail Adams pointed to the need for migrant workers to join the unions in the countries of 
destination in order to make it possible for the unions to protect them, to safeguard them and 
make sure that they are not exploited. Another important question: how can the unions make 
sure that the employment opportunities in their own country improve in a manner health workers 
are not pushed to move to another country for economic reasons? There is a difference between 
migrants who choose to move to take up an opportunity of professional development and those 
who feel that they have to move because of the economic situation in their own country. 
 
Gail Adams invited the participants to look into the questions raised by the research team from 
the University of Hertfordshire and share good practice and initiatives by trade unions to support 
migrant workers from their countries that colleagues from other countries should be aware of. 
 
Leena Kaasinen-Parkatti, from Superliitto (Finland), commented that in Finland there are very 
few migrants, about 3%, so that’s a very new phenomenon for the country. Within the care 
sector, although there are few migrant workers, privatisation is a common issue. For example, 
the biggest private care home chain in Finland was bought by a British company, which is 
something new in Finland and problems have already appeared for both Finnish and migrant 
workers. The main problem is that the Finnish government does not provide enough services for 
migrant workers and in general for people without identification numbers, although there are 
over 4,000 persons in Finland in this situation. 
 
Eva Szutkowska, from Vårdförbundet (Sweden), commented that in Sweden the health care 
professions are regulated and people have to register to be able to perform them. Still, in the 
southern part of the country, there seems to be nurses working on lower wages than those 
negotiated in the collective agreement and some are doing the work of a nurse for the salary of 
an assistant nurse. The problem is that these people are not informed about their right to obtain 
the registration according to the education and training they have. There are also examples of 



33 

Swedish nurses who go to Norway and work long shifts (70 hours a week), living under difficult 
circumstances just because they can earn more money in a short time. And then they go back to 
their work in Sweden. 
 
As regards the undocumented workers, more than one year ago the Swedish confederations set 
up an office with a phone number and always somebody who answers the phone. Initially, there 
was an open office, but nobody wanted to go there, because people were afraid that the police 
would be there and would take them out of the country. The services for migrant workers are 
useful, as many migrant workers don’t even get the salaries that they were promised, low as 
they are. 
 
Pablo Sanchez, EPSU Secretariat, noticed that in the material presented by the British 
researchers there is a flow from the countries with low density of trade union membership 
(Romania, Slovakia, Poland and Estonia) towards countries with a much higher density (Italy, 
Spain, UK, the Nordic countries, etc). This could be a case, especially in the health sector, to 
start thinking about some sort of individual membership to European-level organisations. Such 
an organisation would somehow link the migrants with the trade unions in the countries where 
they are going. Trade union organisations focus only on the national situations and once the 
members leave the country, they cease to represent them. So, maybe we should add a new 
value to European-level organisations. 
 
Rudy Janssens, CGSP (Belgium), commented that the migrants have big problems in Belgium. 
They come to stay in Belgium or to transfer to other countries. Before they come, they must 
inform themselves in relation to professional recognition and the certificates that are given for 
various professions. There is a need to make some research on the professional qualifications 
and how they are recognised in various countries. Language is not crucial for being able to work 
in another country; one needs a minimum knowledge to be able to communicate with the 
colleagues. The system the least controlled in the health and social care system are the 
retirement and elderly care homes, where there are smaller entities and there are problems with 
the social workers who are coming from other countries and who are not certified nurses. Often 
these social workers are requested to give injections, a task they are not qualified for. They often 
work alone in the night shifts, without a nurse or a doctor there. But these people do not know 
their rights. Interim societies recruit staff for social care and they do not abide by the laws in the 
countries where they operate. 
 
Gail Adams captured some of the key issues discussed, including the example from Finland in 
relation to the larger multinationals taking over some parts of the social care sector and the 
impact this might have on migration. Also from Sweden the issue of the hidden workers, often 
called ‘illegal’- whereas EPSU and trade unions advocate for using the term “undocumented 
workers” - and Pablo’s reference to a EU-wide trade union structure and the portability of trade 
union membership as well as the exodus of health workers. In the UK, the unions have 
reciprocal agreements with other trade unions, mostly from non-EU countries, the only EU 
country such an agreement exists with being Finland. Reciprocal relationship for trade unions 
membership exists with the New South Wales nursing association in Australia. Australian nurses 
who are members of that organisation going to the UK are aware of the British unions before 
they leave and vice-versa, so the union recognizes the membership from the country of origin 
and workers receive protection for their rights. 
 
Prof. Jane Hardy referred to cross border coordination between unions, a topic already studied 
extensively in the case of the British and Polish unions. There are some ideas of good practice 
and it is possible, but it’s challenging because quite often the migrant workers are not in the 
trade unions in the original country, but actually they have been quite enthusiastic about joining 
the British trade unions. 
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The next speaker was Anton Szalay, president of the Slovak Union of Health and Social Care 
(SOZZASS). 
+ 
http://www.epsu.org/IMG/pdf/WG2-Szalay-migration-health-care-workers-Slovakia-EN.pdf (EN) 
 
Anton informed that in the Slovak Republic there are 147 care providers for 5,4 million citizens, 
these institutions offering 35,500 beds, and the bed occupancy on average is 67,5%. The 
average remuneration nationally is 769 € and for the health sector it is 746 €, including payment 
for over time work. This is the main reason why medical staff is going abroad. The countries that 
have the highest number of Slovak staff are: Austria, Czech Republic, Germany and the UK. 
 
The health union is leading the negotiations with the government on the issue of the lack of 
specialists, trying to negotiate better conditions to stimulate the health workers to remain in the 
country. One recent success was the incorporation of a system by which life-long learning for 
nurses will be paid for, by which continued professional training translates into a wage increase. 
 
As far as the impact on patients is concerned, the Slovak Republic is facing another decrease of 
bed capacity starting from the 1 July 2011. The Slovak patients will also face a significant 
increase in the costs for travelling to certain medical examinations. Finally, new financial 
contributions for patients have been introduced, such as charges for cures, prescription charges, 
new fees for emergency transfers to hospitals. 
 
The contributions of the private sources, i.e. the households, to the income of the health sector 
system have been increased to 1.7% of GDP, more than one billion euro. The public sources 
represent 5.6% of the GDP. The Slovak health and social care union wants to have this share 
and expenditure increased in the next years. 
 
The Slovak government has fallen and negotiations are taking place for those who will lead the 
government until the next elections and who will be the partner for the trade unions. Before the 
fall of the government, the health trade union had started negotiations with the employers’ 
associations and wanted to negotiate with the ministry of health, as government representative. 
At present, negotiations are on hold until the new government is appointed. 
 
The Slovak trade union is planning to start cooperation with UNISON and also with partner 
organisations from Austria as these countries are the main destinations for the Slovak nurses 
who go to work abroad. There are more than 20,000 nurses and care takers from Slovakia 
working in Austria. Obviously, workforce migration cannot be stopped, but the unions are trying 
to negotiate better working conditions to convince the medical staff to stay in the country. If the 
trend continues and the government doesn’t solve the problem, soon the country will be faced 
with big problems in providing health care to the population. A similar situation exists in the 
Czech Republic, from which 2,411 doctors have already signed to quit their jobs and go to work 
abroad. 
 
Gail noted that not enough attention is paid to the impact of migration on the sending countries. 
It is necessary that, besides thinking about how to support migration and protect migrant 
workers, on an EU level we consider what to do to help the sending countries. 
 
Ivana Břeňková, from the Trade Union of Health Service and Social Care of the Czech Republic, 
completed Anton’s presentation, from the perspective of the Czech Republic as both a sending 
and receiving country. The cross border recruitment of health workers in the EU member states 
was intensively debated in connection to joining the EU in 2004. Since 2004, the labour markets 
from all the European countries have been gradually opened and the Czech skilled medical staff 

http://www.epsu.org/IMG/pdf/WG2-Szalay-migration-health-care-workers-Slovakia-EN.pdf
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was received with opened arms in Germany and Austria, and also in Great Britain, Ireland and 
Sweden. Most of the health workers going abroad are nurses. 
 
Given the good reputation of the Czech education system and of the highly skilled health 
professionals, foreign patients have already found their way to the Czech Republic for health 
care services. So, we’re talking about mobility not only of the health workers, but also of the 
patients. 
 
The Czech doctors have organised a protest action called “Thank you, we are leaving”. A 
petition has been signed by more than 4,000 persons who reveal the reasons why the reforms 
are going bad in the Czech Republic. They say that if the government will not stop the reforms, 
they will leave. In 2010, the government promised to increase the income of the medical staff by 
10%, a memorandum was signed, but nothing happened since then. 
 
Pablo Sanchez asked if there are figures about the percentage of trained nurses, doctors and 
midwives who are leaving and those who are staying in the country and whether there are 
labour shortages. He also commented that there are very few pure receiving and pure sending 
countries. Bi-lateral cooperation misses the point of the shortages created in the sending 
countries, while the people who are leaving are not all going to just one country. The trade union 
cooperation has to be larger than bilateral, otherwise the unions will miss people in terms of 
organising the migrant workers. For instance, Romanians go to work in Spain; are there 
Moldovan nurses coming to work in Romania because of the wages, or Ukrainian nurses? We 
need to look at these trends. 
 
Rudy Janssens, Belgium, commented that in terms of the migratory flow, there are countries, 
like his home country, which are turning wheels for the migrant people. Many foreign people 
come to work in Belgium, but very few stay for more than 2 years. They stay long enough to get 
a certificate and/or to learn the language and then they leave. For instance, there are 
Romanians who come to Belgium, they stay a while and get trained and then they go and work 
somewhere else, like in France, for instance, where wages are better. In some cases, the 
migrant workers will return to their countries and choose a different kind of work, better paid than 
their original profession. It is interesting to have information about this phenomenon. 
 
In response, Anton Szalay informed that there are no exact numbers or percentages for the 
people working abroad or those who are staying in the Slovak Republic. The total number of 
medical doctors is more than 7,000 and 2,400 will probably be working abroad next year. So, 
one can say that approximately one third are leaving the country. 
 
A recent survey run in 3 Slovak universities shows that 6 out of 10 students from the medical 
school do not intend to work in the health sector after graduation. Even if they do, the average 
wage in the Slovak Republic for medical doctors is 1,500 €, whereas in the Czech Republic it is 
more than 2,000 €, and for nurses it is 761 € in the Slovak Republic compared to 1,100 € in the 
Czech Republic, so there are good chances that the Slovak health workers will go to work in the 
neighbouring Czech Republic. It is also worth mentioning that since 1 May 2011, the labour 
markets of Germany and Austria have been opened to workers coming from Slovakia and the 
Czech Republic and the average income in these countries is significantly higher. In general, the 
Slovak medical staff are not leaving for just 2 years and then come back, i.e. we as a rule don’t 
witness circular migration, they are usually settling down in the new country and do not return to 
their home country. The Slovak nurses usually have a university degree, bachelors or masters, 
i.e. are well qualified, and the unions hope the situation in Slovakia will change when a new 
Labour Code will be introduced. 
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Gail concluded the session summarising the discussions. She pointed to the impact migration 
has on the countries from which health workers are leaving, like Slovakia and the Czech 
Republic, and suggested that more emphasis should be put on this in parallel with the work 
done in relation to the migrants in the destination countries. She agreed with Pablo that broader 
cooperation is needed, but bi-later relations are a good starting point from which lessons can be 
learnt that would enable broader discussions afterwards. She also appreciated that the exodus 
of doctors from the Slovak Republic could have huge consequences for the Slovak people and 
therefore recommended the participants to think about what EPSU should do in relation to 
supporting migrants when they leave their country but also to what EPSU should consider doing 
in terms of supporting countries who are losing those health workers. 
 
The second session of the working group 2 started with a presentation by Cristina Iftimescu, 
Sanitas Federation, Romania. She noticed that the colleagues from the Czech Republic and 
from Slovakia are in a better situation than in Romania where the health care system is on the 
verge of collapse. Given the scarce resources allocated, the Romanian health workers migrate 
on a large scale in search for better jobs abroad. According to the T-jobs recruitment website, in 
2011 alone 16,500 medical doctors and nurses signed contracts to work abroad, which is double 
compared to the previous year when only 8,100 people signed such contracts. Among all the 
professionals who seek jobs abroad, the health workers come second. 
 
Romania has signed bi-lateral agreements with several countries where it exports medical staff 
through the recruitment agencies or directly through the national employment agency. The 
health workers originated in Romania are highly appreciated abroad and well paid. Highly 
specialised doctors can earn as much as 14,000 € per month, whereas a nurse’s top salary 
could be around 3,000 € per month. In comparison, in Romania these people earn on average 
300 € per month, for both doctors and nurses. 
 
According to a recent survey, if the outflow of doctors and nurses continues at the same rate, in 
a decade from now Romania will be confronted with a serious staff shortage for both 
professions. Many Romanian health workers are going to France. In Alsace e.g., for a sub-
structure of 14,000 inhabitants, there are already 14-15 Romanian doctors, which means 1 
Romanian doctor per 1,000 people in the community. At the same time, in Romania there are on 
average 2 doctors per 1,000 people, the lowest rate in Europe, after Albania and Bosnia-
Herzegovina. Hospital managers are trying desperately to recruit more health workers, but with 
very little success. Unfortunately, the Romanian government is taking no economic or political 
measures to counter this outflow of medical professionals. 
 
There is a need to have standards in place, the most important of which is to meet the patients’ 
needs. The serious staff shortage, caused by the high migration rate, accounts for the huge 
workload the medical staff has to deal with. The working conditions impair the quality of the 
health services provided to the patients. It also impacts on the quality of life of the health care 
providers, who are in their large majority women (to 79.2%). 
 
Cristina’s presentation was followed by a few comments and questions. 
 
Susan Williams, from RCN, UK, asked about the bi-lateral agreements between Romania and 
other countries and which those countries are; she also wanted to know about the form, if these 
bi-lateral agreements are intergovernmental, in which case the unions in the respective countries 
could hold their governments accountable for making those agreements. 
 
Eva Szutkowska, Vårdförbundet, Sweden, expressed her astonishment that, despite the WHO 

Code of Practice on the International Recruitment of Health Personnel, the Romanian 
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government is involved in bi-lateral agreements in which they agree to send out their staff in a 
regular form, draining their own country of health professionals. 
 
Razvan Gae, Sanitas Federation, Romania, added that 25% cuts were made in 2010 in the 
health sector, using the financial crisis as an excuse. That is probably the reason why the 
number of health workers in search for work abroad doubled in 2011 compared to 2010. 
Migration of doctors and nurses is mainly determined by the better conditions in the countries of 
destination: better pay, clear job descriptions and definition of the workloads, existence of a 
code of ethics, the division of skills and jobs within each profession, respect, self-respect 
included, social recognition, and of course better equipment. 
 
Razvan suggested that there should be closer cooperation between the unions throughout 
Europe and especially within EPSU with regard to the migrant workforce in the health sector. 
Migrant workers should belong to the same union, even if they leave the country. A European 
body, like an umbrella organisation, should keep an evidence of the situation in every country, 
assess the needs for workforce in each country and somehow manage the whole process. This 
would be easier if there was easier or more comprehensive mutual recognition of certificates and 
qualifications throughout Europe. 
 
Gail concluded that maybe transportability of trade union membership across different countries 
could emerge in one of the recommendations made by the group to the plenary meeting. 
 
Prof. Jane Hardy asked what the destination countries for the health workers from Romania are, 
if the government is facilitating the outflow of workers and also if it is trying in any way to retain 
the workers. She further asked the participants of WG 2 what trade unions could ask for that will 
keep workers in the country, knowing that it would be difficult to put up salaries quickly or to get 
high-tech equipment, but there are other things in relation to working conditions, division of 
labour and respect, which could be raised. 
 
Rudy Janssens, Belgium, commented that, according to the Belgian media, in Belgium it often 
happens that when Belgian dentists go on holiday, they will bring Romanian dentists to replace 
them and work in their cabinets for 2 months, while they are on vacation. There are also the 
“head hunters”, the interim agencies, who are paid to recruit medical staff, nurses in particular. In 
general, they will due to language proximity favour the Latin countries, initially Spain, now 
Romania. The federal government does not adhere to this practice, but local communities and 
private hospitals do. Rudy asked if people in Romania could receive assistance to improve their 
language skills so as to facilitate their adaptation when they migrate to another country. 
 
Cristina Iftimescu, Romania, responded to the questions and comments informing that the bi-
lateral agreements were signed by the Romanian government with Italy, Spain and France, 
which are the main receiving countries for the Romanian migrant workers. But there are also 
many Romanians going for work to other countries, such as the UK, Ireland and Belgium. More 
recently, they have started to migrate towards the Scandinavian countries as well. About a year 
ago, the President of Romania made an outraging standing, responding to the people’s protests 
against the poor living conditions in the country: ‘if you do not like life in Romania, you’re free to 
leave”. 
 
People who can afford to pay for health care services, will go abroad and get treated in other 
countries (maybe even by Romanian doctors working abroad). The Romanian health 
professionals are highly appreciated in the countries where they are migrating. 
 
In relation to the linguistic skills, Romanian is a Roman language, therefore it’s quite easy for 
Romanians to learn other Romance languages, such as French, Italian or Spanish. On the other 
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hand, young people study English in school and they get it quite well, so they have more 
opportunities for communication and for choosing where to go. 
 
Sue Williams, RCN, UK, followed with a presentation on some of the proposals which are 
actually to be initiated by the European Commission, building on the regulatory framework 
adopted in Europe since the late 1970s, which has harmonised i.a. the standards of nurse 
education and for other health professionals and which has also facilitated free movement 
across Europe. This is a major issue for EPSU, as over the next 2 years, the decisions will be 
taken about what the shape of this legislation should be. 
 
In relation to this Directive 2005/36/EC on the Mutual Recognition of Professional Qualifications, 
Sue pointed out that the Commission is very keen on simplifying it, while many governments are 
keen on deregulation. The Directive has been reviewed many other times, in the 1990s, in the 
early 2000s, and one of the major challenges that always came up when the debate started was 
that the European Commission did not see health professionals as any different from any of the 
other professions covered under the directive. Now there is a slightly different climate and the 
Commission is prepared to accept that there are specific issues about health workers crossing 
borders that need to be addressed. The health workers have always had to battle very much 
when talking about patient’s safety issues and the balance between patient’s safety and free 
movement, but now the European Commission certainly is much more open to understanding 
that health workers want to be able to provide quality care. 
 
One of the areas in the green paper proposed in relation to the Directive which is quite 
significant and quite new for the EC is that the role of the Directive is not only to look at mutual 
recognition of qualifications, but also at the right to practice. Whereas before the EC focused 
only on the recognition of qualifications, they have now accepted that the Directive has also a 
role in being clear about whether migrants have the right to practice in a particular country 
before they are able to move and practice in another country. 
 
There seems to be clear agreement among EPSU affiliates that the automatic recognition 
system for nurses, midwives, doctors, dentists, veterinarians and pharmacists has generally 
worked well, but clearly it does not cover all health professions. There are consensus issues 
around improving the system for migrants and in terms of patients and patients’ safety. This 
consensus is reflected in EPSU’s response to the green paper in terms of harmonised 
standards. 
 
Minimum level of education and training, particularly for nursing, the need to update the content 
and the possibility of moving later towards a competence based approach for education are 
agreed upon as well as the issue of third country qualifications. On improving the system for 
migrants, there seems to be agreement that we need to use the internal market information 
system much better so that much more of the information can be shared electronically so we can 
speed up the recognition process. There is also a consensus about issues which are not 
necessarily directly addressed in the legislation around proper induction into the health system 
when a migrant moves and the role of employers in relation to that induction. 
 
On patient’s safety, there is consensus that we need better alert-mechanisms between the 
regulators, we need to acknowledge the important role that continued professional development 
plays, we need to look at language competence; we have to remove the proposal in the green 
paper that we only look at language competence for those who have direct contact with the 
patients, because this is a false divide. We need to look at the right to practice, we need to say 
no to partial access to professions, and we need to keep the prior declaration system on 
temporary mobility. 
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For the European Commission, because they want to celebrate the anniversary of the single 
market next year, they are very keen to have something tangible they can show that they have 
offered, by reviewing the Directive for the citizens of Europe. One of the issues that they are very 
keen on introducing is the European Professional Card. There are many questions about what 
this card would be and how it would be introduced. It looks as though it would be piloted first 
before going any further, but there are still many issues that need to be addressed before we are 
in a position where we could actually have a European Professional Card. 
 
There are different views within EPSU affiliates about the minimum general education that 
should be required before somebody enters nursing education. The next step is that we will 
need to support or propose very specific amendments to legislation. 
 
The Commission is proposing not to deal with all the issues in one go because it’s going to take 
much longer to agree on content and competencies, so a three-stage approach would be more 
appropriate to the review. We need to make sure that the commitment is there to move and look 
at the second and third stages and to make sure that there is transparency in some of those 
discussions, because they are keen in the second and third phase to weaken the role of 
institutions, such as the European Parliament. 
 
In terms of the timetable for the work on the Directive, the Commission was planning to hold a 
very big stakeholder event on 7 November 2011 to look at all the responses received and then 
issue legislative proposals by the end of the year 2011 on the first proposed amendments and 
then move on to phase two and phase three. 
 
The issue for the unions is to be clear about what are our absolute priorities for the legislative 
proposals and also whether there are some things that we want to say that don’t need to go into 
legislation, but are equally important, such as the key role the employers should be playing in 
inducting health workers from other countries if they recruit them. 
 
Gail Adams commented that one of the challenges for EPSU affiliates would be to look in a more 
comprehensive way into what is the long term impact of Directive 2005/36/EC, because for 
countries like Slovakia and Romania it could mean losing their health workers in large numbers. 
She encouraged participants to think about what the affiliates and what EPSU might be able to 
do in terms of the moral and ethical challenges in relation to migration that may help colleagues 
in Romania and Slovakia, while at the same time enable health workers to develop, to progress 
or to earn more money in other countries. 
 
Rudy Janssens, Belgium, commented on an incident that happened some 2 years before, when 
a Norwegian trade union representative went on a delegation to Lithuania to recruit health 
workers for Norway. The incident was denounced by a representative of HOSPEEM, angry to 
see a trade unionist acting as a head hunter for medical professionals. The unions should not 
engage in such activities. They need to have a common policy, reach an agreement and have a 
convention among them, committing to respect each other and not to be an instrument pushing 
for migration, for the de-location of the health workers from one country to another. Rudy also 
asked whether similar agreements between the Slovak government and the Czech, Austrian and 
German governments exist to the ones signed by the Romanian government with France, Italy, 
and Spain. 
 
The answer by Anton Szalay was that bilateral long-term agreements exist between the Slovak 
government and the German and Austrian governments already since Slovakia joined the EU. 
There is a new draft law in Slovakia to increase the monthly wages of the health care workers by 
24% which could help solving the situation of the nurses. 
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Gail Adams added that in previous experiences, where bi-lateral agreements did exist with non-
EU countries, there was normally an investment in the training of health care workers. For 
example, in some of the African countries that where under the WHO, there was an agreement 
on the funding. In Malawi, for instance, the British government is topping up nurses’ salaries by 
50% to encourage them to stay in their country and for every person, whether it’s a doctor or a 
nurse leaving, they will pay the training costs for another. Maybe in relation to large scale 
recruitment from particular countries, the recruiting countries could make a contribution that 
should be included in the bi-lateral agreements. The unions might think about such experiences 
and see if there is some good learning from them. In the Philippines, there are examples of 
recruitment agencies going into an intensive care unit and recruiting every member of the staff, 
so all of their experienced doctors and nurses were depleted immediately and that obviously had 
a huge impact on their workforce. This could be an issue for reflection in relation to what is now 
happening in the new EU member states. 
 
Eva Szutowska, Sweden, informed that among the Scandinavian countries, Norway is head 
hunting heavily around the world. In Sweden, the government and the employment office are not 
recruiting in countries where there could be a brain drain, at least not officially. On the other 
hand, Swedish is not an easy language to learn. In relation to the issue of trade union 
membership at a European level, discussed already at the EPSU Congress in Stockholm, this is 
not possible. Living possibilities are very different in different countries; that is why union 
membership is only possible in the country where the person is going to work. EPSU could 
structure their website for the people who want to find information about the country where they 
want to go. The trade union organisations in their respective countries could be more specific on 
their websites, so it is easy for people when they link from the EPSU website to find out who can 
provide the information. There are many things that are spread around in relation to salaries, for 
instance, which are not true. There are not many nurses in Sweden having 3,000 € per month as 
a normal salary. EPSU could think about how to ask their members to be clear, use a kind of 
template for their websites, so it’s easy to find the right person or to put forward the right 
question to that country where the migration is going to be. EPSU could be used to link people 
from different countries. 
 
Susan Williams, RCN, UK, support Eva’s proposal and added that RCN already has quite a lot 
of information on its website for nurses coming into the UK. It also has an immigration advice 
service, following the very large numbers of nurses who were coming into the UK actually from 
outside the EU. It would be good if EPSU could act as a signpost for others. The idea might 
sound good about having some European individual membership for migrants, but actually a 
trade union cannot operate outside the UK and its members who leave and work in another 
country need workplace representation from a trade union in that country. 
 
On the bigger issue about what to do collectively, the EPSU affiliates should have signed up to 
and supported the EPSU-HOSPEEM Code of Conduct on Ethical Cross-Border Recruitment 
adopted in 2008 (http:/www.epsu.org/a/3715). The governments have signed up to the 2010 

WHO Code of Practice on the International Recruitment of Health Personnel. So, this 

should be used with the governments not only in the sending countries but in receiving countries 
as well. And if the Romanian government has made bi-lateral agreements with other countries, 
the EPSU affiliates in those countries should be challenging not only the employers, but also 
their governments and asking them why they are doing this. 
 
If the unions want to do something about the long-term effect of migration, they need to support 
each other in how they are going to address the push factors from the original countries. In 
dealing with salaries, staffing levels, working conditions, they need to look at what can be done 
collectively to support each other. Many union organisations have campaigned in their own 
countries for many years on these issues, so they can share from their experience. 
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Robert Chasnoits, Chairman of the Belarusian Trade Union of Healthcare Workers (Belarus), 
made a short presentation about the situation in his country. There are 93,000 medical doctors 
and 112,000 nurses in a population of 2.5 million people. Each year, 3,600 medical doctors and 
4,000 nurses are graduating from the medical education system. The needs for health care of 
the population are covered. Still, Belarus has problems with migration, being a sending country 
mostly for doctors and less so for nurses. Nurses generally go to Poland or to the UK, while 
doctors migrate mainly to Poland, the UK and USA. The main reasons are higher salaries and 
better living and working conditions. In an attempt to counter this phenomenon, the government 
raised wages for medical doctors and nurses twice within one year. Still there are doctors 
working in the research sphere who are leaving. There are also part-time doctors who work in 
the Russian Federation for a while, come back home for a short while and then go back to 
Russia to continue the work there. 
 
The government has developed some programmes for the young medical specialists, including 
wage increases and also possibilities concerning their career path. Almost 22% of the doctors in 
Belarus are already at the retirement age – and this is a bigger problem than migration. 
However, in the long run, Belarus could be confronted with important challenges related to 
migration of the health workers, too. 
 
Gail Adams raised the issue of what can the unions do as affiliates in addition to what they want 
EPSU to do. The impact of migration on countries that are losing the health workers should be 
part of the discussions with the MEPs in relation to Professional Qualification Directive and the 
MEPs should be asked to really take account of this when they are revising the Directive. 
Further work maybe needs to be done with MEPs in terms of memorandums of understanding 
around recruitment in relation to some countries. Despite the EPSU-HOSPEEM Code of 

Conduct on Ethical Cross-border Recruitment and the WHO Code of Practice on the 
International Recruitment of Health Personnel, things are still going wrong because there 

are bi-lateral government agreements that are impacting on health workers from EU countries, 
like Romania or Slovakia. 
 
Razvan Gae explained that in Romania what actually fuelled the outflow of medical staff is the 
25% cut in wages applied in 2010, which in real terms decreased the actual income of the public 
sector workers, including the medical staff, by 30-40%. Another reason is the frequent legislative 
changes with regard to the qualifications of nurses – initially high-school plus 2 years of 
specialised courses, then high-school plus three years of post high-school education and now 
high-school plus four years of college. In many cases, when they graduate, nurses will look for a 
job in a highly reputed hospital, get one or two years of experience and then try to find a job 
abroad. In the hospital where Razvan works a nurse earns between 180 € and 500 €, a doctor 
between 200€ and 900 € and the auxiliary staff around 150 €. There is a requirement that a 
nurse should provide care for at least 80 patients during the night or the afternoon shifts. So, in 
this case, working abroad means actually more money for less work. In addition, in Romania the 
law says that in order to hire one health professional, 7 others must either retire or leave the 
medical unit. 
 
In terms of recommendations, Razvan Gae suggested that a European card should be granted 
to the health workers unconditional of the recognition of their medical qualification. If 
governments sign bi-lateral agreements, why not have the unions have bi-lateral contacts, 
making people aware of the consequences of migration. As for information posted on the EPSU 
website, it would be very useful, on condition that it is published in the working languages of 
EPSU. 
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Rudy Janssens commented that the problem is how to motivate people to stay and work in their 
own country, in proper conditions. In Belgium migration is also a problem, many nurses go to 
work in other countries, like the UK, Norway, Sweden where they receive certain advantages 
which they do not benefit from in Belgium. In Norway, for instance, they will receive from the 
very beginning 1.8 times more in wages, housing, car, and other advantages. And wages in 
Belgium are not low, unlike in the CEE countries. The austerity programmes in Europe will 
increase the flow of migration from the countries the most affected by the crisis to others which 
can provide decent or good pay and living conditions. The bad working conditions in certain EU 
countries could entail wage cuts in other countries as well where migrant workers will accept to 
do more work for less pay. This is a general problem in Europe. A Belgian official has recently 
made the recommendation to cover the medical staff shortage by recruiting men from Africa 
instead of Belgian women. The unions must support each other and fight together and EPSU 
must take a position against the governments who are pushing people to leave, and in doing so 
it could work together with HOSPEEM and other sectors. 
 
Gail Adams suggested producing some material with information on the key issues about 
working as a health worker in the EU that could be translated into different languages within 
EPSU. 
 
Marina Irimie added that in Romania the president of the country himself said that the doctors 
and nurses are free to go, there will be others coming from other countries who will take over 
their jobs. This position is not only unethical, but it’s also not realistic, because those doctors 
who could come to work in Romania for 200 € might as well go to work in France for 5,000 €, so 
why would they come to Romania? In terms of receiving a fee for those who are leaving, that’s 
not a solution for the sending countries, because there is still a vacuum left behind those who 
are leaving, a lack of medical professionals. Another aspect consists in that the people who are 
leaving are also tax payers, so with their exodus, the exporting countries are not only loosing the 
professionals, but also some important contributors to the state budget through the taxes that 
these people should pay. There is already a problem with the pensions and where the money 
can be found to pay them. 
 
EPSU, as a European organisation, could lobby at the European level for governments to 
allocate proper funds for the health sector, so they can provide better wages, better equipment, 
better working conditions. Governments, like the Romanian one, for example, should be pushed 
by the European structures to invest more in the health sector, because nationally they are 
totally insensitive to social dialogue and are hiding behind the crisis to say no to whatever comes 
from the social partners. 
 
Also, at the European level, the unions should promote a policy by which the countries of 
destination for the migrant workers, which experience a shortage of medical staff, should be 
encouraged to provide incentives to their own people so they are interested to be trained and 
become health workers in their own countries, so they don’t need to recruit from other countries. 
 
Dr. Rebecca Zahn noticed the wide discrepancies in terms of the impact of mobility on countries. 
A lot more exchange needs to go on between trade unions in various countries as to the impact 
of migration on their specific areas of work. Trade unions in countries that are receiving need to 
work on an exchange of best practice in order to understand how to recruit. Workers that are 
coming from different countries need to be provided more information on recognition of 
qualification, on working conditions in the countries of destination, how to effectively work there. 
The countries which are sending migrants need a lot more support at the European level and 
also from trade unions in receiving countries as to how to deal with those workers who are 
leaving because this means they are losing members. And it also means that there is a real 
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brain drain in the country which puts a burden on the system. There might be some lessons that 
could be learnt from past experiences of migration from non-EU countries. 
 
With regard to the Professional Qualifications Directive, there seems to be quite a lot of 
agreement on certain issues, but there are other issues that are cropped up. There is a need to 
look at language competences, to the issue of continued professional development, also the 
issue of the European Professional Card. EPSU needs to propose certain specific amendments 
to the legislation to get the detail right. The affiliates need to be very clear as to their priorities for 
the proposals that need to go through. There are certain things that need to be clear during the 
phases of the re-negotiations of the Directive that do not necessarily need to go into the 
Directive, such as the role of the employers and adopting migrants once they’ve been recruited. 
 
In terms of the union responses to cross border mobility and the issue of cooperation between 
trade unions in different member states, there seems to be disagreement as to whether it should 
be limited to bi-lateral agreements, which are already in place between trade unions, or they 
should go further and there should be a cluster of trade unions in different member states that 
get together. Maybe we need a sort of European trade union membership or there should be a 
portability of membership between trade unions. 
 
Another important issue is the bi-lateral agreements between countries. The trade unions in 
those countries where such bi-lateral agreements exist should be aware of those agreements in 
order to deal with their effects. 
 
The specific recommendations having emerged from the presentations and exchange amongst 
participants of WG 2 on which full agreement exists are: 

1. EPSU should work as a signpost for workers who want to migrate, act as a link between 
the affiliates in the different member states, almost like a one stop shop. One should be 
able to go to the EPSU website and then get transferred on to the relevant union in the 
member state. EPSU should use its website a lot more effectively to also provide 
information to migrants who want to move. 

2. EPSU should raise the issue of migration with MEPs to make them aware of the impact 
of migration on sending countries such as Slovakia and Romania, but also to make them 
aware of the EPSU-HOSPEEM Code of Conduct on Ethical Cross-border Recruitment 

(2008) and the WHO Code of Practice on the International Recruitment of Health 
Personnel (2010). 

3. Trade union awareness needs to be raised, not only EPSU’s awareness. The affiliates 
need to be more aware of the issues of migration, of the effects specifically on sending 
countries and on that trade unions could formulate joint documents on countries’ 
specificities and requirements: what you need in order to work in a certain country, what 
qualifications you need, how recognition of qualification works. This document can be 
again put on the EPSU website in all of the EPSU working languages so that EPSU, 
once again, acts as a link between the different affiliates. 

 
Gail concluded that an overall message to be taken back to the plenary is that the issue of 
migration within the EU should be a priority for EPSU. The unions together with MEPs need to 
consider what future research could be undertaken to look at the long term impact of migration. 
Some excerpts from Jane’s presentation could be used about how we act as trade unions to 
migrants, how we can better work to meet their needs when they come to the country of 
destination, what kind of support they might need. 
 
Eva Szutkowska informed that among Finland, Sweden, Norway, Denmark and Iceland, a 
common information already exists for more than 10 years about what implies moving around in 
the Nordic countries, because since the beginning of the 1950s there has been free movement 
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among the Nordic states. The experience has shown that it is not good to put out salaries, 
because people need to discuss them in a broader context. If you put a number on the website 
and leave out the fact that people pay 50% in taxes and life is very expensive in Sweden, for 
instance, that will not be very useful. It is good to put information on the website, but we need to 
think how we do it. 
 
Susan Williams recommended for the meeting with the MEPs that the unions should be clear 
about the fact that Directive 2005/36/EC, whilst facilitating mobility, has also raised women’s’ 
professional lives. It hasn’t necessarily raised salaries, but it has the potential to help do that and 
it raises the level of nurse education, so it can be very positive too. But the other message to the 
politicians is that if the overall numbers of health workers don’t increase, all we’re doing is 
shifting the problem around. In a decade we are expecting to have a shortage of a million health 
workers in Europe, of which 600,000 will be nurses. The migration issue is not going to solve the 
wider problem. If countries are not investing in their own health systems and workforce, we are 
still going to have a shortage. 
 


