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1. Introduction

The purpose of this issues paper is to launch a public consultation to gather pointers and views from relevant stakeholders regarding the rationale, scope and strategic objectives for an EU role in global health. The document raises a number of issues that are at the heart of the debate on global health. It is based on studies carried out by leading research organisations and international agencies as well as on the European Commission’s own research. Existing European Community/European Union policy frameworks, where available, are referred to in the text, as appropriate. On issues where no agreed European positions exist, the paper proposes points for discussion and exchanges of views. This issues paper will be published on the Commission’s website (http://ec.europa.eu/yourvoice/). The consultation will run from 13 October 2009 to 8 December 2009 and is open to all interested stakeholders. Individuals, organisations and countries that wish to participate in the consultation process are invited to send their contributions, in the form of answers to some or all of the questions asked in the paper and/or as general comments on the issues raised in it. 

Contributions received will be published, possibly in a summarised form, unless the authors object to publication of their personal data on the grounds that such publication would harm their legitimate interests. In this case, the contribution may be published in anonymous form. Otherwise, the contribution will not be published nor, in principle, will its content be taken into account.  

Furthermore, in June 2008 the Register for Interest Representatives (lobbyists) was launched as part of the European Transparency Initiative. Organisations are invited to use this Register to provide the European Commission and the public at large with information about their objectives, funding and structures
. It is Commission policy that submissions from organisations which have not registered will be considered individual contributions
.

Contributions to the consultation should be sent to: EUroleinglobalhealth@ec.europa.eu.
Enquiries about this consultation can be sent to: juan.garay@ec.europa.eu 

or

European Commission, DG Development, Unit B3: Human Development, Social Cohesion and Employment, Rue de la Science 15, B-1049 Brussels, Belgium. 

2. Context and problem definition
2.1. Scene-setting
Global health is an extensive multi-sectoral domain that links not only the main policy areas of development, humanitarian aid, research and health, but also trade and foreign policy. Today, health is high on the global development agenda as a result of abundant scientific evidence of the links between health and development. For example, a strong global commitment on health is paramount to achieve the MDGs. The recent avian flu and H1N1 pandemics have shown how health is a global issue touching all sectors of the economy and policy and requiring coordinated international responses. 

2.1.1. Global factors

Globalisation is an ongoing process in which economies, societies and cultures are becoming increasingly integrated in a globe-spanning network of exchanges. This process has far-reaching implications for the EU in virtually every sphere. In the case of health, it offers opportunities but also creates challenges. It offers an opportunity to advance research, knowledge and development of new methods and delivery of health care in the form of prevention and treatment. But it also creates challenges. There is a need to ensure equitable access to the advances in knowledge and tools. On the other hand, there is a growing need to predict, detect and tackle health threats early on, in order to be able to control their impact. Seizing the opportunities and addressing the challenges of globalisation in the health sector require a strong level of global coordination and cooperation to develop global capacity to identify, monitor and report health challenges and to make sure that medicines and services are available to meet them.  

The Millennium Development Goals (three of the eight MDGs — 4, 5 and 6 — are directly related to health) remain the main international framework for efforts to improve health globally and underline the importance of health for achieving all the MDGs. This is recalled in the political guidelines issued by the President of the European Commission, which make specific reference to the need to pay closer attention to social sectors. 

Women and children are among the groups most vulnerable to poverty, but progress towards MDGs 4 and 5, which cover maternal, newborn and child health, remains particularly slow. As a result of substantial investment, more progress has been made on MDG 6 on combating HIV/AIDS and malaria, but these and other diseases will continue to pose exceptional global challenges to social growth and development for decades to come. Overall, progress towards achieving the health-related MDGs is being hampered by weak health systems, critical shortages of skilled health workers and gender inequality.  

The effects of climate change, epidemiological transition (increasing burden of non-communicable diseases) and the present financial and food crisis pose additional challenges to progress towards the health-related MDGs. Poor health in large parts of the world has serious economic consequences, as the burden of disease hampers countries’ efforts to stimulate knowledge, innovation, investment, trade and other economic activity, which further undermines the health capacity of individual countries. Ill health also has clear effects on social cohesion, security and stability. All these factors play their part in the growing frequency and increasing impact of natural and man-made humanitarian crises, which in turn add to the risks of global health threats and further undermine social cohesion, access to health care and global progress and stability.
2.1.2. National constraints

The capacity of individual countries to provide accessible health care and play an active role in the global health system depends, to a large extent, on the availability and use of national resources to finance health systems, including health infrastructure, the health workforce, medicines, research, monitoring and control. This varies greatly from one country to another and determines governments’ capacity to guarantee their citizens’ right to health, leading to major and growing gaps in access to basic health care, resulting in huge disparities in life expectancy, under-five mortality and other health indicators between different regions and countries and within countries. 
Hand in hand with availability of resources, the capacity of national health systems is equally determined by global factors. The availability of human resources for health care and of essential medicines depend on a progressively globalised market, as health resources (human or material) are subject to global market dynamics of demand, supply and regulation. The effects of these dynamics can be biased against weaker economies in developing countries, resulting in brain drain of health workers and restricting access to essential (often vital) medicines. The impact of global factors cannot be fully suppressed, but it does call for developing or strengthening mitigating measures within the global system that would limit existing or future global health inequities related to migration and trade. 

Likewise, the burden of communicable and emerging diseases is closely related to the effects of globalisation. Epidemics are seldom regional but gradually turn into pandemics. Regional and global concerted action is therefore required to address global health security. 

Experience with SARS and other epidemics shows that global health threats will not be tackled properly unless health care services and access to health care are significantly improved in low- and middle-income countries. The present H1N1 pandemic again challenges the world, creating a need for a collective effort to devise a global and equitable strategy to address the threat which it poses. 

2.1.3. Research gaps 

Research and development to find effective tools to respond to health needs and threats is also biased by market forces. New technological and medical advances, when channelled into affordable, cost-effective intervention, have a potential positive impact on both prevention and treatment. However, while developing countries are important for large-scale clinical trials, there is little commercial interest in research on neglected diseases and in low-resource communities. The ‘90/10’ gap — with under 10 % of the world’s biomedical research funds allocated to addressing problems behind 90 % of the world’s disease burden — remains a challenge, as concluded at the 2008 Global Ministerial Forum on Research for Health in Bamako. On the positive side, investment in research and development targeted on poverty-related diseases has significantly increased in recent years, partly as a result of more active private-sector and catalytic initiatives such as public-private partnerships (PPPs) and product development partnerships (PDPs). 

Question 1: In your opinion, does the proposed concept ‘global health’ cover the most relevant dimensions? If not, which other essential factors would you suggest?

Question 2: Are the effects of globalisation on health, on the spread of diseases (whether communicable or life-style non-communicable) and on equitable access to health care sufficiently described? 

2.2. Relation to past and possible future action and to other EU policies
Article 152 of the EC Treaty imposes an obligation on the EU to ‘foster cooperation with third countries and the competent international organisations in the sphere of public health’. A new Reform Treaty is also likely to include a new objective for the EU, in its relations with the wider world, to uphold and promote the Union’s values and interests and contribute to protecting its citizens. The 2008-2013 EU Health Strategy recognises that the EC and its Member States ‘can create better health outcomes for EU citizens and for others through sustained collective leadership in global health.’ 

The Treaty requires the EU to respect the responsibility of the Member States for defining their health policy and for organising and delivering health services. However, all health systems in the EU are based on common values and principles, that are unique and very different to the values of health systems of other countries and regions with which the EU collaborates and competes. The EU health ministers have agreed that health services must be underpinned by: 

- Universality (access to health care must be open to everyone living in the EU);
- Access to good quality care;
- Equity (equal access to health care regardless of ethnicity, gender, age, social status and ability to pay); 
- Solidarity (linked to the financial arrangements for funding health systems).
They also stated that reducing health inequalities must be one of the aims of health systems, as well as a shift towards preventive measures
.
2.2.1. EU development cooperation

The MDGs remain the overarching framework for EU development cooperation. Improving health in developing countries is essential in order to reduce poverty and achieve the Millennium Development Goals (MDGs), three of which directly relate to health: reducing child mortality, reducing maternal mortality and combating HIV/AIDS, tuberculosis (TB), malaria and other diseases. Unfortunately, progress towards achieving the MDGs has stalled. The reasons probably again lie in weak health care services and insufficient access to health care. 

The overall EU policy on health and development dates back to the Commission’s 2002 Communication on health and poverty reduction in developing countries
 and the subsequent Council conclusions. The policy focuses on helping developing countries to strengthen their health care systems and providing specific support for action on the main public health challenges in developing countries. More specific work has focused on the three main poverty-related diseases — HIV/AIDS, malaria and tuberculosis. Since 2001, this has led to Communications, action programmes and, most recently, the 2009 progress report on implementation of the European Programme for Action to Confront HIV/AIDS, Malaria and Tuberculosis through External Action
. Since 2005, the EU has been taking action to address the critical shortage of health workers in developing countries and has developed both an EU policy and an action programme outlining specific activities at country, regional and global levels (interim report on implementation adopted in 2008). In 2008, the EU also explored the range of options for joint EU action on financing health systems and on social protection in the health sector.
All the policy areas mentioned are priorities in the policy dialogue and collaboration with developing countries in the area of health. However, there is not yet a comprehensive EU strategy aiming at strengthening the overall capacity of health systems in developing countries to deliver accessible health care – covering the priorities in mother and child care and communicable and non-communicable diseases – to wide strata of the population and at sharing other responsibilities inherent in being part of the global health system. 

2.2.2. International dimension of the EU health policy
The EU is working for strong international agreements on health which are of great relevance to EU and non-EU citizens, in particular by supporting full worldwide implementation of the International Health Regulations (IHR)
 and of the WHO Framework Convention on Tobacco Control (FCTC)
. These areas are included in a more comprehensive health dialogue held on a regular basis with candidate countries, potential candidates and European Neighbourhood Policy (ENP) countries, also working via regional groupings where they exist. The EU also plays a key role in the intergovernmental discussions on issues that affect health globally, such as access to medicines (the EU accounts for a large share of global R&D and patent-holders’ production and a significant share of generic production) and the availability of human resources for health (with internal imbalances within the EU and, collectively, a large share of the destinations for health workers from developing countries). This ties in with the WHO-led debates on public health, innovation and intellectual property
 and the World Health Assembly’s
 call on countries to consider establishment of mechanisms to mitigate the adverse impact on developing countries of the loss of health personnel via migration.
In the context of the enlargement policy, the Commission helps legal alignment with the acquis in the area of public health in the candidates and potential candidates
, and supports and monitors the implementation and effective enforcement of national legislation through various instruments of pre-accession strategy. It also monitors the public health situation in these countries.

The EU has also been a strong player in the response to global health threats and has been participating in the G7+ Global Health Security Initiative. It supports full implementation of the International Health Regulations (IHR) within the EU and is promoting implementation of the IHR outside the EU, together with the objective of reinforcing global responsiveness. In this respect, the European Centre for Disease Prevention and Control (ECDC) in Stockholm
 is playing a growing international role in monitoring, assessing and responding to health threats posed by communicable diseases. Related to health threats, the EU, as the world’s largest food importer, is promoting high levels of food safety, animal and plant health along with product safety at multilateral level, with a view to facilitating trade under safe conditions and improving the contribution made by these policy areas to overall health protection.

2.2.3. Global health research

Health research features prominently in the EU Framework Programmes (FPs), the main instrument for funding research at European level. One of the objectives of EU international cooperation under the FP is to address specific problems facing non-EU countries or with a global dimension. In the area of health research, particular emphasis has been placed on poverty-related diseases, neglected infectious diseases and health systems research, particularly in Africa (the continent worst-off in terms of health indicators and progress towards the MDGs). EU-funded research activity can make a major contribution to development and universal access to basic health services. This was recognised by the EU in the 2009 report on policy coherence for development
.  

However, although the FP is supporting innovation by means of investigator-led research projects in consortia linking institutions and countries, it does not necessarily have the appropriate mechanisms to facilitate long-term international product development programmes that require sustained and flexible funding. Therefore, other mechanisms have been developed, for example collaborative research with developing countries in the European and Developing Countries Clinical Trials Partnership (EDCTP). The EDCTP has a remit to develop both therapeutic and preventive technologies to combat HIV/AIDS, TB and malaria and also to engage communities and partner countries in product development partnerships, capacity-building and health research policy dialogue
, an agenda far exceeding the resources it currently has available. The EU is only one of many global players involved and private ventures (notably the Bill and Melinda Gates Foundation) are playing an increasing role. 

The current focus on poverty-related diseases (HIV/AIDS, malaria and TB) should not relieve the international community of its responsibility to seek treatments and cures for currently neglected diseases. Research must also seek to develop solid and comprehensive national health strategies to ensure access to the treatments and cures developed.
Question 3: Do you consider the health-related MDGs a sufficient framework for a global health approach? If not, what else should also be considered?

Question 4: In your opinion, which are the main strengths and weaknesses of the current EU policy on health and development cooperation, and which dimensions should be given greater attention in order to face the challenges ahead? 

Question 5: Could you identify health problems that have been neglected by the EU and international health research agenda and propose the best means to support innovation to address them, especially in low- and middle-income countries? 

2.3. The EU added value

The EU needs to act in coordination with the rest of the world in order to generate greater coherence and impact on a global scale. EU Member States are gradually recognising the need for a strategic course, policy coherence and common values on global health. A stronger EU commitment would guarantee multifaceted support for multilateral organisations and for countries receiving development assistance. The European Commission has a key role to play in this process. 

Three main aspects explain why the role of the EU in global health should be strengthened:

1. EU Member States and the European Commission are collectively the world’s leading trading bloc, importer of food and donor of development and humanitarian assistance;
2. The increased importance of public health in the new Treaty;
3. Health research has come a long way in the EU, offering a broad spectrum of centres of excellence in training and research.
The EU should press ahead with championing globally the same overarching values on which all EU health systems are based (as defined by the Council in 2006): universality, access to good quality care, equity and solidarity. These values should underlie the principles applied in bilateral and regional relations with non-EU countries, while respecting ownership based on inclusive leadership and democratic governance.

The objectives of the proposed Communication are: to set out the present global situation and challenges regarding global health; to examine the present EU role; to determine the EU’s potential for enhancing its added value on the global scene; and to promote the European social model for global health and the principles of working in partnership. The Communication should also identify guiding principles, priority areas for action and coordinating mechanisms for an enhanced cross-sectoral and collective EU ‘vision, voice and action’.

3. The main global health challenges today

3.1. Limited access to basic health care services and slow progress towards health MDGs

The report by the WHO Commission on social determinants of health
 provides evidence of wide disparities in health between and within countries. Poor nutrition, unsafe water and sanitation, unsafe sexual relations, household and workplace conditions, poverty, exclusion (a strong factor in women’s inequality) and poor education are the main causes of ill health. Health disparities correlate, not surprisingly, with developmental inequalities and the poverty gap
.
At least 20 million people die prematurely (half of them before the age of five) in developing countries every year for lack of adequate access to basic health care. They die from causes preventable or treatable at a cost of only €20 to €30 per person per year. Some fifty developing countries have to get by on public budgets below this threshold. There is wide scope for increasing existing or potential domestic revenue in developing countries which could and should give priority to health-related investment and services. Yet, even with an increased share of public revenue, at least thirty countries would need external support if they are to have any chance of addressing their citizens’ right to equitable basic health care. International aid for health has tripled over the last decade, leading to broader coverage by services such as childhood vaccines and AIDS treatment. However, overall, health aid has been fragmented and volatile and has not always led to improved public spending that would strengthen the capacity of health systems as such. 

When public funding and pooling systems are low and weak, financing of health care is left to individuals’ expenditure out of their own pocket, which has a detrimental impact on many. More than 100 million people in developing countries alone fall into poverty each year due to low economic access and paying for health care at a cost which is catastrophic for their limited incomes. 

Besides the loss of health and life itself, poor health has serious consequences for the economy today (because of the disease burden on the active population), limits the prospects for future development (because the ill health of children undermines their education and skill acquisition), reduces social cohesion (because of health inequalities) and has an impact on security and stability (because communities affected by ill health mistrust governments and institutions unwilling or unable to guarantee their citizens’ basic right to health care).

Chronic poor health and low access to health services, combined with the effects of climate change and the food and financial crises, have a direct effect on the increasing humanitarian crises. Natural disasters and political and social upheavals affect over 40 countries, leaving a combined population of more than 1.3 billion facing emergencies and humanitarian crises. Around 25 million internally displaced people and more than nine million refugees worldwide lack the most basic health care. In acute or prolonged emergencies, the health system often collapses, leaving local and national infrastructure unable to meet basic health needs. In these contexts, emerging and re-emerging health threats are more frequent and have a greater impact. Humanitarian health action can go some way towards addressing such health threats, but greater linkage with stronger pre- and post-crisis health assistance would be more effective.

There is a need to increase the coordination, levels, predictability and effectiveness of domestic and international health financing. This needs to reflect democratic and evidence-based prioritisation of national strategies aimed at universal coverage by basic health services. Information and communication technologies can support global health by providing wider access to medical knowledge and data
. Health ODA (overseas development assistance) needs greater alignment, linked to an evidence-based and participatory health sector dialogue. The EU has clear opportunities within its ODA commitments, the division of labour, the Paris and Accra commitments and the need for a more effective and coordinated health sector dialogue.

Question 6: Do you think that ODA commitments for health should increase, and how do you think that other sources of financing could contribute to addressing global health and universal access? 

Question 7: How do you think fragmentation of aid for health could be reduced, with a view to increasing aid effectiveness and preventing detrimental health spending?

Question 8: In the context of aid effectiveness and alignment of financing to national priorities, what can be done to make sure that adequate attention is paid to health priorities and to strengthening health systems?

Question 9: What are your suggestions for striking the right balance between addressing health priorities and providing support for developing health systems? 

Question 10: What are the main opportunities for increasing the level and enhancing the effectiveness of health aid from the EU? 

Question 11: In your opinion, what are the links between health, governance, democracy, stability and security and how could the right to health be put into operation? 

Question 12: What impact will the global crisis (climate change, food prices and economic downturn) have on global health and what could be done to help mitigate their ill effects? 

Question 13: What should be the role of civil society in the health sector, at national and local levels?

3.2. Inadequate response to the challenges which globalisation poses to health
Besides the correlation between ill health and poor economies with weak public financing and services, the effects of globalisation are increasingly affecting the health of every country. On the one hand, global knowledge is fuelled and shared by the exponential growth of communication and digital information, bringing progress in knowledge and tools leading to better health. On the other, the increasing flows of people, goods and potential health risks (infectious agents and toxic substances) create opportunities but also threats to every country. The net effects of globalisation are often negative on poor economies and countries with weaker institutions, thereby widening the global health inequities.
3.2.1. Health workers’ migration and brain drain

Migration has both a direct and an indirect impact on health. Some 200 million people live in a country other than the one in which they were born. One third of them moved from a developing to a developed country. A disproportionate share of workers moving to developed countries are university-educated. The better working and living conditions, combined with the shrinking skilled workforce in developed countries, are leading to a growing brain drain from the public to the private sector — including NGOs and international agencies — from rural to urban areas and from developing to developed countries. 
The crisis in human resources for health is global, with 75 countries having fewer than 2.5 health workers per 1 000 population, which is the minimum necessary to deliver basic health services, such as 80 % immunisation coverage. Sub-Saharan Africa is the region facing the greatest shortage. Despite numerous bilateral and regional agreements, the pull effect of widening economic gaps is continuing to drain knowledge, skills and social commitment away from developing countries. 
In 2006 the EU adopted a policy and action programme
 to tackle the critical shortage of health workers in developing countries. At the same time, it is beginning to explore options for action to produce and manage its own health workforce (the Green Paper on the European workforce for health adopted in 2008
), as it too is suffering from an internal and external brain drain. The EU is the biggest sender of health professionals to the USA. Various Member States are finding it increasingly difficult to attract health professionals to under-served areas and sectors. But in tackling its own health system challenges, the EU must face up to the challenge of ensuring the coherence of its internal and external policies. It must tackle its own health system challenges in a way that has no negative impact on the capacity of health systems in non-EU countries. EU health systems would equally benefit from sharing learning with classic sending countries on how to retain health staff in under-served settings.

The WHO-led work on a code of conduct for international recruitment of health personnel offers a framework within which the EU can play a significant role and work towards delivering on its own commitment to adopt a set of principles to guide recruitment from developing countries. The EU and other regions should share best practice, particularly on understanding the scale, relevance and directions of health professional mobility, the reasons behind it, its possible implications and the best ways to respond to it.
3.2.2. Access to medicines

The growing levels and liberalisation of international trade in goods and services have a direct effect on access to basic medicines and commodities in developing countries. In particular, GATS (General Agreement on Trade in Services) negotiations have the potential to limit the effectiveness of health care delivery if they are geared too much to disease control, thereby limiting patients’ opportunities to receive comprehensive care for other, equally threatening, conditions. Developing countries account for more than 80 % of the world’s population, but for only about 10 % of global sales of medicines (totalling over €600 billion). The market alone, and the incentives that propel it such as patent protection, cannot address (by means of research, development and affordability) the health needs of developing countries by themselves. 
During the decade now drawing to an end, the TRIPS Agreement (on the trade-related aspects of intellectual property rights) has provided an appropriate framework, in particular due to the flexibility it offers, to allow access to medicines for developing countries. Generic competition has significantly cut the price of antiretroviral combination therapies in developing countries (20-fold decrease). There is no reason for this trend to stop, even though countries like India, which is the main source of generic medicines, have been under an obligation to implement patent product provisions of the TRIPS Agreement since 2005. New challenges are likely to appear in the years ahead, as least developed countries will also need to apply the pharmaceutical-related provisions of the TRIPS Agreement by 2016. Another global challenge is the growing number of bilateral and free trade agreements. The Commission makes sure that nothing in the agreements it is negotiating will affect access to medicines, in particular for the poor and least-developed countries. 

The WHO Global Strategy and Plan of Action for Public Health, Innovation and Intellectual Property provides a framework in the TRIPS Agreement by promoting access to medicines while also promoting innovation.

3.2.3. Vulnerability and response to global health threats

The exponential increase in international travel, migration and trade, together with other factors such as climate change, is adding to the risk of emergence or re-emergence of international disease threats (epidemics and antimicrobial resistance) and other global health risks. There is wide recognition of the need to prevent, predict, detect and react to the international spread of disease. These challenges are addressed by the WHO’s global alert and response system. The major disease control programmes and the frameworks for screening and controlling food and environmental safety are key components of the global and national health security strategies. 
Over the last decade, the threats of both SARS and avian flu pandemics have mobilised resources and coordination systems. As a result, the world today is better equipped for data collection, analysis and communication than ever before. During the next decade Europe has an opportunity to maximise the contribution made by its collective resources and capacity (including the growing role of the ECDC) to combating the global health security challenges. The response to health threats requires a global coordination mechanism which the WHO should lead effectively and also needs to be equitable. 
The 2007 International Health Regulations – a legally binding agreement between 194 States – lay the foundation for coordinating management of public health emergencies of international concern. However, developing countries face limitations as they strive to improve their surveillance and response capacity so that they will be operational by 2012. The structural problems are very similar to those mentioned in connection with the challenges facing overall health systems. At global level, the present H1N1 flu threat, in which almost all the production capacity is fully booked by wealthier countries, is a clear example where a global governance framework promoting equity should overrule market dynamics.

To sum up, the brain drain and poor access to comprehensive care and medicines are further widening the global health gaps and undermining the response to global health threats. Clear global frameworks have been established, or are starting to be, or have been developed to address this challenge in which the EU can and should play a major role while also increasing the coherence of its internal and external policies and action on global health.

3.2.4. Global health governance

The interdependence produced by globalisation has turned health into an increasingly important challenge and responsibility for foreign policy and governance at all levels. Whereas the UN and its specialised agencies should formally lead on global health, there is a risk that, even with the best intent, non-inclusive initiatives (there are over 140 global health initiatives at present) could undermine democratic governance and the effectiveness of responses to the challenges posed by growing interdependence. 
There is therefore an urgent need to find shared values and approaches in the area of global health that would be embodied in relations between countries. Recognition of the need for policy coherence, strategic direction and a common value base in global health is beginning to emerge at the level of nation States. A few European countries are beginning to address global health more consistently at national level by mapping many global health activities across all government departments, establishing new mechanisms for coordination within government and developing a ‘national global health strategy’, frequently on the initiative of the international departments in the Ministries of Health. The financial crisis has also pushed foreign security policy-makers to set a clear agenda for moving at least global health security higher up the foreign policy agenda. But foreign policy and global health are not only relevant to national health security and development.
Health and foreign policy are also crucial for alliances, for reputation and for trade issues. In all these areas, health and governance are intrinsically entwined. 

Foreign policy, for instance, has a significant impact on development cooperation, but the same is true for the influence of development on foreign policy. 
The objectives at EU level are, pursuing a multilateral approach, to build strategic alliances and collaborate effectively with global health partners, to enhance the EU’s role and effectiveness in global health and to contribute to shaping the global health agenda. In order to achieve these objectives, the Community and Member States will need to examine how to reduce the fragmentation and increase the coordination and coherence between their existing activities. In this context, a more strategic partnership should be developed with the WHO at both global (WHO HQ) and European (WHO EURO) levels to ensure synergies and policy coherence.

Question 14: Which action do you think the EU should take to stem the brain drain of health workers, while respecting their freedom of movement? 

Question 15: What role do you see for new technologies (including telemedicine) in enabling developing countries to provide access to care even in remote areas and to allow better sharing of knowledge and expertise between health professionals, and how can the EU support this?

Question 16: What are the keys to ensuring equitable access to medicine and how could the EU help to do more on this, including by supporting innovation and management of intellectual property rights?

3.3. Low level and equity of investment in global health research

In a changing world with growing inequities and health threats, there is an even greater need for more research addressing the health needs of poor populations, including those diseases which disproportionately undermine their health and livelihoods. This research must be translated into effective policies and action. 

Twenty years ago, the Commission on Health Research for Development found that only 5 % of the total funds were spent on research addressing the problems facing developing countries, which were bearing 93 % of the global burden of disease. It called for an increase in international support for health research (setting targets of 2 % of national health expenditure and 5 % of international health ODA) and for more effective coordination and compliance with the principles of ‘essential national health research’ (ENHR) addressing ownership, participation and the pertinence of health research (the ‘Alma-Ata’ of health research). 
In the current decade resources for health research and innovation have increased considerably (more than five-fold since 1986 to €150 billion/year), coinciding with increased interest by new players (philanthropists, public-private partnerships and product development partnerships
)). These positive developments have led to diversification but also fragmentation of research funding, raising the issues of critical mass, thematic overlap and the accountability and transparency of the individual bodies and organisations funding research relevant to global health.

Investment in research remains necessary, but the results must reach low-income countries as well. Local ownership, training and retention of human resources for research are crucial. Over half of global health research is financed by the private sector and this area is expanding faster. The deficits surrounding health research mirror those in health care provision: volume, equity, ownership and the link between the two as regards evidence-based decision-making. 

As regards the levels of health research in developing countries, very few countries have progressed towards the 2 % target. Overall there is still a 90/10 gap, while health disparities between and within countries are widening. North-South research partnerships must be designed in an equitable fashion and funding needs to be sustained beyond the often short-term investment in a research project. 
Health research agendas are often dominated by basic science to develop new treatments. However, it has been shown that increased research on delivery and use of such treatments can be far more effective
. Greater attention to implementation science and health services research is therefore warranted. 

While over 40 % of health ODA takes the form of ‘technical assistance’, it is not always based on current research and the best evidence available. Policy-makers and researchers must make continuous efforts to transmit and translate research findings into evidence-based decisions. Evidence-based policies can only be grounded in country-led research and learning that can be backed up by global support. This requires domestic leadership and sustained investment in local capacity-building for analysis and learning, robust systems for monitoring and evaluation, and better direct access for country-based researchers to funding opportunities. This will allow design and management of health systems that offer universal and equitable access with the necessary inputs (financing, HR, supplies, IT, governance, etc.) that are based on the best evidence available and respond to local needs and realities. 

Participatory and action-led health systems research in line with the ENHR principles should be supported. As with access to medicines, the WHO Global Strategy and Plan of Action for Public Health, Innovation and Intellectual Property provides the framework.

3.3.1. The challenge of global public goods

Besides the challenges of health research itself, the agenda on ‘global public goods for health’ (GPGH) is stagnant. Many definitions and consequent priorities have been suggested. The underlying argument is that investment in GPGH, either globally or with a focus on developing countries if required, offers a direct return and benefits for the developed world as well. The clearest example is eradication of a disease (e.g. polio, by a vaccine), which will bring global and generational gains. In a related sequence, development of new and improved drugs, vaccines, diagnostics, microbicides and tools for disease control or prevention (e.g. an AIDS vaccine) or detection or development of basic knowledge of a priority global health problem (e.g. Alzheimer’s pathogenesis) would deserve concerted global attention and financing in addition to development funds. Other proposed global public goods include the international legislation on health and trade (see section 2.2.2) and provision of health systems as access goods.

Creating a common framework for health systems research (research methods to assess strengths and weaknesses of health service intervention and factors influencing them) that can be applied equally in low-resource settings could be one such global public (access) good. The EU could be in the best position to help create such a framework, building on the ongoing comparative analysis of and joint learning from the different health systems in the EU that are all based on the common principles of universality, equity and solidarity.

To sum up, global health research lacks equity, to the detriment of the health challenges facing developing countries. A strategic analysis parallel to the analysis of the challenges facing health systems in developing countries can be applied to global health research. It will require higher levels of health research from and for developing countries (both in bio-medical fields and on organisation of health care systems and policies), greater equity and pertinence, improved ownership and participation and a more structured and effective link with evidence-based decision-making. The goals of harmonisation and alignment must be applied equally to global health research, where the funding is currently fragmented. To complement these principles, the agenda on global public goods for health offers solid arguments for global investment in the advance of humanity in the health sector, beyond and in addition to development and research efforts. In the EU, the new partnership for international S&T cooperation
 could play an important role in helping to coordinate the many separate research and development activities undertaken by the European Community and Member States.

Question 17: What could the EU do to improve the research funding for global health?
Question 18: How, in your opinion, could the EU research funding effectively address the systemic weaknesses of health systems worldwide?

Question 19: How do you think national capacity and local scientists in low-income countries could be empowered to conduct research relevant to their countries’ priorities?

Question 20: Which kinds of global public goods for health should be given priority and how should they be financed and managed? 

4. Main policy objectives

The objective of this consultation is to identify the global situation and challenges and the present EU role and potential added value on the global scene and to promote the European social model for global health. This will allow identification of guiding principles, of priority areas for action and of coordinating mechanisms for enhanced cross-sectoral and collective EU leadership.
In this context, the main principles which could apply to all internal and external EU action related to global health would be based on the common values that underpin all health systems in the European Union
 and include:

1. Subsidiarity and local ownership: The EU will continue to promote good governance with participatory and democratic processes to enable national and local decision-makers to take the most effective and evidence-based decisions when they reform their country’s health system.

2. Equitable and universal access to good quality health care: Everyone in every country should be able to benefit from health care and innovations in medical sciences. EU policies should give priority to populations at greater risk and with lower resources to access quality health care. The EU social model could be a model for universal coverage of basic health care, responding to the priority health needs of every citizen in the world.
3. Solidarity: The health needs of all citizens in the world need to be taken into account when formulating EU policies related to health. In order to address the present equity challenges effectively, the EU will maximise its potential solidarity and its cohesion and external aid procedures to address internal and international health challenges. The EU, as the world’s leading donor, will make every effort to comply with its ODA commitments, including paying the appropriate attention to health.

4. Evidence-based policies for health: The EU will support the research necessary for managing and delivering effective health care. It will also ensure that global health policies are based on sound evidence. Learning from experience in other parts of the world will help to improve the health of Europeans as well. 

5. Coherence: The above-mentioned principles should apply to all EU policies which directly or indirectly affect health in the EU and non-EU countries. The main policies which will require special attention are development (of local capacity), mobility (mitigation of the effects of brain drain), trade (ensuring access to essential medicines for the poor) and research (equity of priorities on global health research and development of new medicines and measures).

The main priority areas include the need to:

1. Increase fair access with a view to universal coverage of basic health care: Partner countries’ strategies and efforts need to enhance access to basic health care. The EU is playing a major role in complementing those efforts and leading health support in emergencies. There is a need to increase the collective EU levels of ODA (linked with the EU Agenda for Action on MDGs and the prospects beyond 2010 and the existing commitments on ODA: 0.7 % of GNI), to address the geographical distribution of health ODA (linked to the need to apply the division of labour to key sectors, such as health) and to ensure the continuum of health support and delivery of services in fragile contexts. In parallel, EU health ODA is highly fragmented and its level of alignment needs to be increased (in line with the commitments given in Paris and Accra) behind comprehensive national health strategies, based on coordinated and effective health policy dialogue (as recommended by the Court of Auditors). At the same time, the European Commission will update health and development guidelines in order further to support the EU’s collective capacity and voice in the health sector dialogue and to work with Member States on developing innovative approaches to strengthen the EU’s competence and capacity for health policy dialogue.

2. Improve the EU’s coherence and enhance the EU role in global health: The EU’s internal policies and action on migration of health workers, trade and access to medicines and the response to global health threats need to be coherent with the EU Consensus on Development and the overarching EU principles on global health outlined in the Framework Communication. Such coherence will enhance the EU’s role and voice in the global frameworks already established, or starting to be, or being developed in these areas. 

3. Strengthen joint learning through global health research: In parallel and coordinated with the challenges and priorities for EU health ODA, global health research requires more (bio-medical and public health) research from and for developing countries, greater equity and pertinence to the priorities in developing countries, improved ownership of the national institutions and participation by civil society and a more structured and effective link with evidence-based decision-making, closely linked to the EU challenge of enhanced bilateral and multilateral dialogue on health sector policy. The global research funding arrangements need to be better harmonised and aligned and attention needs to be paid, at international level, to the challenge of global public goods for health, including global investment in health, beyond and in addition to development and research efforts.
Question 21: Which do you think are the priority areas for coherence on global health policies, and how should they be addressed?

Question 22: How could the legitimacy and efficiency of the present global health governance be improved and which role should the EU play in this?

Question 23: Do you think a definition of a universal minimum health service package would facilitate a rights approach and progress towards more equitable coverage of services? If so, how could such a universal minimum standard be defined?

Question 24: What, in your opinion, should be the main principles guiding equitable social protection for health?

Question 25: Which fair financing principles and mechanisms should apply to health system financing to ensure equitable and universal coverage of basic health care?

Question 26: What is the role of civil society in global and national health governance and how can potential conflicts of interest between advocacy and service provision be avoided?

Question 27: What, in your view, is the main added value offered by the EU in the field of global health? 

Question 28: Do you think that an EU social model could inspire global health equity?
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