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Access to Medicines in Europe in times of Austerity


There are two main elements determining whether or not a person can obtain a particular medicine. The first element – access – asks “if that drug exists, can a person have it?” Access is, in turn, determined by matters related to affordability and availability of a given drug. In times of financial constraint, happening against a backdrop of an ageing population and increasing prevalence of non-communicable diseases, governments are struggling to foot the medicines bill. According to preliminary reports
  health system reforms in the context of the financial crisis are leading to decreased availability
 and increased price of medicines and increased out of pocket expenditure
. 

The second element –innovation- refers to whether or not that medicine exists. Has a medicine for a particular condition been developed? What mechanisms will ensure that innovation serves the needs of people and at what cost?
The Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health applied human rights principles to Research and Development (R&D) in a report to the Human Rights Council in 2008. Among other things he concluded: “The right to the highest attainable standard of health encompasses an obligation on the State to generate health research and development that addresses, for example, the health needs of disadvantaged individuals, communities and populations. Health research and development includes classical medical research into drugs, vaccines and diagnostics, as well as operational or implementation research into the social, economic, cultural, political and policy issues that determine access to medical care and the effectiveness of public health interventions.”


Affordability
After public financing, the main source of funding for health expenditure in the EU is out-of-pocket payments. The economic crisis has had an effect on the mix of public and private health financing as public spending has been contained or cut in many countries severely affected by the recession
. It has also impacted the regulatory framework in the pharmaceutical sector in Europe
. 

On average, public pharmaceutical expenditure in the out-patient sector has increased in EU countries by 76 % between 2000 and 2009 with a growth of 79% in the EU-15 (i.e. EU Member States before 2004 – in general, high income countries in Western, Northern and Southern Europe) and 71% in the EU-12 (i.e. “new” EU Member States which acceded on or after May 2004 to the EU; mainly Central and Eastern European countries)
.  The rate of increase is likely to slow down as a consequence of the austerity budgets
 (See for instance the Spanish case below)
In the EU, around 60% of total pharmaceutical spending is public spending. It is predominately private in Bulgaria, Estonia, Italy, Cyprus, Latvia, Lithuania, Poland and Romania
.  Public and private outpatient pharmaceutical spending accounts for roughly 16% of total expenditure on health care and 1.6% of GDP
. Public expenditure alone represents about 1.1% of GDP
. In the context of the current economic crisis combined with the budgetary impact of an ageing population, public healthcare payers in the EU are increasingly interested in policies supporting the rational use of medicinal products and measures to contain costs in pharmaceutical budgets.   There are indications, however, that, in some cases, access to medicines is being compromised. Patient organisations in Europe have noted that rationing of existing treatments; the increase in percentage of private co-payment of medicines; and the decreasing percentage of eligible beneficiaries for government co-payment, which in turn, boosts out of pocket expenditure. (See case study)
As far as  the regulatory framework is concerned, while marketing authorisation has been harmonised in the EU10, pharmaceutical pricing and reimbursement remains a Member State competence. A key provision which all EU Member States have to comply with is the Transparency in Medicines Pricing Directive, which aims at guaranteeing pricing and reimbursement decisions to be taken in a transparent way within specific time-frames.
Pharmaceutical Policies Adopted by MS in response to the crisis

“The decision to pay for a medicine with public money should be transparent, based on relevant criteria – including cost-effectiveness - and the decisions should be revisable. Price controls, such as external and internal reference pricing, may contain costs. However, they should ideally be supplemented by measures to control the volume of consumption, as price reductions are often out-balanced by volume growth. Volume controls relate to improving the prescription behaviour of physicians by means of guidelines, monitoring and prescription (preferably by active substance) of less expensive alternative medicines, obliging pharmacies to operate generic substitution” 

Policies that aim to promote the rational use of pharmaceuticals include pricing, reimbursement, market-entry and expenditure control and are targeted at specific agents such as the distributors, health professionals and patients. According to a pharmaceutical policy analysis undertaken by Vogler et al. 2011, the highest number of measures affecting the pharmaceutical sector in response to the crisis was implemented in the Baltic States, Greece, Spain, Portugal and Iceland. The following policy interventions were identified by the authors as the most popular in the EU 27
:  
I.Price reductions of pharmaceuticals. 
Direct product price control is one of the most common forms of pharmaceutical cost-containment. It can be achieved through legislation. In the past, most countries based the price on the cost of production with a profit margin plus supply chain charges (cost-plus method), or a comparison with the cost of similar existing treatments (internal reference pricing) to set prices. Internal reference pricing (IRP) typically means determining the maximum price for generics and the maximum reimbursement rate for each medicine. At least 20 EU Member States apply IRP. The rationale for setting maximum prices is to generate or reinforce competition in pharmaceutical markets. In general, the maximum price for generics is defined as a percentage of the originator's price. A condition for IRP is to have therapeutically interchangeable medicines, often generics, available on the market. As to the impact of internal reference pricing, it has been reported to generate savings for third party payers due to an increase in co-payment, price reductions and reduced use of pharmaceuticals
.IRP was found to have increased out-of-pocket expenses and generating some supply problems. 
II.Change in copayments, which constituted usually but not always an increase in cost for the patients (a total of 13 measures in nine countries, thereof increases in the prescription fee and higher co-payment due to the lower reimbursement rates). Patients use less of both essential and non-essential pharmaceuticals because of changes in cost-sharing
,
 and it may also reduce medication adherence, leading to worse health outcomes
. Cost-sharing may also increase the prices of pharmaceuticals, as it increases the funding sources for consumption through additional private resources
.
Draw backs of co-payments:
A study from the European Parliament’s Committee on Environment, Public Health and Food Safety, highlights further the setbacks of co-payments: 
 “The introduction of co-payments may reduce demand for health services, while pharmaceutical co-payments may reduce the demand for essential drugs, and even more so for discretionary or symptomatic drugs”
. The same studies found that cost-sharing systems reduce the demand disproportionately amongst the poor. Evidence on the likely impact of co-payments on affordability from an EU perspective is scarce, but there are indications that it exists. A recent WHO study suggests that high co-payments are restricting drug affordability and availability
 Specifically, effective prescription-only medicines (POM) co-payments in Estonia seem to be higher (43%) than in most other EU Member States and are posing an affordability barrier; the majority of medicines dispensed are subject to some form of co-insurance and about 50% of all prescriptions dispensed are subject to a 50% co-insurance. Treatments for a number of chronic diseases are subject to a 25% co-insurance (75% coverage), whereas differential co-payments also exist depending on the provider visited (whether the patient visits a GP or a specialist)
. The use of co-payments as a cost-containment method remains an issue of debate considering its potential influence on affordability and thus access to pharmaceuticals, especially for vulnerable populations.”
II.Generic promotion measures (e.g. making indicative INN prescribing mandatory, public awareness-raising campaigns)
IV.Increases in the value-added tax (VAT) rates on medicines (in seven countries, with Greece raising its VAT twice during 2010 and then reducing again in 2011) and changes in the payment schemes for the distributors (nine countries) are two other strategies. It is worth noting that some countries (e.g. Spain) increased the standard VAT rate, but normally this had no impact on medicines (except UK: standard rate is applied for OTC medicines), since usually lower VAT rates apply specifically to medicines. There were decreases in the wholesale margins in Greece and Italy. However, Spain, Portugal, and Italy increased the pharmacy margin, or parts of it for the expensive price segment.
V.External price referencing (i.e. comparing to medicines prices in other countries as basis for a pricing and/ or reimbursement decision), has been introduced in two countries (Malta, Germany – under specific circumstances, only applicable from 2012 on). Another four European countries extended their already existing external price referencing system, to reference more countries, but also changed the methodology for calculation obtaining a lower price.” 
VI.Health Technology assessment.   HTA is a tool that can help close the current gap in publicly available, scientifically based comparative information on the effectiveness of pharmaceuticals and other health interventions. Decisions on base coverage and pricing can be made on evidence of value, thereby facilitating access to and public and private investment in the most valued new pharmaceuticals and technologies (Sorenson 2010). It can be used for cost-containment by excluding those pharmaceuticals from reimbursement which offer no or insufficient value for money. HTA may also create a better link between coverage and pricing decisions, as the added value of a medicine is assessed for specific groups of patients targeted by the product. Already introduced on-patent pharmaceuticals could consider HTA to revise reimbursement decisions systematically in the light of new evidence. 
VII. Other mechanisms used to regulate drug costs: According to Vogler et al. 2011, “In the new millennium some policy intervention proved successful in terms of cost-containment for public payers, and this was achieved without an increase of the out-of pocket payments
. This was mainly due to more rational use of medicines, including greater application of instruments of health economics including HTA and a rational selection process for reimbursement in which reference price systems increasingly play a role.
	Draw-backs for the value of HTA: The Case of Poland

In practice, the HTA decision-making process can be opaque and (Le Polain et al. 2011) the roles of different stakeholders, evaluation criteria, methods choices and decisions of the assessment and appraisal process  are often not explicitly defined. 
Recent research from the University of Cambridge found that an increasing number of drugs were being recommended for reimbursement in Poland, even though more than 50% of them were not deemed cost-effective at their current pricing. The study argues that "through direct and indirect methods, many of which remain hidden from public view", some of the world’s biggest pharmaceutical companies, as well as politicians, are exercising influence over the drug evaluation programme in Poland, which is overseen by the Polish Agency for Health Technology Assessment (AHTAPol)
.

Furthermore, the AHTAPol found that for drugs positively recommended, the evidence supporting their cost-effectiveness was “not credible” in more than 25% of the cases, and was missing or lacking in more than 50% of the cases. One interviewee, an AHTAPol official, said: “Sometimes there is political pressure on certain decisions, say, from various patient groups (often backed or created by the pharmaceutical companies) which accessed some places or organised media campaigns.” 

This could be prevented through broader use of professional codes of conduct for experts performing HTA, and comprehensive disclosure and management of experts’ conflicts of interest and "well-defined institutional separation between HTA and political decision-makers.”



VII.A more rational use of medicines
	Case Study: Responsible use of medicines in Holland

The WHO and the IMS Institute were requested by the Dutch Health Ministry to identify priority areas for supporting more responsible use of medicines. In its response, a WHO report estimates that more than half of medicines are not taken correctly because they may be prescribed, dispensed or sold inappropriately, and patients may take them incorrectly. This is in addition to those patients who do not receive the right medicine - or any medicine - in a timely manner.  The report states that half a trillion dollars a year in global health spending (8% of total annual health expenditures worldwide) can be avoided if health system stakeholders use medicines more responsibly and align their capabilities, resources and activities more strongly. 

The IMS Institute report highlights six specific levers of opportunity to improve the use of medicines, namely: increasing patient adherence; ensuring timely medicine use; optimising antibiotic use; preventing medication errors; using low-cost generics where available; and managing polypharmacy. 
The report includes five recommendations to drive improvements: support a greater role for pharmacists in medicines management; invest in medical audits that focus on elderly patients; implement mandatory reporting of antibiotic use; encourage a 'no blame' culture toward error reporting; and support targeted disease management programmes for prevalent, no communicable diseases.

The report makes the following six strategic recommendations:

- develop and mandate a List of Essential Medicines at the national level to inform reimbursement decisions and ensure access to essential medicines

- invest to ensure national medicines procurement and supply systems are efficient and reliable to support the responsible use of medicines;

- promote a shift in focus to early screening and accurate diagnosis to guide/inform medicines prescribing and avoid overuse, underuse and misuse of medicines

- facilitate the implementation of evidence-based treatment guidelines. Remove regulatory or administrative barriers, where they exist, and directly target all key stakeholders - prescribers, dispensers and patients

- promote initiatives that put patients at the centre of treatment, in order to maximise adherence to therapy; and

- monitor medicine use, from purchase to health outcome, to evaluate the real-world efficacy of treatment and guide evidence-based policymaking


VII. Additional Proposals:
Public Procurement at the national and international level. If European countries could buy medicines as a group, their bargaining power could increase as a result. Some argue that this would not be in line with Article 168(7) of the Treaty on the Functioning of the European Union, pharmaceutical pricing, reimbursement policies, and the organisation of health systems is a competence of the Member States.  At the same time, EU legislation on serious cross-border threats to health introduced a mechanism to allow for willing Member States to purchase vaccines jointly, thus enabling more equitable access to vaccines at a better price. This follows the European Parliament in its resolution of 8 March 2011
 and the Council in its Conclusions of 13 September 2010
 that called for a common procedure for the joint, on a voluntary basis, to benefit from group purchases.

Further proposals, such as positive/negative lists or discounts/rebates, payback and claw back policies: controlling excess spending, risk-sharing arrangements; public tendering: increasingly applied in the outpatient sector, are also being discussed but are out of the scope of this briefing document.
Availability

Changes to pharmaceutical policy have had an impact on medicines availability. At the beginning of 2012, the Pharmaceutical Group of the European Union conducted a survey among its members, national community pharmacy associations on the extent of medicine shortages in the EU. According to the survey results, although some countries are more affected than others, medicine shortages on a broad range of medicines have been reported by all respondents to the survey and the problem is increasing. The survey suggests that the prevalence of medicine shortages has increased in the past year- just in the UK over 1 million branded medicine supply failures occur each year. (PGEU Statement on Medicine Shortages in European Community Pharmacies)

	Access to medicines in Spain, a case study:

With 17 autonomous communities with different health policies, Spain has a wide-range of pharmaceutical policies that depict different scenarios in a single country. The country implemented policies around four major axis in order to reduce its pharmaceutics bill: 1.) Increase diligence in market entry and use of generics, 2.) Increases in co-payments, 3.) Exclusion of certain medicines from public coverage, and 4. Exclusion of certain groups from coverage.

1. Increase diligence in market entry and use of generics

Spain introduced two emergency laws in March and May 2010 that cut the price of generics by 30%, while original medicines and orphan medicines were discounted by 7.5% and 4% respectively on the pharmacy retail price. The reductions were borne by industry, wholesale and pharmacies together, were implemented instead of price cuts. Spain also instituted procedural changes in the internal reference price system and external price referencing, allowing lower prices and aligning the laws with existing practice
.
As part of the austerity measures in the health budgets, purchasing mechanisms have also suffered changes. For example, in Andalusia and Galicia, when a patient fills a prescription with the active ingredient of the drug, the pharmacist must sell the cheapest medicine among those that have the lowest price. This has led to stock outs. What is more, the least expensive substance may vary every month, as the buying procedure is negotiated monthly. This results in patients having to change medication in function of the current lowest price. Some health professionals have signalled that this might compromise treatment adherence especially among the elderly.

2.Increased co-payments

Prior to the cuts Spain had in place a co-payment system whereby the patient would pay for 40% of the value of the drugs prescribed by their GP, and retired people were exempt from co-payments. As of July 2012, the out of pocked contribution increased, including for those on unemployment benefits. Only those in the lowest pension bracket are exempt along with people whose unemployment benefits have run out. Moreover, an additional co-payment for drugs sold in both hospitals and community pharmacies is now applied to 34 active substances whereas before, they were only applied when the drugs were sold in community pharmacies. This is particularly burdensome for certain patient groups e.g. Hepatitis C and liver cancer patients who depend on these treatments.

3.Medicines coverage

The MoH excluded 471 medicines from public coverage, entailed the cost being fully borne by the patient. This means that the medicine’s price is no longer decided upon by the MoH, but by the manufacturers.  The end result was on average, the price of these medicines increased in 50%, with some of them showing increases up to 184%. The industry representatives justify the price increases with the expectation that, once out of public coverage, the sales volume of these medicines would go down. This decision by the MoH was due to the fact that therapeutic alternatives to the medicines exist that are no longer covered and that many of these medicines had become obsolete or were used to treat minor conditions. When these medicines are prescribed to treat serious pathologies they will still be paid by the public system. This is the case, for example, of products aimed at oncologic patients and inflammatory bowel disease, whose medicines are still financed according to the old prices. Experts warn that these medicines may be substituted by more expensive ones that are still under public coverage - this displacement effect may cancel out the expected savings. 

Equity in access to medicines
Prescription mechanisms along with levels of subsidy and pricing vary according to the autonomic region which translates into differential access to the same medicines. The case of innovative medicines such as the latest Oral Anticoagulants or the newest drug for Hepatitis C- Telaprevir and Boceprevir - illustrates this difference. The latter was approved for use in Spain but due to the asymmetry in regional resources for health, some communities were able to subsidize them while others were not. This means that access to a new drug, approved by the Spanish Medicines Agency, that has been shown to cure 80% of hepatitis C cases (versus the 45% of its predecessor) will depend on where the patient lives.  The Lung Cancer Patients Association has expressed similar concerns and voiced their apprehension with the decreasing amount of funding going towards prevention programs as a result of the budget cuts.  

4.Exclusion of certain groups from coverage.

On 20 April 2012, the Spanish government adopted the Royal Decree Act 16/2012 amending the Foreigners Act, which would deny access to essential and preventive health care services for undocumented migrants. Spanish citizens over 26 years old who have not been able to enter the labour market will be excluded from receiving public care. This new law, which took effect on 1 September 2012, will leave only emergency care, maternity and child care accessible free of charge.


Litigation
An unprecedented number of blockbuster (originator) medicines will lose patent protection in 2011 and 2012.
 The impending threat of generic competitors fuels originator companies to maintain market exclusivity and maximise profits from existing patents. The main strategies used to this end are litigation, defensive patenting and marketing. 

European competition law safeguards against the abuse of dominant market positions that patents and intellectual property rights allow. Article 81 of the Treaty of the European Community (EC Treaty) specifically prohibits any undertakings that aim to prevent, restrict or distort competition within the common European market. Article 82 prohibits the abuse of a dominant position on the common European market. 

Defensive Patents: Originator companies engage in defensive patents by creating ‘patent thickets’; numerous – often weak or frivolous – patents around their blockbuster product. By patenting molecules related to the main product, originator companies create uncertainty around product patents. In doing so, patent thickets also establish enforceable rights that can block competitors from developing products in that area. The manufacturing and sale of products related to the originator may infringe on one of those many trivial patents, even though the blockbuster may be off patent. The uncertainty for competitors due to patent thickets and the threat of patent infringement, however frivolous, can deter research and development. While defensive patenting does not breach of EU Competition Law, these strategies do tend to impede competition and innovation and do not serve the intended purpose of patents - to stimulate innovation and to share knowledge.

Litigation: The threat of litigation dissuades generic companies from exploring or launching a medicine, even in situations where the infringement is disputable or where the patent could be invalid. If faced with litigation, small and medium generic enterprises would have difficulty meeting their own legal costs, let alone those of the originator company, should it be successful. Litigation is a costly threat that generic companies face in attempting to market some of their products. Besides, litigation yields inconsistent and unpredictable results. A common EU patent does not exist; patent rights are actually a bundle of national rights examined and upheld in diverse ways across Member States. Due to the interconnectivity of patent rights in Europe, litigation initiated in one EU Member State could lead to litigation across all. However, the Sector Enquiry identified contradictory judgments between Member States in 11% of the cases examined.

In some cases, the generic medicine in question could face interim injunctions during the period of the litigation, forcing the generic company to take its medicine off the market. Health care systems deprived of this low-cost generic would be forced to pay inflated prices for an originator product. Yet, generic companies have been successful in 60% of the litigation cases examined in the Sector Enquiry. This precedent not only allows the generic product in question to return to the market, but also opens up competition to other generic products. 
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	Greece and Compulsory Licenses

Greece is currently accumulating unpaid bills for its drug imports, which account for most of its drug use. Some Greeks are finding it impossible to find drugs for critical illnesses, like cancer. Patients complain of shortages of drugs that used to be available from state pharmacies and hospitals free of charge. To address this problem, Greek authorities have forbidden parallel export of drugs while threatening to fine drug companies not providing their products.
Furthermore, public health advocates are petitioning the Greek government to overturn patent protection on costly medicines and import them from low-cost generic producers to ease the burden on the country’s medical system.  Essential Inventions, US-based lobby group, suggests that this is simpler than attempting to negotiate price discounts with patent holders, which are concerned that any reductions will be followed elsewhere in Europe or trigger “parallel trade” of the cheaper medicines out of Greece and into more expensive EU markets.

The health advocates asked Greece’s health minister to use article 14 of the country’s patent law, which permits the use of compulsory licences authorising cheaper versions in exchange for a modest royalty to the patent holders. The group expects to then negotiate with cheaper suppliers in India, Canada and elsewhere to provide sources for drugs such as those for cancer and HIV at typically 1-10 % of the current European price. This move would mark an escalation of efforts  have made in India, Thailand and elsewhere to invoke concessions in the World Trade Organisation rules to override intellectual property rules on public health grounds.





Many analysts argue that the current innovation model is unsustainable as demonstrated by so-called ‘dry pipeline crisis’ in the pharmaceutical industry.  The principal symptom of this state of affairs is the decline in the number of new medicines approved for use at a time when expenditures on research and development, until very recently, were expanding rapidly.  For example, pharmaceutical companies in the EU spend 23% of turnover on marketing while only 17% is allocated to R&D
 . Moreover, the arrival of new, ground-breaking products that address the needs of the general public is being hampered by the current legal framework and the lack of mechanisms that promote innovative research. 

Data from Prescrire (Revue Prescrire 2011), an independent bulletin providing information on treatments and healthcare strategies, shows that none of the 97 products that entered the French market in 2010 were considered a ‘real advance’ while only 4 of these medicines offered ‘a therapeutic advantage’ compared to those already on the market.  
More recently, Professor Philippe Even and Dr. Bernard Debré, a medical doctor and member of parliament, on their book “The Guide to the 4,000 Useful, Useless or Dangerous Medicines” claim that removing what they describe as superfluous and hazardous drugs from the list of those paid for by the French health service would save up to €10bn a year.  International initiatives aiming to foster creation of innovative medicines could also prevent up to 20,000 deaths linked to the medication and reduce hospital admissions by up to 100,000.

According to a joint position by Health Action International and Transatlantic Consumer Dialogue, the EU should support the WHO best practices in adopting new innovation models. “The EU could make a real difference in supporting global calls for an improved system of biomedical innovation. The EU aims to be a leader in technological innovation, yet the EU could and should be a leader in both innovation and access. For the EU to succeed, it needs to look positively at new approaches to innovation and promising developments in the area of incentives and financing of R&D. The EU should consider innovative proposals, especially proposals that de-link the R&D costs from the price of final products, and become a key player in the development of new sustainable models of biomedical innovation and public knowledge goods. The need for a new approach to innovation is even more urgent where R&D is subsidized through public funds. EU policies should be guided by the notion that knowledge goods developed by means of public funds need to be affordable and accessible to all. The Common Framework Horizon 2020 policy is an ideal opportunity for the EU to take the lead in some of the issues described above.” 

Various proposals and projects have been developed by governments, civil society, academics and industry which attempt to promote both access and innovation. Some are relevant to patients within the EU, while others focus entirely on developing countries. While a number of these initiatives have already been implemented, others remain policy proposals. 
Socially Responsible Licensing (SRL) or Equitable Licensing - SRL encourages the non-exclusive or conditional licensing of patented technologies. The rationale is to generate the highest possible social benefit from publicly funded research. SRL could be the standard model for publicly funded biomedical research.

Open Source Research - Open Source mechanisms allow researchers to collaborate and share knowledge with an open approach to IPRs. A number of Open Source initiatives have been launched in the medical field over the last decade. Open Source research can be an especially useful tool for neglected diseases, antibiotic research, or for certain conditions that are not properly addressed in a purely market-driven model.

 Patent Pooling - The Medicines Patent Pool (MPP) supported by UNITAID aims to simplify and improve voluntary licensing negotiations with the aim of accelerating generic competition to lower the cost of patented medicines and stimulate the development of fixed dose combinations and paediatric forms for HIV/AIDS medications. In order for this to function, companies need to license their HIV/AIDS products to the MPP.

Product Development Partnerships (PDPs) - Aimed at developing new medicines and vaccines through a combination of resources from the public sector, philanthropy, and the pharmaceutical industry. PDPs usually encourage research and the development of products that target diseases which disproportionately affect developing countries.

Innovation inducement prizes - Prizes are an incentive system to induce R&D for new essential medicines, and can be implemented in a manner that ensures competition, affordability and widespread access. Innovation prizes can function to incentivize parts of the innovation process, to reward research outcomes that are not expected to result in commercially viable products. An ambitious version of innovation prizes would include open licensing of the end products.

Biomedical R&D Treaty or Convention - Proposals would secure and enhance sustainable financing mechanisms for R&D, in order to develop and deliver health products and medical devices which address the health needs of developing countries. The R&D Convention concept is predicated upon the principles of a de-linkage of product prices and R&D costs, open-knowledge innovation, competition among suppliers of products, access to and transfer of technology to developing countries. Initiating formal negotiations of a treaty is a recommendation from the WHO’s CEWG (WHO, 2012).
	E-health project example

The delivery of e-prescriptions in Sweden is a joint initiative between each county council and

Apoteket, Sweden’s national pharmacy. Via Sjunet, the Swedish Information and Communication

Technologies (ICT) network for healthcare, or using web-based prescriptions, 42 % of all prescriptions are electronically transferred from the doctor to the pharmacy. E-prescriptions increased the security and quality of prescriptions and reduced medication errors by 15%. They also enabled healthcare providers to save a lot of time. Patients benefited from a dedicated drug information hotline which improved their knowledge and safety and their flexibility to obtain their drugs in any pharmacy. The economic evaluation of the case-study on e-prescriptions in the Stockholm region showed that this electronic service generated an estimated annual net economic benefit of over €95m in the eight years of its implementation. Five years after planning and development began, the net benefit was approximately €27m. This is impressive, given the relatively low spending on ICT of less than €4m for the whole period of eight years. Healthcare provider organisations get 80% of the benefits, mainly from time savings and avoided costs of providing the same timeliness, convenience and reduction in errors without e-health. Citizens get the remaining 20 %, chiefly through more safety thanks attributable to correctly issued prescriptions and better adherence to treatment.





In the EC’s Social Investment Package Staff Working Document entitled Investing in Health the following measures were identified as having potential to improve the sustainability of health systems and thus that of access to medicines: 

· Member States are currently identifying effective ways of investing in health for modern, responsive and sustainable health systems. In this context, by the end of 2013, conclusions will be drawn on the following areas of focus of the reflection process: health in the context of the Europe 2020 Strategy and the European Semester; success factors for the effective use of Structural Funds for health investments; responses to health system challenges, in particular in relation to integrated care and the use of pharmaceuticals; measuring and monitoring the effectiveness of health investments.

· To support these processes, the Commission is setting up a multisectoral, independent expert panel to advise on effective ways of investing in health 32 and commissioned a number of studies on forecasting EU pharmaceutical expenditure, 33 external reference pricing of medicinal products, reimbursement systems of medicinal products, the economics of primary healthcare financing and the evaluation of public-private partnerships in healthcare delivery.

This document arises from the European Public Health Alliance which has received funding from the European Union, in the framework of the Health Programme. Sole responsibility for this position lies with EPHA and the Executive Agency is not responsible for any use that may be made of the information contained therein.
The European Public Health Alliance (EPHA) is the European Platform bringing together public health organisations representing health professionals, patients groups, health promotion and disease specific NGOs, academic groupings and other health associations. Our membership includes representatives at international, European, national, regional and local level.





EPHA's mission is to protect and promote public health in Europe. EPHA brings together organisations across the public health community, to share learning and information and to bring a public health perspective to European decision-making. We help build capacity in civil society participation across Europe in the health field, and work to empower the public health community in ensuring that the health of European citizens is protected and promoted by decision-makers. Our aim is to ensure health is at the heart of European policy and legislation. 





Visit www.epha.org for more information.
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