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 EU POLICY: HEALTH AND HOMELESSNESS

1. RELEVANCE OF EU POLICY ON HEALTH FOR HOMELESNESS

Health and homelessness are interlocked through various aspects. Homeless people have less or no access to good health services. Poor people often live in unhealthy houses. This affects health directly (through toxically aggression, cold, humidity, allergies), but also indirectly (through increase of disease susceptibility as a consequence of overpopulation, stress, isolation,…). If the government reacts it is mostly by way of a condemnation order. As a consequence people end up on street. Drugs and alcohol abuse, as well as aids are health problems common to homeless people. But also mental health and homelessness are often related.

The European Union is acting on all these policies. However the Community’s situation is not the same as that of Member States. It does not itself manage health services or medical care, which under the treaty is the clear responsibility of the Member States. The Community’s role in public health is to complement their efforts, to add value to their actions and in particular to deal with issues that Member States cannot handle on their own. So the added value in the Community’s activities is supporting efforts of Member States in their activities, assisting in formulation and implementation of objectives and strategies and contribute to the continuity of health protection provisions across the Community, by dissemination of "best practice information". 

2. OVERVIEW

The area of public health was first given a legal base in the European Community in 1993. Following this, a Framework for Action in the field of Public Health was adopted by the European Commission, which established eight Public Health Programmes. In 1999, The Amsterdam Treaty extended the competence of the European Community in the field of public health (Art 152) and a revision of the Public Health Framework began in order to be able to cope with a number of new developments, such as new health threats, the increasing pressures on health systems, and the enlargement of the Community. 

On 23 September 2002, the European parliament and the Council adopted a new Programme of Community Action in the field of public health. The new programme, which will build on the activities and the programmes under the previous framework, focuses on the improvement of health information and knowledge, enhancing the capability to respond rapidly to health threats and addressing health determinants. Since the adoption process took some time, the European parliament and the Council decided to extend six of the eight existing programmes of Community Action: the action plan on health promotion, information, education and training; the action plan to combat cancer; the programme on the intervention of Aids and certain other communicable diseases; the programme on the prevention of drug dependence; the programme on health monitoring and the programme on pollution-related diseases. These programmes are extended until 31 December 2002. The new health programme will start in 2003 and last until 2008. 
3. THE LEGAL CONTEXT

3.1. The Treaty

One of the tasks of the Community is ‘by establishing a common market and a monetary union to promote throughout the Community a harmonious, balanced, and sustainable development of economic activities, a high level of social protection, the raising of the standard of living and the quality of life and social cohesion and solidarity among Member States. (Art. 2 of Treaty of Amsterdam). 
According to article 3 of the EC Treaty, the European Community has a broad policy mandate for health ‘Contributing towards ensuring the attainment of a high level of health protection; improving public health; preventing human illness and disease; obviating sources of danger to human health.’

Art.152 includes specific provisions, which allow the Community to take actions on health protection while respecting the responsibilities of the Member States for organisation and delivery of health services and medical care. These include: incentive measures designed to protect and improve public health. Ensuring a high level of human health protection must be incorporated in the definition and implementation of all Community policies and activities. 

3.2. Mainstreaming

Before the entry into force of the Amsterdam Treaty, Article 129(1) of the EC Treaty stipulated that health protection requirements should form a constituent part of the Community's other policies. A surveillance mechanism was put in place and an interdepartmental health group was created at Commission level. Since the entry into effect of the Treaty of Amsterdam, the new Article 152 of the EC Treaty lays even greater stress on the health impact of Community policies and widens the scope of Community action. As a consequence the Council asked the Commission to include, in its annual reports on the implementation of the previous year's overall work programme, a chapter on the public health impact and to indicate in its annual forward programme all proposals which may have an impact on health protection. (Council conclusions of 8 June 1999). 

The Commission wrote recently a document, the practical guide, which could be used by all Community institutions as a toolkit to evaluate their proposals from a health point of view. Ensuring a high level of health protection - a practical guide, 17.12.2001. 

In screening the health impact, the following issue is considered as a key element by the Commission: ‘Does the policy proposal affect one of the following determinants: socio-economic determinants (inequalities, access to health services and insurances, poverty, social inclusion,..) and which population subgroups could be affected (vulnerable groups).

For more information see: http://www.europa.eu.int/comm/health/ph/key_doc/key07_en.pdf
3.3. Charter of fundamental rights

‘Everyone has the right to access to preventive health care and the right to benefit from medical treatment under the conditions established by national laws and practices.’ This is how the right to health care is described in the charter of fundamental rights of the EU agreed in Nice on 7 December 2000.

4. ACTION PROGRAMMES

The new Community Health Programme states that ‘the programme builds on the activities and the programmes under the previous framework.’ An overview of the most important action programmes is therefore still relevant for the future. Eight action programmes were adopted under the 1993 Framework for Action in the field of Public Health. Four of them are of importance to the homelessness sector: the Community Action on health promotion, information, education and training; the programme on health monitoring; the programme on the intervention of Aids and certain other communicable diseases and the programme on the prevention of drug dependence. All actions under the several plans were taken (and are still taken) according to a call for proposals. The Commission monitors the specific actions and adopts annual working plans, establishing priorities for the next call for proposal. 

4.1. Action Programme on health promotion, information, education and training (1996 to 2000), extended until 31 December 2002.

The objective of the programme is to encourage cooperation between the Member States and support health-promotion measures undertaken by them, to foster coordination of their policies by devising and implementing networks, joint measures and systems for exchanging information and experience. The topics, which are covered, are amongst others consumption of alcohol, drugs, mental health and sexual behaviour.

Elements of interest to the homelessness sector: 

It is recognized that socio-economic conditions such as urbanization, housing, unemployment and social exclusion have to be taken into consideration in the promotion of health, particularly for those living in deprived areas.

The objective of the programme is said to contribute towards ensuring a high level of health protection and aims at health promotion, taking account of the socio-economic factors and the physical environment necessary for the health of the individual and the community, especially for disadvantaged groups.

The Community shall support integrated health promotion measures and projects relating more specifically to groups which are disadvantaged as a result of their vulnerability or social exclusion, of social and cultural differences or of living in unfavourable areas or environments, together with measures to combat exclusion and precarious situations.

Alcohol abuse is specifically mentioned. ‘Actions concerning measures to prevent alcohol abuse and the health and social consequences thereof, will be supported.’

For more information see: http://www.europa.eu.int/comm/health/ph/programmes/health/oj96-645.htm
For the evaluation of this programme see: Interim report on the implementation of the programme of Community action on health promotion, education, information, and training (1996-2000): http://www.europa.eu.int/comm/health/ph/programmes/pr02_en.pdf
In this evaluation report it is explicitly said that ‘future actions should give greater priority to the role of socio-economic conditions such as urbanisation, housing unemployment and social exclusion in the promotion of health, particularly for those living in deprived areas.’

Member States said that the programme has had at least some added value on their national health promotion policies. 

4.2. Action on health monitoring (1997-2001), extended until 31 December 2002.

The aim of the programme is to contribute towards the establishment of a Community health monitoring system, which allows the measuring of health status, trends and determinants throughout the Community; facilitates the planning, monitoring and evaluation of Community programmes and actions; provides Member States with appropriate health information to make comparisons and to support their national health policies. 

Elements of interest to the homelessness sector: 

List of areas in which health indicators may be established under the heading living and working conditions: employment/unemployment, housing conditions. Moreover there is a special heading on demographic and social factors. Indicators may be established on education, income, and population subgroup.

Alcohol consumption is also one of the areas in which health indicators may be established within the programme of Community action on health monitoring.

For more information see: http://www.europa.eu.int/comm/health/ph/programmes/monitor/docs/prog_en.pdf
4.3. Programme of Community Action on the prevention of drug dependence (1996-2000), extended until 31 December 2002.

Since the mid-1980s, the Member States have stepped up cooperation on combating drug addiction and drug trafficking. Since 1990, European Councils have adopted a variety of action plans and programmes. The advent of the Treaty on European Union in 1993 boosted cooperation in this sector, since the Treaty identified drug dependence as a priority for Community action in the field of public health. The Commission decided that the best way to consolidate and develop existing achievements was to launch a specific drug prevention programme. In June 1994, this programme was proposed to the Council and the European Parliament. 

The prevention of drug dependency is based on Article 152 of the EC Treaty on public health. According to this article the Community shall complement the Member States’ action in reducing drug-related harm, including information and prevention.

Elements of interest to the homelessness sector:

It is stressed that a multidisciplinary approach is needed to take into account the social and political implications of the phenomenon.  The adverse consequences to the health and social situation of affected persons have to be limited. Actions are needed for both general prevention and for measures focusing on specific target groups, particularly the young and marginal groups. The measures that will be taken have to take into account socio-economic conditions. Also the reintegration of drug users and former drug users is mentioned.  

The programme will support studies and pilot projects on the socio-economic, socio-cultural and psycho-sociological factors associated with drug dependence. Under the information heading, schemes to adapt messages to the needs and specific features of particularly vulnerable groups are mentioned. 

The Programme will support exchanges of experience, particularly on a regional cross-border basis, concerning local prevention, grassroots and street-level initiatives designed to benefit risk groups which are not always reached by conventional assistance and prevention strategies. Support exchanges of experience on prevention models and practices involving towns in different Member States, which are particularly affected by the problem of drugs. Support the development of further-training programmes, teaching materials and modules for those likely to come into contact with drug users and groups at risk, including in particular social work, health-care, police and other law-enforcement professionals; promote multidisciplinary cooperation and cooperation between the public and private sectors, including NGOs, with a view to preventing drug dependence.

For more information see: http://www.europa.eu.int/comm/health/ph/programmes/drugs/prog_en.pdf
4.4. Programme of Community action on the prevention of AIDS and certain other communicable diseases (1996-2000), extended until 31 December 2002.
Towards the end of the 1980s, the Community developed a series of measures designed to tackle the AIDS problem on various fronts. In 1991 the Council and the Ministers for Health adopted the first "Europe against AIDS" programme, covering the period 1991-1993, later extended to cover the period 1994-1995. Aids and other communicable diseases where included among the priority areas for Community action in the framework for action in the field of public health. As a consequence the Community action on the prevention of Aids and certain other communicable diseases came into being. 

Elements of interest to the homelessness sector:
Several actions are taken under this programme. For the prevention of transmission studies and information are coordinated on the problems and situations of persons whose behaviour places them at risk (parental drug use, prostitution and at-risk sexual relations, etc.), or placed in particular situations (travel, penal institutions, etc.). To combat discrimination: exchange of information on measures taken in the Member States to avoid or combat discrimination, particularly as regards employment, insurance, credit, housing, education and health care; Exchange of information and experience on HIV-testing policies and practices and drawing-up of a code of good practice on the matter.

Providing information: both within and outside formal structures, especially those centred on groups of young people without any specific organizational framework or formal educational structure. Encouragement of initiatives relating to messages intended to inform and educate migrants in the Member States, taking particular account of cultural and linguistic differences.

Training: Surveys and exchange of experience on training given to health professionals and those who, through their work, are brought into contact with certain communicable diseases or can act to prevent them, including personnel responsible for social support and counselling for HIV-infected persons and those living with them. 

For more information see: http://www.europa.eu.int/comm/health/ph/programmes/aids/oj96-647.htm
The new public health action programme will include measures in this area, under the heading of addressing health determinants: life-style related: sexual behaviour.

For an evaluation of these two programmes see:  Interim report from the Commission to the European Parliament, the Council, the Economic and Social Committee and the Committee of the regions on the implementation of the programmes of Community action on the prevention of cancer, AIDS and certain other communicable diseases, and drug dependence within the framework for action in the field of public health (1996-2000), 14.10.1999. http://www.europa.eu.int/comm/health/ph/programmes/pr01_en.pdf.
5. OTHER COMMUNITY PROGRAMMES

Alongside the eight specific action programmes, the Commission also initiated other policies on public health. The most important for the homelessness sector are: The European Union Action Plan to Combat Drugs (2000-2004), The Council resolution on the promotion of mental health, A Community strategy to reduce alcohol related harm and the Daphne programme.

5.1. DRUGS

5.1.1. European Union Action Plan to Combat Drugs (2000-2004). 

The European Union Action Plan to Combat Drugs replaces the 1995-1999 Action Plan. It is part of the EU drugs strategy (2000-2004) launched by the Council in December 1999. The EU drugs strategy sets out eleven general aims and six main targets for the EU. Amongst the six main targets are: reducing substantially the incidence of drug-related health damage and to increase substantially the number of successfully treated addicts. The Action plan translates the aims and targets set in the Strategy into roughly one hundred concrete activities that should be implemented over the period concerned. The Commission has drawn up a follow-up table in order to monitor whether the activities foreseen in the action plan are executed. Member States are asked to provide information on their implementation of the Action plan. 

These aims and targets will be achieved through: better inter-institutional co-ordination and co-ordination with civil society, provision of appropriate resources for drugs related actions and social consequences of drug abuse, collecting information on public expenditure on drugs in member states, encouraging of appropriate funding for proactive measures (amongst others: reduction of negative health and social consequences of drugs), supporting of comprehensive programmes and disseminating the best practices, ensuring that full use is made of the existing Community programmes to counter social exclusion and foster social reintegration. (The European Social Fund and the URBAN programme are used for this purpose).
The objective of the action plan is to establish general guidelines for Union action to combat drugs and drug addiction. No new instruments are planned. Multilateral and bilateral activities already under way will continue. For financing drug-related activities the Commission does not have a centralised budget line, but can draw on a large number of different budget lines. The Action Plan itself does not create any new financial obligations. 

Overview of the programmes and actions in the fight against drugs and the budget lines, which can be drawn upon: 

Internal activities: -European Monitoring Centre for Drugs and Drug Addiction (EMCDDA): budget-line: B5-830N

-Health aspects of drug abuse: B3-4302 (2000), B3-4308 (2001)

-5th research framework programme (1999/2002): quality of life and management of living resources: B6-6111: sub-rubrik health: drugs.

External activities: -Assistance to partner countries in Eastern Europe and central Asia: B7-520:Ukraine, Moldova, Belarussia.

-Economic aid to the associated countries of Central and Eastern Europe: B7-030: drug information system, Phare regional drugs programme, Phare national drugs programmes.

Elements of interest to the homelessness sector:

The Action Plan proposed by the Commission requires a global, multidisciplinary and integrated strategy to fight drugs if it is to be effective. The social and health implications of the drugs problem need to be addressed. The Community recognises in this action plan the relation between drug abuse and a broader social disadvantage, such as poverty, deprivation, unemployment, homelessness, exclusion, as well as the links between drug abuse, delinquency and crime, indicating the necessity to ensure a balanced approach between demand reduction and supply reduction.

The plan identifies a certain number of priorities. Amongst others these are: developing integrated programmes to combat urban delinquency, notably among the very young and mount actions in the field of health (hepatitis), social exclusion and criminal justice and prepare for enlargement via the participation of the applicant countries in the OECD and EU programmes in the field of drug addiction and via actions under the Phare programme. 

Five specific objectives are identified. The most important for the homelessness sector is the action on demand reduction. One of the aims is to reduce drug use by the under-18s and the number of drug-related deaths over a period of five years. Another aim is stepping up research under the Fifth framework programme to improve understanding of consumption factors and associated health and social consequences. 

As one of the main challenges is mentioned: the need to put a greater emphasis on instruments to combat social exclusion, in order to prevent drug-abuse and to help with the reintegration of former drug-users. 

The Council stated on this new drugs strategy:

‘The problems linked to drug abuse are to been seen in the context of broader social disadvantage such as poverty, deprivation, unemployment, homelessness and social exclusion. Improved social well-being, in particular support for families and those in most difficult circumstances, will be an effective shield against drug problems.’

‘Exchange of information should be encouraged on measures to counter the adverse health and social consequences of drug use…measures to counteract the exclusion of drug addicts from social life.’

For more information on the Councils reaction on the European Union Drugs Strategy (2000-2004): see: http://www.emcdda.org/multimedia/actionplan/cordrogue64en.pdf
For more information on the European Union Action Plan to Combat Drugs (2000-2004) see : http://europa.eu.int/comm/justice_home/pdf/action_en.pdf.

For more information on the implementation of the EU Action Plan on Drugs (2000-2004): see: http://www.emcdda.org/multimedia/project_reports/policy_law/communicationplanactionen.pdf
Communication from the Commission on the mid-term evaluation of the EU action plan on drugs (2000-2004), 04-11-2002.

The aim of the mid-term review was to assess the level of achievement of activities set out in the Action Plan. The mid-term evaluation will be used in the run up to the 46th session of the UN Commission on narcotic Drugs to be held in April 2003. The final evaluation of the Action Plan will be completed by the end of 2004. This final evaluation will provide the basis for the future development of EU drugs policy from 2005 onwards.

Assessment:

Achievements at national level for demand reduction and prevention of drug use: 

-A wide variety of low threshold facilities, outreach work and mobile units target those drug users who are most difficult to reach and are an important gateway to reduce drug related harm such as infectious disease and overdose.

-To increase substantially the number of successfully treated addicts:

Adequate attention to social and professional rehabilitation and reintegration of addicts: this is considered to be very important by all member states. Rehabilitation takes often place during and after treatment with vocational training as well as mentoring programmes playing central roles. Funds from the European Social Fund are frequently used for that purpose. 

Commission proposals: 

- A steering group, including representatives from the Commission, the Council Presidency, Europol and the EMCCDA will be established in 2003 to oversee and provide guidance in relation to the preparation of the final evaluation. 

- A conference could be organised in 2004 to involve civil society in the future development of EU drugs policy. 
for more information see: http://www.emcdda.org/multimedia/project_reports/policy_law/communication_mid-term_evaluation_final.pdf
5.1.2. Prevention and reduction of risks associated with drug dependence (Council meeting, 26 June 2002). 

The Council reacted in this meeting on a proposal from the Commission on the prevention and reduction of risks associated with drug dependence. The proposal specifically addresses the second public health target defined by the European Union Strategy on Drugs (2000-2004), that is to say, to reduce substantially over five years the incidence of drug-related health damage and the number of drug-related deaths. 

It encourages Member States to combat the spread of drug-related infections in particular by for example carrying out outreach work in urban and rural areas to overcome the difficulty of reaching a drug-user population which is frequently outside the normal channels of health care; establishing a health care system with medical, social and psychological components and promoting systematic vaccination against hepatitis B; making available substitution products (taking steps to ensure that they are not diverted) and anti-infection devices (condoms, needle exchange points). 

The Council agreed to examine the proposal as soon as possible with a view to adopting it in the near future. 

For more information see: http://ue.eu.int/pressData/en/health/71383.pdf
5.2. ALCOHOL 
In the new action plan in the field of public health (2003 to 2008), alcohol is one of the areas mentioned in which particular measures and actions could be undertaken. Other Community legislation related to alcohol abuse in force are:

5.2.1. Council Recommendation on the drinking of alcohol by young people, in particular children and adolescents. (5 June 2001)

The Council wants Member States to promote research into all the different aspects of problems associated with alcohol consumption by young people and to raise awareness of the effects of alcohol drinking, in particular on children and adolescents, and of the consequences for the individual and the society.
For more information see: http://www.europa.eu.int/eur-lex/pri/en/oj/dat/2001/l_161/l_16120010616en00380041.pdf
5.2.2. Community strategy to reduce alcohol related harm (Council Conclusions, 5 June 2001).

Alcohol is recognised as one of the key health determinants in the European Community. The Council emphasise the close link between alcohol abuse and reduced productivity at work, unemployment, social marginalisation and exclusion, domestic violence and disruption of the family unit, criminality, homelessness and mental unhealthy.
For more information see: http://www.europa.eu.int/eur-lex/pri/en/oj/dat/2001/c_175/c_17520010620en00010002.pdf
5.3. MENTAL HEALTH

The importance of promoting mental health and the need to act with greater coordination at European level have been underlined by many Community measures over recent years, in particular the Commission Communication on the development of public health policy (1998) and the conference on the promotion of mental health and social inclusion held in Tampere from 11 to 13 October 1999. Even though there were already some mental health projects, more specific measures and objectives were needed. The proposed new health strategy makes a reduction in mental illness one of the priorities of the new action programme (2003-2008). The Council specifically asked for this inclusion:

The Council recognises that a person's mental health plays a significant role in his quality of life, social integration and involvement in social and economic activities. The Council state specifically that ‘mental health problems are often linked to, among other factors, unemployment, social marginalisation and exclusion, homelessness and drug and alcohol abuse.’
The Commission is asked by the Council to develop and implement measures on mental health as part of the Community system of health monitoring and draw up a report on mental health; to analyse the impact of Community activities in the field of mental health on sectors such as education, youth, social affairs and employment.

For more information on the Council resolution on the promotion of mental health:  18 November 1999 see: http://europa.eu.int/eur-lex/pri/en/oj/dat/2000/c_086/c_08620000324en00010002.pdf.

5.4. HEALTH AND VIOLENCE
The Daphne programme: Programme of Community action 2000 to 2003 on preventive measures to fight violence against children, young persons and women
(24 January 2000)

Direct action concerning violence against children, young persons and women is in essence part of Member States' activity. The Community acts mainly through dissemination of information, joint establishment of priorities, development of networking and the selection of Community-wide projects.

The actions to be proposed by the NGOs under the programme will involve: exchange of information, coordination and cooperation (between the NGOs and voluntary organisations in the different Member States and public authorities, including law-enforcement officers and social workers); raising public awareness and exchanging best practices by means of pilot projects and research programmes. 

Elements of interest to the homelessness sector:
The EU recognises the immediate and long-term implications for health, psychological and social development that violence has for individuals, families and communities.

This programme aims to contribute towards ensuring a high level of protection of physical and mental health by the protection of children, young persons and women against violence (including violence in the form of sexual exploitation and abuse), by the prevention of violence and by the provision of support for the victims of violence, in order to prevent future exposure to violence. It further aims to assist and encourage NGOs and other organisations active in this field.

For more information see: http://europa.eu.int/eur-lex/pri/en/oj/dat/2000/l_034/l_03420000209en00010005.pdf
5.5. HEALTH AND YOUNG PEOPLE

5.5.1. Commission’ services working paper on the state of young people’s health in the European Union.

According to the Commission one of the major challenges with respect to improving young people’s health in the EU is linked to the social and regional inequalities in health caused by economic, social and cultural determinants of ill-health. ‘Young people belonging to underprivileged population groups may face high health risks. Tackling the economic, social and cultural determinants of ill-health should therefore be placed high on the policy agenda.’

For more information see: http://www.europa.eu.int/comm/health/ph/key_doc/ke01_en.pdf
5.5.2. Danish presidency conference on social inequalities in health among children and young people: 9-10 December 2002, Copenhagen. 

The purpose of the Danish EU-presidency conference is to present existing documentation and focus on policies and good practice.

For more information see: www.inequalities-copenhagen.dk
5.6. HEALTH AND WOMEN

The state of women's health in the European Community  (4 December 1997, Council Resolution).


The Council asks the Member States in this resolution to proceed with the breakdown of health data by gender, account being taken of socio-economic factors, and to gather more data concerning health problems specific to women, paying particular attention to improving women's quality of life.

For more information see: http://www.europa.eu.int/scadplus/leg/en/cha/c11558.htm
5.7. HEALTH AND ENLARGEMENT

The Commission’s Staff working paper on Health and enlargement (18 May 1999).

The health status in most candidate countries is lower than in the EU despite improvements. The resources for health and health care are scarce with the share of GDP devoted to the health sector in candidate countries at 4.5% in comparison to 8.5% of GDP in the EU.
 The Commission recognises in this working paper that the health status in most candidate countries is adversely affected by the unwanted social effects of the transition. The increase in social inequalities (widening income gap and social exclusion) and an increasing dependency ratio give rise to severe problems and additional needs in the health sector. 

The following key health issues deserve, amongst others, particular attention according to the Commission: the increase in drug use and the relatively low priority given to the health sector in the accession countries. Socially related issues, such as hygiene, sanitation and housing are also mentioned as areas to be considered. Several times the Commission stressed the importance of civil society to be supportive in ‘social health’ promotion and disease prevention, including the health aspects linked with poverty and social exclusion in the candidate countries.

The Community cannot interfere directly in the principles and organisation of the health systems of the Member States. However, all member states agreed in the Council recommendation of 27 July 1992 on some guiding principles on the convergence of social protection objectives and policies. Regarding health, all residents have to have access to necessary health care and to facilities preventing illness. So by adopting and implementing the Acquis Communautaire, accession countries will have to adhere to these principles. 

Some of the Commission’s public health action programmes are already open to the candidate countries. However these possibilities are not always known by the Candidate countries.  The Commission’s PHARE programme has supported co-operation within the framework of the CONSENSUS programme on Reform of Social and Health Protection. The Fifth Framework Programme (FP 5) for research and technological development and demonstration activities (1998-2002) includes the specific programme on quality of life and management of living resources. Provisions are made for full participation of candidate countries. 

For more information see: http://www.europa.eu.int/comm/health/ph/key_doc/sec99-713/workpaper_en.pdf
5.8. HEALTH AND THE ELDERLY

Communication from the Commission: the future of the health care and care for the elderly: guaranteeing accessibility, quality and financial viability. 

Elements of interest to the homelessness sector:

The issues of access to health care for disadvantaged groups and for the poorest members of society, and of the linkage between the health care system and the other players in the fight against social exclusion are recognised as part of the ‘common objectives’ adopted by the European Council in Nice with a view to combating social exclusion. The joint report to evaluate the national action plans for social inclusion describes three broad categories of measures in this area: measures to develop disease prevention and promote health education. They do not relate exclusively to the most vulnerable in society but make it easier to reach them more easily. Measures to improve access to care by providing less expensive and even free care. Measures aimed at disadvantaged groups e.g the homeless. 

For more information see: http://www.europa.eu.int/comm/health/ph/key_doc/comm723_en.pdf
5.9. HEALTH AND NUTRITION
Council Resolution of 14 December 2000 on health and nutrition.


The Council recognises in this resolution that certain groups, such as children, adolescents, the elderly and the poor, continue to be more exposed to the consequences of a poor diet. They support research into the links between health and nutrition, into diet-related diseases, into an understanding of eating and dietary habits and into the impact of policies on health and nutrition.

(However no real actions proposed for poor or homeless)

For more information see: http://europa.eu.int/eur-lex/pri/en/oj/dat/2001/c_020/c_02020010123en00010002.pdf
5.10. HEALTH AND ENVIRONMENT

DG environment has begun working on a Community Strategy and policy on environment and health. One of the objectives of the policy would be to identify the risks for human health of groups of contaminants, taking into account particularly vulnerable groups such as children and the elderly.

6. TOWARDS A NEW COMMUNITY HEALTH STRATEGY

The public health framework was reviewed in the Commission communication of 15 April 1998 on the development of public health policy in the European Community, which indicted that a new health strategy and programme were needed in view of the new Amsterdam treaty provisions, new challenges and experience so far. 

The Commission has drawn the following conclusions from the experience gained in implementing the 1993 framework of action: the approach involving distinct action programmes has made it possible to overcome the differences between Member States as regards the order of priorities; on the other hand, it has led in practice to a considerable administrative burden, a lack of flexibility, a dispersion of financial resources and difficulties of coordination between the programmes. 

David BYRNE European Commissioner for Health and Consumer Protection stated about the new programme: ‘The new public health programme, which begins next January, signals a clear reorientation of our approach. We are moving from being a project-driven fund, to being a policy-driven programme. We are moving away from a multitude of small projects towards broad, horizontal and sustainable actions, which reflect our policy priorities.’(For more information on the speech of David Byrne see: http://www.europa.eu.int/rapid/start/cgi/guesten.ksh?p_action.getfile=gf&doc=SPEECH/02/426|0|RAPID&lg=EN&type=PDF)
Nonetheless the new programme will build upon those elements of the existing public health programmes and activities that have proved effective and which are relevant (this will draw upon the evaluations of the existing programmes). The programme builds on the activities and the programmes under the previous framework in order to ensure a smooth transition, while adapting and expanding on their actions.

7. HEALTH AND THE SOCIAL INCLUSION STRATEGIES


Following the introduction under Article 136 and 137 EC by the Amsterdam Treaty of the fight against social exclusion among the social policy provisions, the European Council of Lisbon in March 2000 considered a more inclusive European Union as an essential element in achieving the Union's ten year strategic goal of sustained economic growth, more and better jobs and greater social cohesion. The Lisbon Council agreed to adopt an Open Method of Coordination in order to make a decisive impact on the eradication of poverty and social exclusion by 2010. 

The key elements in the Open Method of Coordination are: common objectives on poverty and social exclusion which were agreed at the Nice Summit in December 2000; National Actions Plans against poverty and social exclusion; Joint reports on Social Inclusion; Common Indicators to provide a means of monitoring progress and comparing best practice; Community Action Programme to encourage cooperation between Member States to combat social exclusion.
Amongst the Common objectives adopted at Nice the multidimensional approach to handle poverty and social exclusion was stressed. One of the elements that policy makers should take account of is health. Access to health care is mentioned as playing an important role in the fight against social exclusion.

Under the heading access to resources, rights, goods and services for all, access for all to health care appropriate to their situation, including situations of dependency is specifically mentioned. 

For more information see: http://www.europa.eu.int/comm/employment_social/soc-prot/soc-incl/approb_en.pdf

The European Commission carried out an assessment of all the NAPs/incl. The result was the Joint Inclusion Report (JIR). As one of the key risk factors that play a critical role in limiting people’s access to the main systems that facilitate inclusion in society is mentioned: poor health. There is a widespread understanding among Member States that poor health is both a cause and consequence of wider socio-economic difficulties. The percentage of people claiming their health to be very bad was significantly higher for those below the poverty line than for those above it in the Union as a whole. An overarching challenge for public policy is to ensure that the main mechanisms which distribute opportunities and services, like the systems providing health, become sufficiently universal to address the needs of those individuals who are most at risk of poverty and social exclusion and to enable them to access their fundamental rights. Eight specific core challenges are mentioned, one of them is guaranteeing equal access to quality services, like health.

Three broad strategies arise form the NAPS/incl to provide better access to healthcare for all: developing disease prevention and promoting health education; improving adequacy, access and affordability of mainstream provisions; launching initiatives to address specific disadvantages. In this last category, homeless people are specifically mentioned. Also the issue of mental health is raised by a majority of NAPs/incl.

The Commission gives as an example of good practice, a project in Berlin where medical care is given to the homeless. (e.g. through mobile surgery).

For more information see: http://www.europa.eu.int/comm/employment_social/soc-prot/soc-incl/15223/part1_en.pdf
8. COMMUNITY INSTRUMENTS

The EU has some specific working instruments to help its implementation of health policy. 

8.1. EU Health Forum.

This instrument was created by the Commission to ensure openness and transparency in the community approach to health. A health policy forum discusses the key policy areas. For example it discusses specific public health concerns of specific population groups. 

For more information see: http://www.europa.eu.int/comm/health/ph/key_doc/ehf_call02_en.pdf
8.2. European foundation for the improvement of living and working conditions.
The Foundation was set up by the European Council (Council Regulation (EEC) No. 1365/75 of 26 May 1975) to contribute to the planning and design of better living and working conditions in Europe. 

The Foundation carries out research and development projects to provide data and analysis for informing and supporting the formulation of EU policy on working and living conditions. The Foundation has a network of experts throughout Europe who conduct research on its behalf including assessing the current national situations, the preparation of case studies and national reports and the conducting of surveys. 

Every four years the Foundation reviews its strategy. The programme divides the Foundation's work into three key areas: industrial relations, working conditions and living conditions. Promoting better employment, extending equal opportunities, managing diversity, supporting social inclusion and examining the use of time are being developed as transversal themes across the three core areas.

In the area of living conditions, the Foundation's work is linked to the EU’s Social Policy Agenda. The development of a monitoring tool to examine trends and emerging issues in living conditions across the EU is the main focus of the 2002 work programme. Towards the end of 2002 a report on the 'Quality of Life of Europeans’ will be published. Another research report on Illness and Inclusion will be published in early 2003. The focus is on measures for integration, particularly through inclusion in the labour market, of people suffering from chronic (physical or mental) illness. 

For more information see: http://www.eurofound.ie/
8.3. European Monitoring Centre for Drugs and Drugs Addiction.

The European Monitoring Centre for Drugs and Drugs Addiction was set up in 1993. The Council adopted in March 2001 a decision allowing the Commission to negotiate the participation of the applicant countries in the EMCCDA. The mission of the EMCDDA is to provide the Community with information at European level concerning drugs and drug addiction and their consequences. The agency also plays a role in monitoring national and Community policies and their impact on the drug situation. Each year, the information that has been collected and analysed by the Centre is summarised in the Annual report of the state of the drugs problem in the EU. Chapter 2 of the 2001 Annual report - Responses to drug use - presents an overview of the responses to the drug problem in the fields of education, health, social care and criminal justice. The EMCDDA works on several thematic areas. Drug related social exclusion is one of these areas. 

- The project of drug related social exclusion:

The investigation of EMCCDA starts from the assessment that ‘social exclusion appears as a recurrent theme in recent years in research on drug use patterns and their health, social and legal consequences. The information available on socio-economic factors related to drug use, and especially problem use, points at population groups accumulating multiple exclusion processes such as belonging to a minority, using drugs, and suffering from economic and social deprivation.’

As a first step, the EMCDDA carried out a project on drugs and social exclusion, focusing on minorities in 1999-2000. (See: http://www.emcdda.org/situation/themes/social_exclusion_minorities.shtml). The EMCDDA concludes in this report: ‘people who use and abuse drugs, and who experience drug-related problems also always potentially face the possibility of social exclusion. Particularly those who are school excludes, homeless and those who commit crime to support their continued drug use. Although the use and abuse of drugs is not restricted to any one sector of society, its high prevalence and associated social problems are particularly marked in areas and localities marked by social exclusion.’

- The project of social reintegration:

The researchers start from the assessment that ‘social reintegration is an intervention, which aims at integrating the client into the society through education, work or housing. Traditionally, social reintegration was seen as an intervention subsequent to the (successful) completion of a treatment process, but increasingly it is considered an intervention, which might be applied at any stage of a treatment process.’ The concepts, the EMCDDA uses, as guidelines for classifying the type of social reintegration services, are education, housing and employment. The results of this study are now available at: http://www.emcdda.org/multimedia/project_reports/responses/drugtreatment_socialreintegration.pdf
Short overview of interesting elements for the homelessness sector:

Belgium is the only country that explicitly mentions activities for homeless under the heading inpatient treatment (thuislozenwerking). 

Germany: stresses integration through employment. 

Greece: reintegration through subsidised employment.

Spain: therapeutic communities with reintegration activities, housing, employment, education.

France: Therapeutic apartments: designed to help drug users regain their independence. They are reserved for individuals who are experiencing serious health and social difficulties. Transitional or emergency housing: short stay of two or four weeks. Host families.

Ireland: halfway house, after care, employment programmes. Stable drug abusers must be provided with training and employment and these measures should be increased by 30% by the end of 2004.

Luxembourg: education and housing. 

The Netherlands: drug treatment and alcohol treatment together (verslavingszorg). Counselling for lodge-finding, social skills training, employment project: ‘individual support and placement to obtain a competitive job for (former) addicts.’

For more information see: http://www.emcdda.org
Another interesting report recently published by the EMCDDA is: 

The 2002 Report on the drug situation in the candidate CEECs:

EU enlargement could create a whole new situation, as drug users differ significantly between candidate countries and the Member States. Whereas the general trend in problem drug use in the EU is stable and the population of problem drug users is ageing, the majority of candidate countries are still situated in the rising part of the curve and problem drug users are younger, on average.
This report shows a different picture to the one only five to seven years ago. The Central and Eastern Countries were then generally perceived only as drug transit countries, with all the associated stereotypes in terms of danger for the EU citizens. Today, says the report, they have become a clear target for drugs consumption. There is still a strong potential for the spread of drug-related infectious diseases among injecting drugs users. This phenomenon is taking place in the more general context of burgeoning ‘consumerist behaviour’ among young people, which is also characterised by the use of alcohol and tobacco. 

The three Baltic States are among the worst affected. Latvia and, in particular, Estonia recently saw an alarmingly rapid increase in the spread of HIV infection among injecting drug users. And, in 2002, a major outbreak of HIV infection was recorded in a Lithuanian prison. 

Heroin, which is perceived as the most dangerous and most harmful illicit drug, is the prevailing drug for problem drug users in almost all candidate countries. But also solvent abuse represents a challenge for most of the candidate countries. The affected population is mostly extremely young, socially marginalized (such as ethnic minorities) and consequently hidden. Also the treatment facilities and services have not succeeded in reaching the population at risk.  Particularly in Slovakia, solvent abuse is a problem. Romanian data do not provide evidence of this phenomenon, despite the existence of numerous marginalized, homeless people seeking shelter in the underground of Bucharest. This hidden population abuses solvents in great amounts. The very low price and licit status of industrial solvents make these psychotropic substances readily available even to a very poor population. 

Only in Central Europe (the Czech Republic, Poland, Hungary, and to a lesser extent Slovakia) and Slovenia NGOs play a major role in the public health sector. In the other six CEEC’s (The Baltic states, Bulgaria, Romania and also Slovakia to a certain extent) consolidation of NGOs is still in a very early stage. So although the majority of low threshold services are provided by NGOs, in most countries these services still depend almost exclusively on international support. However in the Czech Republic, Slovenia, Poland and Hungary, the government and public health authorities recognise the importance of such facilities for public health and have provided resources for them.

Marginalized groups and drugs:

There is generally agreement that socially and economically marginalized groups are more prone to drug use and its more serious form. The former totalitarian regimes pretended that no social differences existed within their countries. Consequently, no real attempt to socially integrate marginalized minorities was ever undertaken. The cultural and economic repercussion of the fall of communism hit the Roma population hardest in all post-communist countries. The situation of the Russian speaking population in the Baltic States found itself also in a marginalized position. Since a substantial number of them do not have citizenship of their particular state, they have neither health nor social insurance and the drug services are not available to them. Moreover increased immigration to the CEEC’s from ex-soviet Republics could create another major problem. 

The Roma: 

A comprehensive overview of drug use in the Roma population is absent in all CEECs, since a patient’s ethnic or cultural background is not registered by health care facilities. But there is an international qualitative study available of 1999. Problem alcohol and solvent use has a long history in the Roma population, but illicit drug use was unknown before the ‘velvet revolutions’. Hard drug use was introduced into Roma communities in the 1990’s. All the available evidence suggest that high-risk drug use is much more widespread in the Roma drug using population. In all the candidate countries very little has been done to set in place appropriate drug and AIDS policies for the Roma communities. The first official and coordinated horizontal initiative specifically targeting Roma drug use occurred recently in the Czech Republic. 

Recommendation:

‘It is imperative to improve the coverage and range of the services provided and to introduce harm-reduction measures into all settings where drug use takes place.’

Background:

Co-operation between the EMCDDA and the CEECs was given green light by the European Commission in December 2000. The € 2 million project under the Phare Programme began on 1 March last year. It specifically covers the 10 CEEC candidate countries (Bulgaria, Czech Republic, Estonia, Hungary, Latvia, Lithuania, Poland, Romania, Slovakia and Slovenia), while associating as far as possible Albania, Bosnia-Herzegovina and the Former Yugoslav Republic of Macedonia (FYROM). Emphasis is placed on involving the countries as much as possible in the EMCDDA’s activities through further development of National Focal Points (NFPs) and drug-information systems. All candidate countries are now establishing NFPs themselves.

For more information see: http://candidates.emcdda.eu.int/, and

http://candidates.emcdda.eu.int/2002-ceecs-report/pdfs/ceecs-report.pdf
8.4. The Exchange on Drug Demand Reduction Action (EDDRA) information system:

It is an Internet-based database providing details of a wide range of drug-responses programmes in the EU. Focusing on hands-on experience and good practice in the field, the system caters for the needs of drug practitioners, policy-makers and decision-makers involved in planning and implementing drug-responses interventions.

For more information see: http://www.reitox.emcdda.org:8008/eddra
8.5. RESEARCH: the fifth framework programme of the European Community for Research, technological development and demonstration activities (1998 to 2002) 

The fifth framework programme has introduced a specific priority for research activities related to the fight against drugs. The research priorities are mentioned in the work programme of the theme ‘quality of life and management of living resources’ under the action line ‘public health and health services research’. One of the subjects that are dealt with is health and socio-economic aspects of drug use and drug addiction (youth and other high risk or vulnerable groups, drug-use patterns and social effects).

In cooperation with the EMCCDA the fifth framework programme has selected a project for a ‘targeted Socio-economic research programme’. The project is entitled: ‘European network to develop policy models and socio-economic analyses of drug use, consequences and interventions.’

For more information see: http://europa.eu.int/comm/research/fp5.html
9. LINKS TO OTHER HEALTH COMMUNITY PROGRAMMES:

DG I /A PHARE: http://europa.eu.int/comm/dg1a/phare/index.htm
DG III IDA: http://europa.eu.int/comm/dg03/ida.htm
DG III Research Task Forces :http://europa.eu.int/comm/dg03/taskford.htm
DG XII Biomedecine and Health : http://europa.eu.int/comm/dg12/biomed1.html
DG XXIV Consumer health protection: http://europa.eu.int/comm/dg24/general_info/mission_en.html
CONCLUSIONS AND RECOMMENDATIONS

The Amsterdam Treaty extended the competence of the European Community in the field of public health. A revision of the Public Health Framework began in order to cope with these new developments. On 23 September 2002, the European parliament and the Council adopted a new public health program. The new program will start in 2003 and last until 2008. The new action program contains a lot of elements of interest to the homelessness sector. 

First of all, FEANTSA welcomes that the new programme will build on the eight former health programmes. In these programmes the Community recognized that socio-economic conditions such as urbanization, housing, unemployment and social exclusion have to be taken into consideration in the promotion of health. Actions to prevent alcohol abuse and the health and social consequences thereof, were supported and health indicators on employment/unemployment, housing conditions, income, population subgroup, and alcohol consumption were taken into account.

Second, the element of mainstreaming is introduced as one of the aims of the new health program. All European proposals with a particular relevance to health will include an explanation of how health requirements have been addressed. The program also includes provision for taking joint actions in cooperation with other community programmes and agencies, which will help to develop inter-sectoral approaches. Since the adoption of the Amsterdam Treaty, the Commission already had to indicate in its annual forward programme all proposals, which may have an impact on health protection. FEANTSA supports the element of mainstreaming in health. Especially since socio-economic determinants, like inequalities, poverty and social inclusion are taken into consideration in screening the health impact of all Community policies. FEANTSA will remind Commissioner for Health and Consumer Protection Byrne to keep his promise, made in his most recent speech, to establish a long-term, concerted approach that brings together health, social, employment and economic policies to address the problem of inequalities in health.

Third, drug prevention is identified as a key component of the new public health programme. FEANTSA welcomes that the Community recognises the relation between drug abuse and a broader social disadvantage, such as poverty, deprivation, unemployment, homelessness and exclusion. Furthermore FEANTSA supports that young and marginal groups are mentioned in the drugs and AIDS strategy of the Community and that especially actions will be supported which benefit risk groups, which are not always reached by conventional assistance and prevention programmes. FEANTSA reminds the Commission that homeless people are the most marginal groups in society, highly vulnerable for drug-abuse, but difficult to reach by conventional assistance programmes. FEANTSA calls on the EMCDDA to carry out a new research, focusing on homeless people, which would fit perfectly in its project on drugs and social exclusion.

Fourth, alcohol is mentioned as one of the other key health determinants in the public health program. The Community recognises the link between alcohol abuse and reduced productivity at work, unemployment, social marginalisation and exclusion, domestic violence and disruption of the family unit, criminality, homelessness and mental unhealthy. 

Fifth, the new health strategy makes a reduction in mental illness one of the priorities. The Council recognises that mental health problems are often linked to unemployment, social marginalisation and exclusion, homelessness and drug and alcohol abuse. Some homeless people are indeed not only confronted with physical health problems, but also with mental health problems, which makes their reintegration into society even more difficult.

FEANTSA welcomes that the link between social exclusion and health is also recognised in other Community policies. There is a widespread understanding among Member States that poor health is both a cause and consequence of wider socio-economic difficulties.

FEANTSA supports that access to health care is mentioned in the Social Inclusion Plans as playing an important role in the fight against social exclusion. FEANTSA welcomes specifically that homeless people are mentioned as target groups for launching initiatives to address specific disadvantaged groups. In this respect FEANTSA looks forward to the realisation of the future plans of Commissioner Byrnes. Universal access to affordable and decent health care is according to his recent speech, a defining feature of European social and political identity. FEANTSA supports his demand for the firm entrenchment of health into the new Treaty. FEANTSA calls on the policy-makers to remember their commitment to the most disadvantaged and most vulnerable groups to poor health, the homeless. 

FEANTSA supports the attention the Community pays to the bad health status of the population in most candidate countries caused by the unintended social effects of transition. All residents have to have access to necessary health care and to facilities preventing illness. FEANTSA welcomes also the report of the EMCDDA on the drug situation in the candidate countries. FEANTSA calls on the Community to take due account of the results of this report and to support the creation of more services for the most vulnerable drug users, the homeless. 

Although FEANTSA is pleased with the attention given to the most vulnerable groups in the European Public Health Program, and more in particular the homeless, FEANTSA realises that the competence of the European Community in the field of public health is still rather limited. FEANTSA supports the call from Commissioner for Health and Consumer Protection, David Byrne, to try to evade a competence gap in which neither national authorities nor the Commission are running health policy. The current Convention on Europe's future should review the whole framework.

On health, the Convention need to address what power the Commission now requires. FEANTSA totally agrees with his statement: “It is surely time to entrench firmly the health of our citizens into the new Treaty.”

� Commission staff working paper on health and enlargement, see: http://www.europa.eu.int/comm/health/ph/key_doc/sec99-713/workpaper_en.pdf





