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1. KEY MESSAGES
1. The EU Referendum represents an important decision about the future of the country. The EU
affects the major determinants of health, both directly and indirectly.
2. European legislation on environment, consumer safety, food quality, human rights and social
policy has powerfully contributed to better UK health and wellbeing.
3. The EU has a political commitment to supporting innovation and research for health. The EU
provides substantial funding: UK public health researchers do well, competitively winning far
more funds than the UK initially pays into these programmes.
4. Some 10% of the UK's health and social care workforce are from the EEA countries. Addressing
potential staff shortages amongst key healthcare workers is a benefit of the policy of freedom of
movement of citizens.
5. The EU is the world's largest trading block and is globally the best practice regulator for other
jurisdictions and industries. If the UK leaves the EU, it will take time and money to build up the
institutions and skills required to deliver any regulatory responsibilities which are relocated from
Brussels to the UK.
6. A third of the EU budget goes towards investing in poorer regions across the continent. This
solidarity mechanism has been extremely valuable for the UK, supporting regional growth
and jobs, tackling inequalities and building social capital. There is no guarantee that an
independent UK would fill such regional funding gaps in future.
7. Decision-making in a community of 28 countries is cumbersome and slow. By going it alone,
the UK might develop a more streamlined and efficient government more responsive to
population needs and concerns.
8. If the political vision and political will both existed, the UK would be free to take bolder or faster
action in favour of public health (when not constrained by the readiness of other countries).
9. On balance, the EU has had a positive impact on population health and health service
provision. When fully engaged in the EU, the UK has potential to contribute through leadership
10. and partner with other countries to achieve mutually beneficial goals.
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2. About the UK Faculty of Public Health
The UK Faculty of Public Health (FPH) is committed to improving and protecting people’s mental and
physical health and wellbeing. FPH is a joint faculty of the three Royal Colleges of Public Health
Physicians of the United Kingdom (London, Edinburgh and Glasgow). Our vision is for better health
for all, where people are able to achieve their fullest potential for a healthy, fulfilling life through a fair
and equitable society. We work to promote understanding and to drive improvements in public health
policy and practice.
As the leading professional body for public health specialists in the UK, our members are trained to
the highest possible standards of public health competence and practice – as set by FPH. With 3,300
members based in the UK and internationally, we work to develop knowledge and understanding and
to promote excellence in the field of public health. For more than 40 years we have been at the
forefront of developing and expanding the public health workforce and profession.
3. Statement of independence
FPH has not received EU level funding since 2012 and has no current plans to obtain EU level
funding. It is therefore clear that FPH is not justifying a decision to engage in ‘political activity’ based
on any potential loss of such funding. FPH has no EU level funding sources to declare.
FPH is an independent charity. This report, and its recommendations have been developed on the
balance of the best available and most up to date evidence base. FPH has no political, including
party political, affiliation, nor affiliation to any campaigning group or individual politician.
4. Executive Summary
This briefing considers the likely health consequences of leaving or remaining in the EU.
European integration is a concept that emerged after the Second World War period as a means of creating
interdependencies and connections between countries and thus reduce the risk of further conflict. Over
time, the EU has evolved into a mechanism to stabilise and embed democratic governance during times of
change. The peace dividend generated by the EU is a clear asset for the health and wellbeing of the people
of Europe.
Population health is a subject of political choices, particularly addressing the social determinants of health
such as economic and social opportunity, poverty, decent housing and employment. A healthy population is
an asset, driving economic growth. Conversely, unequal societies have big gradients in mortality and
morbidity across the population resulting in heavy demands for health and welfare services. Wellbeing is
among the key objectives of the EU according to the Treaty on European Union. EU legislation, policies and
funding programmes affect health determinants both directly and indirectly.
This briefing considers the likely situation of remaining in the EU compared with leaving the EU. It is
assumed that a ‘remain’ vote will result in current arrangements staying as they are along with any known
developments that are planned. It is assumed that a ‘leave’ vote would result in a complete separation. This
may have an impact on the internal stability of other EU countries that have strong independence or
regional movements (Spain, Italy, France, Belgium, and Germany) and this may trigger similar referenda in
these countries, thereby undermining the overall stability of the EU.
Should the UK decide to leave the EU, some kind of relationship could be negotiated with it, particularly in
terms of accessing the single market and other systems such as the European Centre for Disease Control
(ECDC). However, there would be a cost associated with such arrangements. That may mean that the UK
could potentially remain subject to much EU legislation and costs, but with no chance of influencing or
amending them. It is unclear how such an arrangement would be better than the status quo, hence the
assumption of complete separation as a consequence of a ‘leave’ vote.
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Some of the proposed benefits of leaving the EU would be a reduction in the administrative and regulatory
burden on businesses generated by EU legislation. The UK, together with 17 other countries, has called for
specific EU targets on reducing the red tape burden1. This current Commission has a formal commitment to
streamlining legislation, producing just 23 new legislative proposals in 2015 compared to an average of 130
annually in the preceding five years. Furthermore 80 pieces of pending legislation have been withdrawn and
there is a Commission Vice-President with specific responsibility for Better Regulation2.
The UK benefits currently from block EU-wide negotiating power in global trade agreements.3 It is hard to
estimate the potential attractiveness of an independent UK for trade agreements, but key trading partners
such as the US and Japan have stated that starting negotiations for a new bilateral agreement would not be
a priority for them.4 5 Furthermore, leaving the EU would require both time and significant civil service
resources to negotiate new trade agreements to replace the EU agreements with third countries.6
As a member of the World Trade Organization (WTO), the UK has already made commitments in terms of
opening its market for products and services and public procurement. Some of these are a concern for
public health (for example enhanced provisions of the Trade Related Aspects of Intellectual Property Rights
Agreement, or private sector involvement in managing NHS services). Leaving the EU would not change
this situation, because commitments made in the context of the WTO cannot be withdrawn without financial
penalty.7
Environmental legislation is almost entirely adopted at EU level and implemented nationally or locally. This
is logical given the cross-border nature of pollution, climate change and related health threats. The UK
benefits from these arrangements as on its own, the UK (or indeed most countries) does not have the
capacity to effectively control many of the most important determinants of our current and future health,
including pandemics, the environment, healthy sustainable food, and climate change. If the UK leaves the
EU, attention would need to be given to how the UK could continue to be part of efforts to address these
international issues.
A third of the EU budget is spent on supporting agriculture, some €27.8 billion are to be invested in UK
farming by 2020. It is unclear if an independent UK government would choose to match this level of
financial support. The UK imports more food from the EU than from the rest of the world. Being outside the
EU could trigger the imposition of new tariffs on food stuffs which could increase the cost of imported foods.
Health and safety at work legislation is basically European; likewise legislation ensuring the safety of food,
medicinal products and medical devices. The Social Chapter mandates generous maternity and paternity
leave, guaranteed holidays, the 48h Working Time Directive; equal rights for part-time workers and
protection against unfair dismissal. (All are powerful social determinants of health from which UK citizens
have benefitted). Once outside the EU, the UK would be free to sacrifice them in the name of efficiency or
austerity, or further develop these worker protections if the political will is present.
Many UK areas have benefited from EU Regional Policy funding, including Scotland, Wales, Northern
England, Northern Ireland and Cornwall. This is valuable given the current devolution trends in regional and
local authorities.
Access to the EU Single Market greatly benefits the UK life sciences sector. If the UK were outside the EU,
UK influence on EU medicines and device regulation would be minimal. Free movement of health and
science professionals within the EU currently benefits the UK health sector because of the enlarged pool of
talent.
EU Registration and approval of pharmaceutical products is carried out by the European Medicines Agency
(EMA) - based in London - benefits include efficiency and regulatory predictability. If the UK were no longer
a member of EU, new medicines developed in the UK would be subject to approval processes both
domestically and at EU level. That would add time and increased costs to regulatory processes.
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The EU is a major source of research funding for UK health and public health researchers: the UK
contributes 11% of the EU research budget and receives 16% of allocated funding, a substantial net
benefit. Matching this level of funding from the national budget in the event of a ‘leave’ vote would be
difficult and yet still not provide the kind of international collaboration opportunities that are so critical to
innovative research.
In conclusion, having objectively considered the best evidence available, a decision to remain in the
EU would ensure continued protection for health, notably from legislation on clean air, water, safe
food and consumer products, a flow of qualified workers for the NHS and funded opportunities for
researchers to thrive in a dynamic scientific community.
In contrast, leaving the EU would, on balance, be likely to be detrimental to the health of the UK
population, impede effective public health practice and act as a barrier to UK research.
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5. Glossary
ABPI
AMBER
CAP
CHRODIS
ECHA
ECJ
EEA
EFSA
EHIC
EMA
EMCDDA
EPIET
EU
EU OSHA
FVO
GMO
MEP
MFF
NGO
NHS
RAPEX
REFIT
REACH
SME
TRIPS
TTIP
UK
USA
WHO
WTO

Association of British Pharmaceutical Industry
European Child Rescue Alert
Common Agricultural Policy
Joint Action on Chronic Conditions
European Chemicals Agency
European Court of Justice
European Economic Area
European Food Safety Authority
European Health Insurance Card
European Medicines Agency
European Monitoring Centre for Drugs and Drug Addiction
European Programme for Intervention Epidemiology Training
European Union
European Agency for Health and Safety at Work
European Food and Veterinary Office
Genetically Modified Organism
Member of the European Parliament
Multi-annual financial framework
Non-Governmental Organisation
National Health Service
Rapid Alert System
Regulatory Fitness and Performance programme
Registration, Evaluation, Authorisation & restriction of Chemicals
Small to Medium Enterprise
Trade Related Aspects of Intellectual Property Rights
Transatlantic Trade & Investment Partnership
United Kingdom
United States of America
World Health Organization
World Trade Organization
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6. Introduction
The UK Government has determined that on 23 June 2016, the UK will have to make a significant decision:
whether the UK should remain as a member of the EU, or leave it. That decision will have major
implications for the future health of the UK’s population.
The EU affects our health and health services in many and complex ways; usually to our benefit through
legal frameworks to tackle the major social determinants of health (environmental protection, food,
employment and anti-discrimination laws)8. Although formally a national competence, EU legislation also
sets out the rights of patients to receive healthcare treatment in other countries and be reimbursed. The EU
has a more limited role in both education and social care, both of which are drivers of health, particularly for
young people.9
We currently participate actively in these legislative processes, through our elected MEPs, via the Council
of Ministers and more informally via European Commission civil servants.10 However, should the UK decide
to leave the EU but try to retain a relationship with the EU, this is most likely to mean that the UK be
required to contribute to EU costs and implement most EU laws without having any input into their design or
amendment (Norwegian situation).
7. What would a post referendum UK-EU relationship look like?
So far, there has been no clarity among those arguing for a leave vote as to what form a future UK-EU
relationship would take. The Lisbon Treaty (2007) details the process for a country to leave the EU (Article
50), but this has not been considered a real possibility until the UK referendum. The government has
signalled that a 'Leave' vote would mean invoking the Article 50 mechanism which sets out a timeline (2
years) for the negotiations on withdrawal and that furthermore the withdrawal agreement would require
approval of the European Parliament and a qualified majority of the European Council.
If, after a vote to leave, there should be agreement to opt back into many EU services, including the single
market, the UK would then have to pay for these by continuing to contribute to the EU budget, and would
have to apply most EU legislation to UK, without having any say in the nature or details of this legislation.
Norway has decided against EU membership in two referenda. However, it has signed an association
agreement and applies more than three quarters of all EU legislation in order to access the single market. It
pays into the EU budget almost as much as if it were a Member State (The UK pays into the EU £153 per
person per year, Norway pays £106 per person)11. The agreement gives full access to the Single Market in
return for implementation in national law of EU legislation covering goods, services and capital, as well as
the free movement of people. It also covers cooperation in other areas such as research and development,
education, social policy, the environment, consumer protection, tourism and culture, collectively known as
‘flanking and horizontal’ policies. Policies relating to trade policy, customs union, the monetary union and
agriculture and fisheries, however, are outside the agreement. 12, 13, 14.
A further degree of separation, as Switzerland has15 would only allow more limited access to the internal
market, including some restrictions on labour mobility (for example for health service workers). That
agreement also excludes Switzerland from the single market in services, which would have profound
implications for the UK economy which is almost 80 % service based16. (This explains why major financial
organisations have indicated that they would move to Paris or Frankfurt if the UK decides to leave the EU).
Crucially there would also be restrictions on UK institutions’ participation in EU research projects and
eligibility to receive EU funds (Swiss institutions are not eligible to lead research projects).
A decision to leave the EU would also imply a major loss of influence for some important UK institutions
such as the Wellcome Trust and Cancer Research UK, both of which often lead EU research projects. UK
NGOs and charities (for example those concerned with health matters, social issues, environment or other
socio-economic determinants of health, etc.) which currently benefit from EU funding, could lose many
millions of pounds in funds annually.

7

8. Peace in Europe
War and threats to peace present some of the most serious threats to good public health. After over 300
years of wars in Europe, the first original objective of the EU was the promotion of peace in Europe17,18, 19.
Apart from a few exceptions, peace has been maintained in Europe since 1945.
Eleven of the EU countries became democratic and independent in the past 25 years (after the dissolution
of the Soviet Union). Therefore their history of parliamentary democracy, independent judiciary and media,
and a market economy is very recent. Europe went through a very dramatic period of regime change and
apart from the war in the former Yugoslavia in the early 1990s, this has largely been a peaceful process.
The result is countries that have transitioned and achieved significant social, political and economic
development. They are firmly embedded in a community of law, with relatively stable political systems and
vibrant civil societies.20 This is unique compared to the rest of the world where regime change has often led
to prolonged uncertainty, conflict and instability. The countries on the EU borders are witness to this (Libya,
Egypt, Tunisia, Syria, Georgia, and Ukraine – to name a few).
The European integration process has contributed significantly towards this, a fact that is recognised by
other regions that take the EU as an inspiration for their own efforts at regional cooperation (for example,
the Association of Southeast Asian Nations, African Union, or the Asunción Treaty) 21, 22. The ongoing
economic crisis and the migration situation have exacerbated the pressure on some governments in the
region and some countries are experiencing a rise in nationalist, anti-liberal sentiment. The UK's
contribution to this EU role as a stabilising influence for the region should be acknowledged. This
successful and on-going investment in stability should be recognised as being in our national interest.
A decision to leave the EU could not only re-open the question of Scottish aspirations for independence but
also Wales and possibly Northern Ireland given the proximity to the Republic of Ireland which will remain in
the EU and will need to re-introduce a border 23, 24.
The current migrant crisis is arguably one of the largest challenges to Europe and its member states in
modern times. Not only does this bring humanitarian and public health challenges, but also it demonstrates
the modern necessity of cooperative public policy across member states for adequate and appropriate
action to address modern complex challenge. More than one million migrants arrived in the EU in 2015,
three quarters of them fleeing conflict in Iraq, Afghanistan and Syria mostly arriving in Greece, Spain and
Italy. Many migrants seek to cross Europe – preferred destination countries include Sweden, Germany and
the UK. Managing these kind of migrant flows requires cooperation between governments which currently
takes place within an EU framework.
It should be noted that the UK has already secured opt-outs of the Schengen agreement and migration and
asylum legislation in the late 1990s. 25 In 2014 Britain opted out of all EU justice and home affairs laws
introduced prior to the Lisbon Treaty (2007). It then selectively opted back into 35, including Europol and
the European Arrest Warrant, which it considered in its interests26. If the UK left the EU, new
intergovernmental mechanisms would need to be established in order to cooperate with other countries
over managing migrant flows.
9. Public health
EU supported public health powers are important – notably cooperation on the major risks to health, and
legislation on safety of blood and blood products, human tissues and organs. 27, 28
The EU has a number of technical agencies with relevance for health - European Centre for Disease
Control (ECDC), European Food Safety Authority (EFSA), European Food and Veterinary Office (FVO),
European Medicines Agency (EMA), European Agency for Health and Safety at Work (EU OSHA),
European Monitoring Centre for Drugs and Drug Addiction (EMCDDA). These agencies gather data from
Member States and undertake monitoring, surveillance, trends analysis and risk assessment. They provide
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alert mechanisms for government officials and key stakeholders such as environmental health or trading
standards officers. Cross-border cooperation is critical to addressing health threats, for example, tackling
fraud in the food chain (2013 horse meat scandal 29), responding to increasing resistance of sexually
transmitted infections to antibiotics 30, making new psycho-active substances such as mt-45 subject to legal
control 31. There is also the Rapid Alert System (RAPEX), an EU alert mechanism for consumer products
which could trigger action by local authorities such as trading standards when harmful products are
identified.
EU agencies contribute to shared learning across borders and offer a platform for coordinated European
responses to crises within the EU and globally (demonstrated during the Ebola crisis and pandemic
influenza outbreaks32). The UK public, through the UK Department of Health and many UK agencies
currently benefit from participation in the EU public health programme, such as the Joint Action on Chronic
Conditions (CHRODIS). If the UK choses to leave the EU, it loses automatic access to these critical
services. Future access would depend on negotiating a new arrangement which will almost certainly require
the UK to contribute funds (for example, as Norway does in order to be part of the EU Public Health
Programme).
The UK also benefits from a number of legislative processes that ensure the safety of medicinal
products and medical devices. At present, standardised and effective medical technology approvals
are easily available:
 Pan-EU medical devices regulation 33 offers speedy and cheap access to EU markets for medical
technology firms. Small and medium-sized enterprises (SMEs) make up 97% of the sizeable UK
med/tech industry. The cost of gaining approval for their product sales in the UK and EU separately
could place an unrealistic cost burden on them – potentially preventing them from selling competitively
into the EU market;
 Turnover in the medical technology sector in the UK has grown year on year since 2009 – is unclear if
this trend would continue if UK companies were not able to access both the UK and EU markets through
a single approval process;
 Currently, the EU medical devices approval process is recognised as being supportive of innovation –
especially when compared to Food and Drugs Administration approval in the USA, which, on average,
takes five years longer to approve new medical devices.
Coordinated improvements to public health and health security:
 Common standards across the EU facilitate the movement of tissues, cells and organs across member
states, ensure traceability and standardise safety reporting systems to pool information from across the
EU. Cell based treatments not available in the UK can be imported for named patients and UK citizens
can receive suitable organs from across Europe;34
 Common standards make it easier to import foods from other EU member states to the UK 35 and viceversa ensuring the quality of a wide choice of products. EU-wide rules against illicit trade of tobacco
products, including an EU-wide tracking and tracing system for the legal supply chain and visible and
invisible security features (e.g. holograms) which should facilitate law enforcement. This also applies in
the case of combatting counterfeit medicines;
 There are also other systems of EU cooperation such as incentivising the development of new antibiotics
and vaccines (for example, through the Innovative Medicines Initiative36 better data and early warning
systems across the EU), and conserving existing antibiotics. This can also apply in the case of new
treatments for rare diseases and for joint or pooled EU-wide procurement policies for orphan drugs;
 Anti-microbial resistance represents a large and growing threat to the UK public. This major health threat
can only be effectively dealt with at an international level, particularly through a 'one health' model that
brings together animal and human health agencies as well as those responsible for the environment and
food safety.
A UK that is outside the European Centre for Disease Prevention and Control (ECDC) process of
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monitoring, surveillance and coordinated response to health threats then becomes highly dependent on the
WHO Euro region for this function. The WHO Euro office has to deal with a 53 country region divided
between the richer, more developed and mature EU countries and the countries in the East of the region
which have weaker, less developed health systems and need considerable technical support and capacity
building. This is a core focus for the WHO Euro office, for example assisting the government of
Turkmenistan to develop a chronic disease strategy.
It is therefore unclear how it would find an appropriate mechanism for sharing of information, peer
exchange and collaboration on communicable disease and cross-border health threats. The UK could, like
Norway, Switzerland and Iceland, participate in the activities of the agencies such as the ECDC through
specific agreements setting out the financial contribution and roles. However, it would not be a Member
State with voting rights on the management board and a decision-making opportunity, but would still have to
contribute to the relevant costs.
10. The environment and climate change
The environment cannot be controlled at the nation state level - air, water, other pollutants, and the climate
itself are not limited by political borders. Therefore environmental legislation is almost entirely an EU
competence.37
Significant improvements in air quality and quality of bathing water in the UK, to take two examples, have
been due to environmental legislation at the EU level. It is not clear how a future UK Government would
legislate around these standards if competence were to return to national level, not only for air and water
pollution, but also with respect to chemicals and pesticide use, waste management, recycling and energysaving legislation, labelling of household appliances, laws monitoring and limiting pollution and energy used
by industrial installations, and those applying to power stations, emissions standards, and fuel-efficiency in
transport. However it is likely that these standards would be maintained or even enhanced within the EU.
The EU has a key position in global efforts to address climate change38, 39 and the UK has played a role in
shaping this EU position. If the UK leaves, national commitments to reduce climate change might be
affected. Furthermore, a future EU position may be weakened without a strong momentum from the UK to
maintain the commitment to cut emissions by at least 40 % by 2030.
The European Chemicals Agency (ECHA) 40is the body overseeing implementation of the Registration,
Evaluation, Authorisation & restriction of Chemicals (REACH) legislation. That created a register and
authorising body for chemicals in Europe. This has banned or introduced very strict controls on the most
toxic substances. REACH legislation was achieved in spite of lobbying by industry. 41, 42. The US chemicals
authorisation regime is, by contrast, far more lax than this, e.g. it still has not entirely banned asbestos). If
the UK were to leave the EU, it is unclear whether UK would still be party to ECHA information and if a UK
approach to legislating on chemicals and health/environment risks would be different and more or less
supportive of health.
Air pollution is a serious contributor to morbidity and mortality (an estimated 29,000 deaths annually in the
UK) 43 and the EU is well placed to help address this. In addition to legislation, the EU is a powerful
enforcement mechanism which is driving up quality standards. Countries that fail to implement EU
legislation appropriately are subject to legal action at the European Court of Justice (ECJ). For example, the
Court ruled in 2014 that the UK government was in breach of the EU AirQuality Directive because illegal
levels of Nitrogen Dioxide were found in 40 of the UK’s 43 urban zones in 2010, after the 1 January
deadline for emission limits44.
11. Agriculture food and nutrition
What we eat is first and foremost dependent on what farmers are encouraged to produce through subsidy,
all determined at EU level. 45,46 which is also the world's largest exporter of food and drink products and its
second largest importer. If the UK leaves the EU, it is unclear whether the government would choose to match
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the planned €27.8 billion due to be invested in UK farming by 2020.
However, it would be an opportunity to re-orient potential subsidies towards a more healthy supporting food
production cycle47. Current subsidy mechanisms both contribute towards climate change and unhealthy diet
patterns48, 49, 50. European agriculture is responsible for release of more global warming gases than is any
other industry51 and the EU is beginning to address this. If farmers are to qualify for Common Agricultural
Policy (CAP) subsidies, they have to comply with EU standards for environmental protection, animal welfare,
and food safety. 52, 53 The UK would benefit from these developments if it remains within the EU.
Food labelling is an important mechanism for providing information about the food eaten by EU citizens,
and the regulations are all set at EU level54. A recent Directive extended food labelling regulation
considerably, but further reform (including provision of simpler guidance to consumers) is needed, and the
UK is well-placed to take a lead here to promote appropriate policies (for example the voluntary, traffic
lights scheme) and learn from the success of other initiatives such as the Nordic region's 'Green Keyhole'
scheme.55 It should be noted that under the EU’s Regulatory Fitness and Performance programme (REFIT)
better regulation process, the Commission has prioritised a review of EU food law to assess whether it is
still fit for purpose and whether it could be simplified or streamlined56.
EU regulation currently bans the use of hormones 57 and antibiotics 58 as growth promoters in livestock
production (this is not the case in the USA). The goal of regulatory convergence between the EU and the
US as part of the proposed TTIP raises some concerns about how public health legislation in Europe could
be maintained. As already noted, EU regulation is also considerably stricter than is that in the USA on toxic
pesticides. It is unclear whether these standards would be maintained or updated if the UK left the EU.
The UK is unable to produce on its own anything approaching a sufficient supply of fruit and vegetables in
order to fulfil every citizen’s daily recommended intake amount of 400gm. 59, 60 The UK imports two and a
half times more food from the EU than from the rest of the world. If the UK leaves the EU, new agricultural
tariffs would need to be re-negotiated. That could increase food prices, impact on overall food choices and
exacerbate health inequalities.
12. Social dimensions
Health and safety at work legislation is basically European. If the UK leaves the EU, some social benefits
may be vulnerable to erosion. For example, during the negotiations at EU level, the UK Government
opposed equal treatment rights for agency workers, working time limits, and rights for workers to receive
information and be consulted on changes in their workplace that could affect their jobs or terms and
conditions61
The Social Chapter provides benefits for EU citizens, including maternity and paternity leave after birth of a
child, or after adoption; guaranteed holidays (a minimum of four weeks paid leave) and right not to work
more than 48 hours per week without financial compensation (Working Time Directive); equal pay and
protection from sexual discrimination in the work place; equal rights for part-time workers to paid leave,
pensions, and access to training; and protection against unfair dismissal. All of these are essential to
addressing social and economic determinants of health, as well as contributing to the reduction of health
inequalities.
The European Parliament is supportive of the concept of a minimum income (equivalent to at least 60% of
the median income in the relevant Member State) and minimum wages set at a decent level (that is above
the poverty threshold in combating poverty.) 62 63 The European Commission has also invested in a network
to explore the role of minimum income programmes in promoting social inclusion and tackling poverty.64, 65
The UK currently benefits from the EU-wide framework for EU action on protection of children’s rights,
including child protection in cross-border movements, safeguards for children who are victims of crime,
victims of sexual abuse and exploitation, and victims of trafficking: European Child Rescue Alert (AMBER).
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13. Regional Policy
After the Common Agricultural Policy, Regional Policy comprises the next largest item in the EU budget;
this is mainly used to promote social, economic, and infrastructure development in less developed areas in
the EU. Many areas within the UK have benefited from Regional Policy support (usually from either the
European Regional Development Fund or from the Social Fund), and some UK areas are still benefiting. In
particular, Cornwall and some areas of Scotland, Wales, Northern England, and Northern Ireland are still
net recipients from the Structural Funds budget. An estimated 50,000 jobs have been created in poorer
regions of the UK through Structural Fund projects66.
Earlier in 2016, the government provided no guarantees that it would replace any shortfall in Welsh regional
spending 67 in the event of the UK leaving the EU.
Since 2007, health development has become recognised formally as a component of social and economic
development, and the Regional Policy budget has included a sum of €5,000,000,000 “top-sliced” to support
health development. This has led to some impressive developments (e.g. in Hungary, Italy and Spain).
Recently, Northern Ireland has drawn on these funds to support building of a new hospital and primary care
infrastructure, and similarly other UK health infrastructure projects are in development.
One of the key benefits of the Structural Funds is the long term planning horizon, where the EU multiannual financial framework (MFF) gives a 5-7 year perspective in terms of budgets, extremely valuable for
thinking about strategic planning and capital investments This would be hard to replicate in a purely national
context because it goes beyond the short term of an election mandate.
14. The Single Market
EU procurement rules provide equal access to markets across the EU; Leaving the EU would mean that UK
health-related industries do not have automatic right to bid for public contracts on the same basis as
national companies across the EU.
The pharmaceutical industry has a strong presence in the UK (all 10 major pharmaceutical companies have
bases in the UK) from which they sell into the 27 other national markets (and in addition, Norway and
Switzerland), reaching over 500 million potential customers. As one of the largest UK industries, this
reflects £billions for UK life sciences companies which would be at risk if the UK votes to leave68.
Free movements of health professionals around the EU, with mutual recognition of professional
qualifications, is a significant benefit to healthcare provision in the UK. Up to 10% of the health and social
workforce in the UK is of European Economic Area (EEA) origin, 69 addressing existing shortages of skilled
staff and able to work in the UK because of EU Treaty provisions. At EU level there is an awareness of the
shortages of health workers that exist in a number of countries. It is estimated that the EU will need one
million additional healthcare workers by 2020, an increasing urgent issue. Since 2008, the European
Commission has funded studies looking at health workforce planning issues 70 such as skills gaps, staff
retention strategies 71 and ethical recruitment practices as well as joint actions which bring together member
states to explore these issues in detail.
At present, there is easy access to skilled labour, and this free movement of health professionals benefits
health professionals individually, and the UK generally as a net importer of health and social care
professionals. This ensures that skills gaps in the UK workforce are filled quickly, and is particularly
important in the NHS and for medical specialties, as well as e.g. home and institutional care for the elderly,
as part of UK current efforts to increase domestic medical workforce supply72.
The UK life sciences sector also benefits from free movement of skilled people within the EU. The UK
currently acts as a hub for global researchers, attracting more university-educated EU citizens than any
other member state, and resulting in 20% of the UK academic community being made up of EU nationals.
The UK benefits from access to the Erasmus and Marie Curie schemes that provide mobility of early career
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researchers, as well as the EPIET programme, providing training in communicable disease control. The
quality of UK science is strengthened and acts as a vital magnet for life sciences investment.
15. The Transatlantic Trade and Investment Partnership (TTIP)
In March 2015, FPH raised a number of serious concerns in relation to the TTIP agreement. FPH warned
that the agreement may open commissioning of NHS and clinical services to further competition and private
sector provision and lead to worsened health systems, weakened co-ordinated working across
organisational boundaries and make it harder to ensure that public health considerations are addressed
across the NHS. FPH also raised serious concerns in relation to the impact of the agreement on social and
welfare rights, worker and employment rights, environmental protections and climate change, access to
medicines (including impact on the developing world) and the right to regulate in the public interest. 73
The European Commission’s recent State of Play document, makes a joint commitment from Commissioner
Malmström and US Trade Representative Michael Froman that “TTIP will safeguard the ways that national
governments choose to deliver and run the public services they offer to their own citizens”. This is
encouraging, although without a full text of a final agreement, FPH continues to press for this commitment
to be a reality in practice. FPH further notes the European Commission’s proposal for reform of the ISDS
mechanism, and welcomes this as a step in the right direction. However, FPH continues to have serious
concerns in relation to the safeguarding of independence, fairness, openness, subsidiarity and balance, and
seeks further reassurance on this matter.74
Ultimately, no guarantee has been presented that were the UK to leave that it may not be subject to many
of TTIP’s provisions, which would be determined though the process of transition. In addition, there is no
guarantee a future trade agreement with the US could be negotiated quicker – or with greater guarantees of
important population health, environmental, and social protections than under TTIP. President Obama has
indicated that an agreement, should the UK leave the EU, may take up to ten years to negotiate.75
FPH considers that the EU, with bloc wide negotiating power, offers the most effective means and potential
for the UK to address and resolve the challenges presented by the agreement.
16. Standardised medicines approvals
Registration and approval of pharmaceutical products is carried out for the entire EU by the European
Medicines Agency (EMA) – based in London - providing a benefit in terms of efficiency and predictability.
The Association of British Pharmaceutical Industry (ABPI) has stated that the European Medicines Agency
(EMA) has reduced the burdensome process of submitting national applications for market authorisation to
different countries. It describes the EMA centralised procedure as good for industry but also providing a
uniform level of protection for patients through a standardised patient information leaflet for medicines.
If the UK leaves the EU, companies would need to meet national regulations in order for UK patients to
access them, and UK companies would still be required to meet EU regulations in order to reach their
customers. This raises the risk of two sets of regulatory hurdles for new medicines or devices, which may
generate time and cost implications.
17. International influence on medicines and device regulation
As a member of the EU, the UK has a seat ‘seat at the regulatory table’ which is critical for the UK's thriving
life sciences community and industry. Non–EU countries, such as Norway, can choose to sign up to (but
not influence) EU regulations in order to lessen the regulatory burden on their companies that want to trade
with the EU. For example, a revision of the regulations on medical devices is currently under way, and the
UK is heavily involved in these negotiations - ensuring that government views and industry interests are
heard.
By contrast, Norwegian, Icelandic, Swiss and Turkish counterparts, who will be effected by the resulting
outcome, have no opportunity to comment or to participate in the legislative process. As already stated, the
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EMA`s headquarters are in the UK and this would need to change if the UK was no longer in the EU. The
Swedish, Danish and Italian governments have already formally registered their interests in hosting the
EMA. It is as yet uncertain if the UK outside the EU would still be party to EMA decisions and approvals or if
it would have to duplicate these at a national level.
18. UK Research excellence, and access to research funding
UK health researchers have automatic access to major EU sources of research funding and the opportunity
to belong to the most significant public health research community in the world, through the EU.
Based on the proportional contribution to overall EU finances, the UK contributes around 11% of the EU
research budget and receives around 16% of the allocated funding, making it a significant net beneficiary.
The UK is the third largest recipient of research and innovation funding76 and the largest EU Member State
beneficiary of EU funding for health research.77, 78 Data released in October 2012 show that, in the health
theme of the EU’s ‘Cooperation Pillar’, the UK had attracted over €570 million in EU funding, 17 per cent of
the whole EU contribution and €30 million more than Germany, the second highest beneficiary.
Accessing EU research funding depends on the ability to develop and submit good quality project proposals
rather than the academic reputation or historical legacy of an institution. EU funding is competitive and
meritocratic, being awarded on the basis of quality. This funding benefits the whole of the UK – not just
South East England.79, 80 Of the EU funding framework which ran from 2007-2013, 107 EU research
infrastructure projects were supported in the UK, of which 69 (64%) were outside the ‘golden triangle’ of
Oxford, Cambridge and London universities.
19. Cross Border Healthcare for UK citizens
The Cross Border Healthcare Directive enables residents of any EU member state to be able to obtain
investigation and treatment anywhere in the EU, paid for by the purchasers in the patients` own home
member states; these EU rules mean that British patients have clear rights to purchase healthcare in other
Member States and then claim reimbursement from their UK healthcare purchasers under certain
conditions. To some degree this assists the NHS by providing access to under used capacity in other EU
countries, such as dental treatment in Hungary and joint replacements in France. Removing these
arrangements may have an effect on local services and waiting times.
This Directive also sets out a commitment to create a system of European Reference Networks, which
would create teams across EU member states which could share healthcare advice on (for example) rare
diseases. This should lead to a wider pool of patients with rare diseases, which would allow Britain to
continue to progress its world-leading research on rare diseases, which is currently hampered by lack of
patients to help with research. There will be a call issued to establish the networks in May 2016, and the
first networks will be set up in 2017.
In addition to the ability to use health services across the EU, there are longer-standing arrangements for
access to emergency medical care. British patients have the right to access medically necessary healthcare
services when abroad in other EU countries temporarily. Many UK citizens go on holiday within the EEA
with the peace of mind that should they fall ill, their immediate health needs will be taken care of via the
European Health Insurance Card (EHIC).
There are around one million UK citizens who are permanent residents in Spain, and over 300,000 live in
France; most of these are pensioners who can benefit from free access to local health services as well as
access to their (UK state) pensions.81 It is unclear how arrangements for health service access and
transferability of pension payments would be affected in the case of a UK departure from the EU. Maybe
new rules would be have to be renegotiated bilaterally with each of the remaining 27 Member States on the
permanent residency status of British citizens (pensioners, students, workers, etc.) living in the EU.
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In 2012/13 the UK paid a net £805 million to other EEA countries to cover the healthcare costs of those for
whom it is responsible, the majority of whom were for UK state pensioners living in other EEA countries.
This is widely believed to underestimate the true cost to the countries in which they live. Many more UK
pensioners choose to live in other EEA countries than pensioners from those EEA countries who live here.
There is no guarantee that they would be able to remain in those countries if the UK was no longer a
member of the EU.
20. Health as a policy priority for the EU
The Treaty on European Union identifies the legal mandate for EU action in a policy area. The strongest EU
competence is in the area of the internal market – the free movement of goods, services, people and
capital. In comparison to this core EU competence, the EU's mandate for action in public health is very
limited – with little opportunity to introduce harmonising legislation. In addition, the current Juncker
Commission has allocated a low priority to public health – it is largely absent from the 10 political priorities
and the appointment letter from President Juncker to Health Commissioner Andriukaitas limits his tasks to
food safety, the legal framework for Genetically Modified Organisms (GMOs), enhancing preparedness for
food crises or pandemics and building knowledge of health systems to help them be more efficient82.
The broader agenda of public health, prevention and health inequalities is simply not mentioned and
therefore receives lower institutional support. This makes it even more critical that there is a vibrant public
health community, with involvement by UK NGOs and researchers, who can make the case for a coherent,
Health in All Policies approach at EU level.
21. The role of the European Court of Justice
The broader agenda of public health, prevention and health inequalities is simply not mentioned and
therefore receives lower institutional support. This makes it even more critical that there is a vibrant public
health community, with involvement by UK NGOs and researchers, who can make the case for a coherent,
Health in All Policies approach at EU level.
One of the concerns raised about membership of the EU relates to the European Court of Justice (ECJ). As
a result, a suggested benefit of leaving the EU is removal from control by the ECJ.
The uninterrupted functioning of the internal market in goods and services is the basis of most EU policies
and laws. When taken together with the relatively weak public health competence, this creates a tension in
relation to improving public health. This is manifested when a Member State wishes to impose measures
which would benefit public health, but which could be construed either as interrupting the single market (for
example in tobacco or alcohol sales, or food marketing), or as undermining the Common Market
Organisation under EU agricultural policy.
On a number of occasions, national laws on health have been challenged at the ECJ as a breach of internal
market rules: in the 1990s when Sweden acceded to the EU there was a challenge to its alcohol monopoly.
On reviewing the ECJ decisions, however, whilst it has consistently identified public health as a legitimate
objective of EU public policy, it has tended to leave the decision about the proportionality and
appropriateness of a specific measure to the judgment of the national courts. For example in the recent
ruling on Scotland’s proposed Minimum Unit Price for alcohol, the ECJ stated that it is for the national court
to determine whether other measures are capable of protecting human life and health as effectively as the
current legislation, while being less restrictive of trade in those products within the EU, and, if not the case,
the policy is justified.83
22. The politics of health decision-making
There is a constant tension between the goal of promoting population health and the economic imperative
to create jobs and generate economic growth. This tension exists at all levels of decision-making from local,
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regional to national, European and globally.
The impact of growing burdens of chronic disease globally means that action needs to be taken on the
drivers of lifestyle behaviours such as what people eat, drink, and smoke and whether they take exercise.
Such actions may promote health but impact on the business models of private companies, for example,
limits on advertising of unhealthy foods to children. Whenever profits are at risk or business models under
threat, there is a strong reaction from the vested interests involved 84.
Political decisions are therefore made in a nexus of power, money and influence. Public health goals are
often subjugated to goals of jobs and economic growth and this situation will occur whether the political
decisions are made at EU level or national level85. Lobbying by commercial interests will always be
powerful, they will usually outnumber health advocates, enjoy more points of access to decisions-makers
and at higher levels as well as having more resources to outspend health groups. For example, the two
most expensive pieces of EU legislation ever passed are linked to health.
The REACH law on chemical safety is estimated to have cost 700 million Euros in lobbying and the law on
consumer information on food labelling is estimated to have involved more than one billion Euros being
spent to influence the contents. A decision to leave the EU would simply shift this argument from Brussels
to London. There is no guarantee that the UK would make better decisions in terms of championing public
health over private sector interests than currently happens at EU level. Rather, with a myriad of political
parties and affiliations one might expect a more measured and broader view point to emerge from a
European agenda than from a single party or government in the UK.
Lobbying around law creation and policy development will continue whether the UK is a member of the EU
or not. The difference will be whether the lobbying happens in Brussels or London, It is a matter of
conjecture about which venue would result in better decision making in terms of championing public health
over private sector interests. It could be said that, with a myriad of political parties and afflictions, a more
measured and broader view point could emerge from a European discussion that from within a single
country such as the UK.
23. Conclusions
The UK has world class public health, both in practice and research. These are supported and strengthened
by access to EU collaborative opportunities and research funds. Analysis of the complex factors and
situations outlined above can be summarised very simply. Membership of the EU is beneficial to the health of
the UK population, a support to effective public health practice and a major encouragement to UK research.
Continued membership of the EU, will maintain our excellent public health practice and research for many
years to come. By contrast, separated from the EU, the UK on its own would lose the capacity to effectively
control many of the most important determinants of our current and future health. These include pandemics,
the environment, healthy sustainable food, and, perhaps most significantly, climate change.
There will always be policy areas that could be improved or reformed. The EU functions as a living
laboratory, encouraging exchange and debate between countries on common challenges. These formal
and informal networks of civil servants and stakeholders have had a positive impact on service provision
because they are an opportunity to understand how services are provided in other countries86. Through
these relationships, the UK is able to benefit in many areas and influence the wider EU and global agendas.
Indeed, the UK is ranked at the top of the list of countries globally that use soft power - the ability to coax
and persuade to achieve foreign policy objectives87, 88.
In our view, population health is likely to benefit from continued membership of the European Union.
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