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Abstract

This paper provides an overview over key elements of the European macroeconomic governance
framework (European Semester) and the implementation of Country Specific Recommendations
(CSRs), with focus on Roma health and inclusion in three countries of the CEE region: Slovakia,
Bulgaria and Romania. It proceeds with the identification of gaps in regard to the implementation
of the National Roma Integration Strategies (NRIS) and makes recommendations for future

monitoring and policy development.

The European Semester is an annual cycle of economic and fiscal policy coordination
between the European Commission and the Member States. Each year, it starts with the
Commission’s publication of the Annual Growth Survey that highlights economic priorities
for Member States in November each year and culminates in the publication of Country
Specific Recommendations (CSRs) at the end of May. While primarily an instrument to
ensure fiscal discipline and macroeconomic stability in the Member States, the European
Semester is also in place to monitor policies set by the Europe 2020 jobs and growth

strategy.

Table 1: European Semester key updates

Since mid-2015, the European Semester has
undergone several modifications that were
initially introduced in the Five Presidents
Report as a key step within a wider strategy
primarily designed for achieving closer
coordination between countries in the
Economic and Monetary Union (EMU)[].
Furthermore, a better balance between the
Semester’s financial and social dimensions
was outlined as a key commitment in the
Report, as well as promoting stronger
inclusion of national stakeholders in a move
towards better political accountability and
enhanced national ownership of the European
Semester process. Key updates to the
Semester include, inter alia, a single

assessment per Member State, an earlier and partially more detailed publication of the
Country Reports, and fewer Country Specific Recommendations (CSRs). Less CSRs imply a
refocussing on key policy issues, roughly grouped under fiscal, macro-economic and social
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priorities. While inconsistencies in the formulation of CSRs still prevail and embody an
inherent tension between the call to rationalise spending while simultaneously work
towards the reduction of poverty and social exclusion, a number of CSRs also have
improved in quality in regard to their social dimension. In support of a broader social
integration, the European Commission has also launched another key initiative: the
European Pillar of Social Rights. The final Pillar of Social Rights, to be fully launched in 2017,
will outline essential norms and principles to support well-functioning and fair labour
markets and welfare systems while functioning as a reference framework to screen
employment and social performance of Member States [2]. Concurrently, however, the
Pillar of Social Rights is to be seen in a context of a closer integration of the EMU. It is
therefore primarily valid for the countries in the Eurozone.

With regard to health, the European Semester considers health systems to be a key issue
for the sustainability of public finances, with the rise of ageing-related spending most
frequently evoked as a ‘risk’ in the long term. However, references and recommendations
relevant to health investment and public health as such, including a stronger focus on
improving public funding, access, quality, and health outcomes have become more
pronounced in the 2015 and 2016 European Semester cycles, specifically in the Country
Reports and CSRs including preambles. For example, a focus on health promotion and
disease prevention were emphasised in the case of Latvia and Portugal, and the need to
advance Universal Health Coverage (UHC) was raised for Latvia and Cyprus. Access,
quality and sustainability have been dominant issues raised in the European Semester for
several Central and Eastern European (CEE) member states (CZ, BG, RO, LT, LV,) as well as
for Cyprus and Ireland. Concurrently, it should be noted that contrary to the fiscal
surveillance mechanism under the European Semester, its recommendations in the social
realm lack clear targets and remain largely non-binding.

Overall, the implementation of the recommendations in the framework of the European
Semester has not been particularly effective [3]. According to an assessment issued by the
European Parliament, a mere 4% of CSRs were fully implemented in 2015 [4]. A significantly
higher percentage rate was assessed with ‘imited or some progress’, however a closer
look at accompanying explanations reveals that such progress rarely implies actual
implementation. Looking at a sample of three CEE countries (see table below) is a case in
point. ‘Some progress’ mostly refers to reform plans that have been envisaged but without
concrete steps taken to date, including the approval of various strategies or an adopted
legislation with delayed implementation.



The assessment of CSRs for Bulgaria, Romania and Slovakia give a mixed picture:

full progress some/limited progress W@  Nno progress
2013 2014 2015 2016*
0 0 0
1 0 3
Bulgaria
1 0 0
Romania
2 1 1
Slovakia
total CSRs combined { 21 20 15 1l
*to be
assessed

Table 2: CSR implementation 2013 — 2016.

While it is not always clear in how far the European Semester recommendations can
retroactively provide value added to plans Member States decided to carry out anyway,
there is also a considerable number of strategies put forward where implementation is
clearly lagging behind. Governments of Member States, especially those which depend on
EU funds, have become professional at designing strategies that are imperative for, inter
alia, accessing European Structural and Investment Funds (ESIF). On the implementation
front however, progress is often lagging behind. In addition, implementation is also
impacted by the absorption rates of Structural Funds that can vary significantly between
Member States. According to the evaluation of the cohesion policy programmes in the
previous programming period (2007-13) [5], lower absorption has been recorded in Italy,
Czech Republic, Malta, Slovakia, Bulgaria and, in particular, Romania.

By addressing key objectives in the fields of employment, education, poverty and social
exclusion, the Europe2020 strategy for smart, sustainable and inclusive growth provides a
general framework that is relevant for Roma inclusion across Member States. The progress
towards the Europe2020 strategy, which is implemented and monitored in the context of
the European Semester [6], has also guided the development of the EU Framework for
National Roma Integration Strategies (NRIS) that focus on four key areas: education,
employment, healthcare and housing.

! Based on EC assessment of CSRs (Staff Working Papers) and extended from Hradsky M., Ciucci M., Kumsare S.
(2016), Country Specific Recommendations for 2014 and 2015. European Parliament (EGOV)
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Furthermore, the CSRs adopted by the European Council in the years 2012, 2013 and 2014
have formed an entrance point for the identification of funding priorities for ESIF [7]. To
reiterate the link with the European Semester process, a series of CSRs in 2012 and 2013
urged Member States to implement the NRIS and mainstream it with other policies. Finally,
the 2014-2020 ESIF regulatory framework incudes an explicit ex-ante conditionality for
health investments that includes a focus on Roma, requiring a Roma Integration Strategy to
be in place to address Roma integration goals in the different fields, including in relation to
healthcare [8].

In its recent assessment of the NRIS (2016)[9], the European Commission highlighted the
relevance of the European Semester to Roma inclusion as a tool to further streamline
Roma policy under the Europe2020 inclusive growth target and as a key monitoring
framework for assessment of the implementation progress across Member States. The
assessment also put forward that in terms of Roma integration, no real improvement can
be recorded on the ground. In terms of funding received by the respective priority areas
as defined in the NRIS, inclusive education and employment were the two primary
investment areas, with housing also receiving significant allocations. However, the amount
allocated for health investments was much lower.

A number of reasons help to explain the implementation gap. In the first place, it is widely
acknowledged that the implementation of the National Roma Inclusion Strategies suffer
from a lack of accountability and monitoring mechanisms. To make indicators operational,
they would need to refer to valid existing data, benchmarks and target values [10]. However,
practical obstacles to data collection continue to persist across many member states. Data
collection at national level is neither comprehensive nor systematic, while the absence of
ethnically disaggregated data makes it substantially harder to develop measures
specifically targeting Roma inclusion, making it significantly harder to address health
inequities. In addition, addressing Roma inclusion requires policy coherence and the
streamlining of meaningful indicators across other governmental strategies. For instance,
the indicators framework of the Romanian Health Strategy (2014-2020) does not take into
account Roma specific targets, which could make a better connection to the Romanian
NRIS. Furthermore, the decentralization of Roma community services such as the Roma
Health Mediators programme can make it overly dependent on municipal capacity [l1].
While the programme is certainly considered as an empowering tool for Roma, the lack of
effective supervision in the absence of a central strategy also bears the risk of augmenting
differences in service provision between different regions. A recent study on cost-
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effectiveness of Roma health mediation programs in Romania in the time frame 2007-2013
could not establish an overall cost-effectiveness of the programme, while in terms of health
outcomes, communities with health mediators did not perform better than communities
without health mediatorsz [12]. However, it should also be noted that effective Roma
inclusion does not necessarily have to trigger an ‘economic case’. For example, Roma
mediators frequently engage in activities related to health literacy and hygiene, which
provide effective peer education related to health. In addition, it can be hypothesized that
Roma health mediation would be cost effective if the ‘dose’ of coverage, i.e. higher intensity
with better supervision were in place.

The CSRs in the framework of the European Semester are most likely to focus on education
and employment when it comes to Roma, which can be considered in line with the ‘growth
and jobs’ agenda of the European Commission. For example, the 2014 CSR for Bulgaria
explicitly mentions Roma in this particular context, even if in 2015 the CSR is reformulated
to refer to ‘groups at the margin of the labour
market’. For Slovakia, the 2011 preamble to
the CSRs stated that low education
achievements of the marginalised Roma
communities are a major factor contributing to
long term unemployment in the country.
Starting with 2012 and including 2016, each
v round of Roma related CSRs for Slovakia has
almost exclusively focussed on education, even though no overall progress has been
recorded.

In the case of Romania, the European
Commission recommends to step up reforms
in the health sector to increase its efficiency,
quality and accessibility, including for
disadvantaged people and remote isolated
communities. The 2015 CSR further urges to
increase the provision and quality of early
childhood education and care, in particular
for Roma The Romaman National Reform Programme (NPR) submitted by the government

in the framework of the European Semester addresses those recommendations briefly, but
only refers to the implementation of prophylactic and curative health programs for women
and children and the development of pilot medical centres to increase access to medical
services for people from remote and isolated communities. Other planned measures
largely deal with the modernisation of healthcare infrastructure, according to information
provided in the NPR. In parallel, the Romanian Health Strategy [13] largely focusses on

2 As the focus of the study was on services related to maternal and child health, the measurements primarily
refer to the preventable mortality rate in the 0-4 age group.



infrastructural improvements alongside development and scaling up of telemedicine
solutions when it comes to reaching out to populations in isolated communities. The
strategy features a separate section on Roma health which nearly exclusively focusses on
decentralized health services on community level and also mentions the importance of
Roma health mediators.

e The European Semester, while an important tool to keep Roma inclusion high on the
agenda, is not a sufficient mechanism to achieve changes on the ground.

This requires an intersectoral approach that accounts for each specific area defined by the
NRIS, underpinned by a monitoring framework. Efforts to reduce access barriers and
address socio-economic determinants of health also require a stronger involvement of
central government bodies. While the communities remain a key actor in implementing
Roma inclusion measures, relegating all managerial and budgetary responsibility to local
authorities bears the risk of increasing social and territorial inequalities, while weakening
accountability and political commitment.

o The fact that health remains the most underfunded area is a worrisome development.
It is known that Roma suffer significantly higher physical and mental health disparities than
the rest of the population, exacerbated by strong exposure to a range unfavourable social
and environmental determinants that influence health outcomes [14-16] . Roma children
cognitive and socioemotional development, significantly aggravated by poverty, also
hinders their ability to attend school and participate in activities with their peers [17]. In the
area of health, the assessment of the NRIS implementation (2016) notes that the “tackling
of health inequalities endured by Roma remains an ongoing challenge, in particular in
the most deprived areas” [9]. The European Semester, despite having maintained a focus
on Roma integration, has not specifically addressed Roma health in its recommendations
so far. If the Semester is to remain a key precedent to define priorities for social and health
investments, a better coordination with the NRIS is needed.

o While investments in health infrastructure are commonly cited measures for reaching
out to isolated communities, it is often unclear how such measures can benefit Roma
specifically. Some proposed solutions, such as telemedicine, are futile for people that lack
basic access to sanitation and insurance. Furthermore, investments in health infrastructure
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(e.g. new medical centres) can quickly become unsustainable without adequate staff put in
place to manage it, underpinned by administrative and institutional capacity. Broader
organizational and institutional capacity building, together with development of staff
capacity, should be an integral part of what Commissioner Moscovici has termed as the
‘new generation of structural reforms’[18]. As the European Commission has put forward in
its 2014 assessment on Roma integration, “Member States should also put in place
measures that address the low skill levels of Roma job seekers through vocational training
and counselling”[19]. However, it would be important to highlight that such measures need
to be designed in a participative way together with the Roma and foster domestic political
dialogue, including in the field of health.

e As recently presented by the Fundamental Rights Agency at the United Nations
Economic Commission for Europe, mainstream inclusion indicators cannot sufficiently
monitor the specifics of Roma exclusion.

HEALTH IN The development of new indicators on a
THE SDG ERA &\ & national and international level should further
aim at mainstreaming existing SDG indicators
into their own indicator development [20],
which is not yet the case in Europe. Yet, a
series of SDG indicators are of utmost
importance for Roma inclusion and strongly
intertwined with health outcomes, such as Goal
1 on poverty reduction, Goal 2 on food security,
World Health Organization - Health in the SDG Era Goal 6 on the availability of water and
sanitation for all, and many more. In addition to the SDGs interdependent nature, SDG Goal
3 represents an explicit health target. While the reduction of NCDs by a third is a critical
Sub-goal (3.4) and highly relevant for Europe as a whole, a higher burden of communicable
disease (Goal 3.3.) and neonatal mortality (Goal 3.2) are persisting challenges needed to
be addressed in the case of marginalised Roma populations. Another key target for Roma
inclusion is also exemplified through Sub-Goal 3.8:
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Roma across Europe face disproportionate barriers to access to health services, which is
exacerbated by the lack of insurance or ID documents [21] but also due to distance,
discriminatory attitudes and significantly higher financial barriers. As a recent EPHA paper
on Universal Health Coverage puts forward [22] the achievement of genuine UHC has the
potential to address some of the vast inequalities which exit between regions and social
groups in Europe, but only if implemented in a holistic manner. A commitment to ‘leaving
no one behind” must explicitly address vulnerable groups by making them visible in the first
place, paired with a genuine political commitment and resource allocation to implement
UHC and accompanied by adequate monitoring indicators streamlined across all relevant
policy frameworks, including the European Semester and the upcoming European Pillar of
Social Rights.
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