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Abstract
The ruling in Petru, although unnoticed by legal doctrine, has a very powerful potential effect on national
health systems. The Court accepts that a patient from a Member State where public healthcare is of poor
quality may, at the expense of that State, receive treatment in another Member State. In this way it gives
priority to individual patient rights over national healthcare systems, which it puts in direct competition
with one another.

Introduction
The Petru case has evaded most EU scholars’ attention1 despite having a very powerful potential impact
of national health systems, especially those of poorer Member States.2 It is yet another case of a patient
treated in another Member State and claiming a refund from her home State. The great difference from
previous cases, however, is that the patient chose to move abroad not in order to receive a treatment
unavailable in her Member State or to skip long waiting lists, but just to get better-quality treatment.
Hence, the question to which the Court had to answer was whether a national healthcare system should
be forced to authorise (and fund) its patients to move abroad to receive treatment of a quality it itself may
not provide.

Facts—findings of the Court
The facts of the case are not original, except for the motivation of the mobile patient. Ms Petru is a
Romanian national whose medical condition required her to undergo open-heart surgery. She decided not
to be operated on in Timisoara, Romania, but rather to move to a clinic in Germany. Before moving to
Germany her request for an authorisation for planned healthcare abroad (Form E112, now replaced by
Form S2) was turned down by the competent Romanian health insurance fund (the Fund), thus prompting
her, upon her return, to initiate civil proceedings against the Fund on the basis of art.22(1)(c) and the

*Professor; Visiting Professor at the College of Europe, Bruges (Belgium); Hon. Asst Professor at the University
of Nottingham (UK); Attorney-at-Law, of the Athens Bar; email: vasshatz@socadm.duth.gr.

1Petru v Casa Jutedeana de Asigurari de Sanatate Sibiu (C-268/13) EU:C:2014:2271; [2015] P.T.S.R. 139. The
Eur-Lex database only shows two four-page long comments in German and two of the same length in Greek: see
http://eur-lex.europa.eu/legal-content/EN/NOT/?uri=CELEX:62013CJ0268&qid=1433704945368 [Accessed 20
April 2016].

2The fact that poorer Member States are concerned may be the reason why mainstream academia (mainly taking
place in richer Member States) has not paid due attention to the judgment in question.
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second subparagraph of art.22(2) of Regulation 1408/71.3 This part of the story sounds familiar to those
following developments in the field of healthcare.4 Contrary to previous case law, however, Ms Petru was
not seeking treatment which was not available at home,5 nor was she seeking to bypass long waiting lists
within the national health system.6 Rather, she was scared off by the “shortage of material resources” of
the hospital to which she had been allocated. In particular she claimed that the Timisoara hospital,

“did not have basic medical supplies such as painkillers, antiseptic/disinfectant, absorbent cotton
wool or sterile dressings. Furthermore, the hospital had a high volume of patients, with, on average,
three times as many patients as beds.”7

Hence the question put to the Court by the Romanian civil jurisdiction was whether, under such
circumstances, Ms Petru was entitled to an authorisation for treatment abroad and, hence, to refund.8

The Court, partly following A.G. Cruz Villalón,9 found that,

“the second subparagraph of Article 22(2) of Regulation No 1408/71 does not distinguish between
the different reasons for which a particular treatment cannot be provided in good time. Clearly,
however, such a lack of medication and of medical supplies and infrastructure can, in the same way
as the lack of specific equipment or particular expertise, make it impossible for the same or equally
effective treatment to be provided in good time in the Member State of residence.”10

While the solution reached seems reasonable, especially from the patient’s viewpoint, it constitutes an
important logical leap from previous case law and may prove extremely toxic for the healthcare system
concerned.11 In what follows, the judgment in Petruwill be connected to previous case law and secondary
legislation, before being assessed on its own merits.

3Regulation 1408/1971 on the application of social security schemes to employed persons and their families moving
within the Community [1971] OJ L149/2; now replaced by Regulation 883/2004 on the coordination of social security
systems [2004] OJ L166/1.

4See e.g. Geraets-Smits v Stichting Ziekenfonds VGZ Peerbooms (C-157/99) [2001] E.C.R. I-5473; [2002] 2
C.M.L.R. 21; and R. (on the application of Watts v Bedford Primary Care Trust (C-372/04) [2006] E.C.R. I-4325;
[2006] 3 C.M.L.R. 5. On this case law see V. Hatzopoulos, “Killing National Health and Insurance Systems but
Healing Patients? The European Market for Health Care Services after the Judgments of the CJEU in Vanbraekel and
Peerbooms” (2002) 36 C.M.L. Rev. 683; G. Davies, “Welfare as a Service” (2002) 29 L.I.E.I. 27; P. Cabral, “The
Internal Market and the Right to Cross-border Medical Care” (2004) 29 E.L. Rev. 673; and A. van der Mei,
“Cross-border Access to Medical Care: Non-hospital Care and Waiting Lists” (2004) 31 L.I.E.I. 57; A. Dawes,
“Bonjour Herr Doctor: National Healthcare Systems, the Internal Market and Cross-Border Medical Care within the
EU” (2006) 33 L.I.E.I. 167. For a full account of the relationships between the EU and health law, see T. Hervey,
and J. McHale, Health Law and the European Union (Cambridge: Cambridge University Press, 2004).

5See e.g. Smits-Peerbooms (C-157/99) [2001] E.C.R. I-5473.
6See e.g.Watts (C-372/04) [2006] E.C.R. I-4325.
7See Petru (C-268/13) EU:C:2014:2271 at [12] of the judgment; and Opinion of A.G. Cruz Villalón in Petru

(C-268/13) EU:C:2014:2023 at [6].
8The fact that an illegal refusal of an authorisation opens the way for ex post facto refund was established by the

Court in Vanbraekel v Alliance nationale des mutualités chrétiennes (ANMC) (C-368/98) [2001] E.C.R. I-5363;
[2002] 2 C.M.L.R. 20.

9On the very important nuance of the Advocate General’s Opinion see section “Evaluation of the judgment”.
10Petru (C-268/13) EU:C:2014:2271 at [33] of the judgment.
11Although A.G. Cruz Villalón did point to this risk, the Court has been quite oblivious; on this point see below

under the last section of the present note.
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Link with previous case law and secondary legislation
In Köhll12 and subsequent case law the Court has recognised that the Treaty rules on free movement of
services apply even when the relevant services are offered in the framework of a publicly funded healthcare
system. Hence, the very system of authorisation foreseen by Regulation 1408/71 (now 883/2004), has
been called into question, in a twofold manner. First, the Court has held that a prior authorisation may not
be required for (non-hospital) care offered in another Member State.13 In such cases, and provided that
the treatment received is among those covered by the home fund, funds are under an obligation to reimburse
patients with the amount they would have spent on them had the patients stayed in the national
system—even if the patients have actually spent less.14 Secondly, where prior authorisation may,
nevertheless, be imposed in order to secure the financial balance of the social security scheme and to
ensure the sound planning of national healthcare facilities, the Court has severely circumscribed Member
State discretion in granting such authorisation. The Court has held that Member States may withhold
authorisation on the grounds that the treatment is unnecessary only if the same or equally effective treatment
can be obtained in good time in the Member State of residence15; and that in order to assess the above, the
competent authority is required to have regard to all the circumstances of each specific case and to take
due account not only of the patient’s medical condition at the time when authorisation is sought, but also
of his/her medical history.16

An important point to keep in mind is that, when a patient moves to anotherMember State in possession
of an art.22 authorisation (form E 112, now replaced by form S2) s/he is fully assimilated to the patients
of the host State, thus obliging the home State authority to cover fully the expenses incurred at the rates
applicable in the host State. Hence, the home State authority is exposed to expenses over which it has no
control whatsoever. Therefore, in terms of the financial risks involved, forcing a home authority to grant
a prior authorisationmay have muchmore damaging consequences than allowing patients to move without
an authorisation (in which their claim will have as its ceiling the cost of the same treatment within their
Member State of establishment).
In its more recent case law, however, the Court has been readier to acknowledge the particular

characteristics—and the corresponding choices—of Member States’ healthcare systems.17 For instance,
the Court has accepted that refund limitations to urgent (as opposed to scheduled) care may not impact
on patients’ mobility since such limitations may not affect their choice dictated by emergency18; that the
need of planning, and hence the requirement of prior authorisation, is not restricted to hospital care but is
also relevant for other high-cost treatments and devices19; and that nothing in EU law requires Member
States to extend their own reimbursable “basket of care” to match that of other Member States.20

This retreat by the Court has been concomitant with the negotiation, by Member States, of Directive
2011/24 on Patients’ Rights.21 After the Parliament succeeded in taking healthcare out of the Services
Directive, the Commission pushed through specific legislation in this field, in order to render the judge-made
rules accessible to EU citizens and to avoid the risk of downward competition between national healthcare

12Köhll v Union des Caisses de Maladie (C-158/96) [1998] E.C.R. I-1931; [1998] 2 C.M.L.R. 928.
13See e.g. Köhll (C-158/96) [1998] E.C.R. I-1931.
14For this last point see Vanbraekel (C-368/98) [2001] E.C.R. I-5363.
15Smits-Peerbooms (C-157/99) [2001] E.C.R. I-5473 at [103].
16SeeWatts (C-372/04) [2006] E.C.R. I-4325 at [46] to [62]; and Elchinov v Natsionalna Zdravnoosiguritelna

Kasa (C-173/09) EU:C:2010:581; [2011] 1 C.M.L.R. 29 at [66].
17V. Hatzopoulos and T. Hervey, “Coming into Line: the EU’s Court softens on Cross-border Health Care” (2013)

8 H.E.P.L. 1.
18Commission v Spain (Emergency hospital care) (C-211/08) EU:C:2010:340; [2010] 3 C.M.L.R. 48.
19Commission v France (Major Medical Equipment) (C-512/08) EU:C:2010:579.
20Elchinov (C-173/09) EU:C:2010:581.
21Directive 2011/24 on the application of patients’ rights in cross-border healthcare [2011] OJ L88/45.
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systems. While many Member States had initially been hostile to this proposal, the negotiation of the text
has offered them the opportunity to take back much of what the Court had done. In Directive 2011/24,
the legislature (1) reinstated prior authorisation for most major operations as it expanded the concept of
“hospital treatment” by adding treatments requiring the use of highly specialised and cost-intensive
infrastructure and by inventing extra circumstances where an authorisation is allowed; (2) expressly
allowedMember States to limit the list of treatments covered; and (3) excluded top-up payments in favour
of patients receiving treatment in cheaper countries. It may be said that several “classic” patients’ rights,
stemming from the Court’s jurisprudence, have been traded off against “modern” rights, of information
and quality, introduced for the first time by the new Directive.22 Thus, on top of the
authorisation/reimbursement rules (arts 7–9), the Directive foresees extensive information in favour of
patients (arts 4–6), transfer of the patient’s medical file and mutual recognition of prescriptions (arts
10–11), as well as the creation of European Reference Centres and the use of e-Health (arts 12–14).

Evaluation of the judgment
Against this background the judgment in hand comes as a surprise, in at least four ways.
The first reason relates to the conditions which should be fulfilled for granting an authorisation to

receive healthcare abroad. According to art.22 of Regulation 1408/71 (now art.20 of Regulation 883/2004),
two conditions are foreseen. The first one is purely technical and easily ascertainable: the treatment in
question should be among those covered by the home State authorities. The second is more substantial
and subjective and relies, itself, on two sub-criteria: the “same or equally effective treatment” should not
be available “within reasonable time” within the national (state-funded) healthcare system.23 So far the
Court has interpreted the latter criterion, i.e. what constitutes “reasonable time”.24 It has also interpreted
the former criterion, but on its objective and medically ascertainable branch: whether treatment available
inMember State A (e.g. electroshock therapy for neurological problems) is “equally effective” as a different
(e.g. drug-based) treatment available in Member State B.25 In Petru, for the first time, the question of the
“equally effective” is being asked not in terms of the actual treatment offered, but in terms of the overall
material conditions (such as the availability of beds, tranquillisers, sterile material and so on) for a treatment
which is supposed to be medically identical in the two Member States concerned.
This aspect of “equally effective”, however, seems to be inappropriate for judicial review, for at least

two reasons. First, it ignores that the outputs of every single system bear a direct correlation with the
inputs allocated to the same system. Hence, if the Court—and for that matter, any court—were allowed
to judge the quality and efficacy of the outputs of a national health system, it would, indirectly but certainly,
also judge its inputs. The allocation of scarce financial, material and human resources, however, and the
desired effects of any healthcare system in terms of health promotion/prevention and wealth redistribution,
correspond to basic political choices which are not—and should not be—amenable to judicial review.

22These expressions are taken from Hatzopoulos and Hervey, “Coming into Line” (2013) 8 H.E.P.L. 1, 2. For more
detailed accounts of the Directive see, among many, E. Szyszczak, “Patient’s Rights: A Lost Cause or Missed
Opportunity?” in J. Willem van de Gronden, E. Szyszczack, U. Neergard and M. Krajewski (eds), Health Care and
EU Law (The Hague: TMCAsser Press/Springer 2011), pp.103–132; and in the same volume G. Davies, “Legislating
for Patients’ Rights”, pp.191–210.

23 If on the other hand the same treatment is available within the national territory but in a privately funded facility,
there is no reason why the national facility should be preferred over that of anotherMember State; see Smits-Peerbooms
(C-157/99) [2001] E.C.R. I-5473.

24E.g. inMüller-Fauré v Onderlige Waarborgmaatschappij oz Zorgverzekeringen UA (C-385/99) [2003] E.C.R.
I-4509; [2004] 2 C.M.L.R. 33; andWatts (C-372/04) [2006] E.C.R. I-4325.

25See e.g. in Smits-Peerbooms (C-157/99) [2001] E.C.R. I-5473.
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Given that the generally accepted definition of health is subjective and connected to social considerations,26

it is clear that there can be no generally applicable understanding about the objectives of any healthcare
system.27 Neither can there be generally applicable standards for what the inputs—and, correlatively,
outputs—of any health system should be. Accommodation, catering and sanitation conditions which are
unacceptable to Scandinavians may be perfectly acceptable to citizens of poorer EU countries.28 Like any
other public infrastructure (such as highways, railway stations, pavements and so on) public hospitals may
only be as good as the resources allocated to them allow them to—or worse, in the case of mismanagement.
However, it is not for any judge—national or European—to judge, in the framework of an individual
claim for compensation, either the level of resources allocated to the national healthcare system, or the
quality of management of public hospitals; the former for lack of legitimacy, the latter for lack of the
necessary instruments and data. It is true that, in a different framework, the Court has examined the
efficiency of Member States’ public services, in order to assess whether such services justified special or
exclusive rights. Hence in Höfner, Corbeau and Glöckner the Court held that the special or exclusive
rights enjoyed by the undertakings concerned could be maintained only insofar as, and in relation to, those
services that these undertakings offered effectively in the market.29 In these cases however, it was precisely
in view of deciding on the inputs (the existence of special or exclusive rights) that the Court controlled
the outputs; in this sense it was concerned with the efficiency (i.e. the relationship between inputs/outputs),
not the effectiveness (the actual level of service provided) of the services concerned, as in the present case.
This last point touches on the second, legally more technical, issue raised by the judgment under

discussion (which is also the second reason why judicial review is inappropriate): on the basis of what
evidence is the national court to judge the quality of healthcare services provided by public hospitals? Is
the personal opinion of (prospective) patients, such as Ms Petru, important? Should the situation be
established by amedical expert? Should that expert be part of the national healthcare system, an independent
authority (and which), or a private entity? And in the latter case, how can one be sure of the objectivity
and the lack of conflicting interests? Or should the expertise come from a different Member State or an
international organisation, in which case the thoughts presented in the previous paragraph become relevant?30

The above two issues underpin, thirdly, A.G. Cruz Villalón’s reservations in this case, which, however,
have been ignored by the Court. The Advocate General had acknowledged that “material resources” are

26Health is defined by the 1948 WHO (founding) Convention as “a state of complete physical mental and social
well-being and not merely an absence of disease”.

27Many of the conditions for which Europeans are treated (insomnia, depression, headaches, obesity, anorexia and
the like) would not even be diagnosed as problems under the healthcare systems of several African or Asian states.

28 If it is accurate that 64 per cent of Romanian rural households only have outdoor toilets in their backyards (see
http://www.reddit.com/r/europe/comments/33wghv/62_of_rural_households_in_romania_have_access_to/ [Accessed
20 April 2016]), it is understandable that, at least the “hotel” standards expected from public hospitals, may not be
the same across the EU.

29Höfner v Macrotron GmbH (C-41/90) [1991] E.C.R. I-1979; [1993] 4 C.M.L.R. 306 at [25], [29] and [31];
Criminal Proceedings against Corbeau (C-320/91) [1993] E.C.R. I-2533; [1995] 4 C.M.L.R. 621 at [19]; Ambulanz
Glöckner v Landkreis Sudwestpfalz (C-475/99) [2001] E.C.R. I-8089; [2002] 4 C.M.L.R. 21 at [62].

30In the US, since 2001, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO, subsequently
renamed the Joint Commission) together with the Centers for Medicare and Medicaid Services (CMS), the American
Hospital Association, and other organisations formed the Hospital Quality Alliance (HQA) as a mechanism through
which hospitals could submit performance data to CMS; hospital-level performance data, which can be searched by
geographic location, category of health condition (e.g. general, medical, surgical), and by quality measures are available
to the public at the hospitalcompare website: see http://www.medicare.gov/hospitalcompare/search
.html?AspxAutoDetectCookieSupport=1; however, any equivalent instrument is lacking at both EU andMember State
level. For the difficulties in measuring hospital performance, see WHO Europe, “How can hospital performance be
measured and monitored?” (2003), http://www.euro.who.int/__data/assets/pdf_file/0009/74718/E82975.pdf [Both
accessed 20 April 2016].
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important for any treatment, but had drawn a clear distinction: he had distinguished the circumstance
where “material resources” are lacking in a specific hospital for a limited time-frame from that where,

“shortages or deficiencies affecting the healthcare facilities in the Member State are not of an
occasional or localised nature, but, on the contrary, are the result of a situation which affects the
entire system and therefore extends over a long period of time, owing to a range of different factors,
whether natural, technological, economic, political or social.”31

And he concluded that in the former situation authorisation to move abroad should be given, while in the
latter it should be refused,32 since,

“by definition, aMember State finding itself in such circumstances would be unable to meet the costs
engendered by a mass health-related exodus of those covered by its national health system towards
other Member States.”33

This, with all due respect to the Court, is the crux of this case which, despite being presented in a clear
and elegant way by the Advocate General, has gone unnoticed.
If in the past the Court has been accused of giving prevalence to individual claims over community

concerns,34 and if it has been criticised for reasoning in terms of the specific healthcare services brought
before it while turning a blind eye to the healthcare systems underpinning such services,35 no other case
can justify such criticism as the one here discussed. It is true that the Court is obliged to give solutions to
individual cases and to reason on the basis of the legal provisions put to it, but this does not necessarily
mean that it should systematically give prevalence to individual claims over systemic needs; as the Advocate
General duly pointed out in his Opinion,36 the Court itself has recognised that patient mobility could/should
be curbed where in order to avoid,

“patient migration [which might] … put at risk the competent Member State’s planning and
rationalisation efforts in the vital healthcare sector so as to avoid the problems of hospital overcapacity,
imbalance in the supply of hospital medical care and logistical and financial wastage.”37

In Romania, as in other poor Member States, for every “elite patient” such as Ms Petru who is allowed to
move abroad and deplete finite financial resources, there are an indefinite number of “default patients”
back home, whose suffering is further increased.
The above holds true provided, of course (fourthly), that the home Member State (Romania) will in

fact make the necessary money transfers to the host Member State’s (Germany’s) competent authorities
and/or bodies. As A.G. Cruz Villalón points out, however, it is unlikely that a health system which cannot
afford sterile bandages and basic tranquillisers at home—and which is already heavily indebted towards
its local suppliers—will honour debts created by individual patients in other Member States. It is difficult
to understand why the Court favours situations where frictionmay arise between “rich” and “poor”Member
States. This is especially so, at a time where solidarity and mutual trust between Member States is at a

31Opinion of A.G. Cruz Villalón in Petru (C-268/13) EU:C:2014:2023 at [15] in fine.
32Opinion of A.G. Cruz Villalón in Petru (C-268/13) EU:C:2014:2023 at [37]–[38].
33Opinion of A.G. Cruz Villalón in Petru (C-268/13) EU:C:2014:2023 at [31].
34See, among many, C. Newdick, “Disrupting the Community—Saving Public Health Ethics from the EU Internal

Market” in Health Care and EU Law (2011), pp.211–239.
35See V. Hatzopoulos, “Services of General interest in Healthcare: an Exercise in Deconstruction?” in U. Neergaard,

L. Roseberry and R. Nielsen (eds), Integrating Welfare Functions into EU Law: From Rome to Lisbon (Copenhagen:
DJØF Publishing, 2009), pp.225–252 at p.252.

36Opinion of A.G. Cruz Villalon in Petru (C-268/13) EU:C:2014:2023 at [32].
37The Advocate General makes reference to the casesMüller-Fauré (C-385/99) [2003] E.C.R. I-4509 at [91]; and

Watts (C-372/04) [2006] E.C.R. I-4325 at [71].
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historic low and where several “rich” Member States (Germany and the UK being in the forefront) try to
curb social tourism38 and, in the process, openly question the basic free movement acquis.39 The Court
itself has validated such restrictive practices in Dano40 (concerning the UK), in Alimanovic41 (concerning
Germany), and if it is to follow its Advocate General, it will do the same in the upcoming Garcia Nieto
case (also concerning Germany).42 A further facet of the poor v rich Member State divide is the very real
risk of the brain drain of qualified healthcare professionals from the former in favour of the latter.43

A final, legally intriguing point, is that the Court grounds the above solution, which is open to criticism,
on a technical interpretation of art.22 of Regulation 1408/71, and refrains from even making the effort of
bringing in the EUCharter of Fundamental Rights (art.35),44 although such a reference would have offered
some more solid—or at least palpable—basis for the conclusion reached.45

Conclusion
The Court in Petru furthers the rights of individual patients to move abroad in order to receive treatment.
The interpretation given in this judgment widens not only the scope of Regulation 1408/71, but also that
of Directive 2011/24 on Patients’ Rights since it reinterprets the concept of “the same or equally effective
treatment” which, if not available in the home Member State, opens the way for patients to move abroad.
Contrary to previous case law, however, this judgment does not bear on the comparison between different
kinds of treatments, but between different levels of quality for the same treatment. Unlike A.G. Cruz
Villalón, the Court did not find it necessary to distinguish between conjectural shortages/deficiencies in
quality (which would ground a right to move abroad) and systemic ones (which would not grant such a
right).46 In this way it places in direct competitionMember States’ healthcare systems which, by definition,
have unequal inputs (fiscal and human resources) and outputs (quality of services provided). Under the
current fiscal austerity conditions, such competition may only lead to downward spirals and to straining
the relations betweenMember States’ authorities. By the same token it may further the distinction, already
well entrenched during the last few years, between rich and poor Member States.

38In particular the UKGovernment has introduced stricter eligibility measures and has cut down on welfare benefits,
in order to reduce its appeal to putative free movers from poorer Member States; see G. Hewitt, “Clash over EU
migrants and benefits” (27November 2013), BBCNews/Analysis, http://www.bbc.co.uk/news/world-europe-25117119;
this in turn has provoked a similar debate in Germany: see V. Pop, “German conservatives stir up ‘welfare tourism’
row” (4 December 2013), EU Observer, http://euobserver.com/social/122339 [Both accessed 20 April 2016].

39See e.g. N. Watt, “David Cameron ‘prepared to halt immigration of Greeks into UK’” (3 July 2012), Guardian,
http://www.theguardian.com/uk/2012/jul/03/david-cameron-immigration-greece-uk [Accessed 20 April 2016].

40Dano v Jobcenter Leipzig (C-333/13) EU:C:2014:2358; [2015] 1 C.M.L.R. 48.
41 Jobcenter Berlin Neukolln v Alimanovic (C-67/14) EU:C:2015:597; [2016] 1 C.M.L.R. 29.
42Opinion of A.G. Wathelet in Vestische Arbeit Jobcenter Kreis Recklinghausen v Garcia Nieto (C-299/14)

EU:C:2015:366.
43See e.g. “Romanians despair that wealthy Britain is taking all their doctors”, Financial Times, https://next.ft.com

/content/f4c0b734-7c70-11e3-b514-00144feabdc0 [Accessed 30 April 2016].
44EUCFR art.35: “Everyone has the right of access to preventive health care and the right to benefit from medical

treatment under the conditions established by national laws and practices. A high level of human health protection
shall be ensured in the definition and implementation of all the Union’s policies and activities.”

45For the tentative role of the EUCFR in healthcare see J. McHale, “Fundamental Rights and Health Care” in
Mossialos et al. (eds), Health Systems Governance in Europe: The Role of European Law and Policy (Cambridge:
Cambridge University Press, 2010), pp.282–314, also available at http://www.euro.who.int/__data/assets/pdf_file
/0004/138163/E94886_ch06.pdf [Accessed 20 April].

46Opinion of A.G. Cruz Villalon in Petru (C-268/13) EU:C:2014:2023 at [15] in fine.
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