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An increasingly important aspect of policy making within the

European Union is the role of sub-national institutions in the

policy process. Nowhere is this more the case than in the

United Kingdom, where the devolution process is creating new

centres of decision making in the health policy field. This issue

of eurohealth includes an article by the new Scottish Minister

for Health and Community Care on the aims of the current

Executive in health policy and ser
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EDITORIAL

A casual observer of EU affairs since

the new European Commission

took office last year might be forgiv-

en for thinking that David Byrne

has swapped his appointed role as

Health and Consumer Protection

Commissioner to become

‘Commissioner for Food Safety’, as

he now appears typecast by the

European media. Whether this is a

result of the need to deal with recent

food related scandals, or evidence of

a longer-term policy shift away

from the broader EU health agenda,

is now a serious cause for concern.

To be fair, few could have predicted

the whirlwind of food scandals that

engulfed the new Commissioner as

soon as he took office. The

European Parliament must also

accept its share of the blame for

reinforcing the current high political

profile of food safety, by failing to

raise wider health policy issues dur-

ing its questioning of Mr Byrne in

the hearings held prior to his

appointment – apart from the

notable few such as John Bowis

MEP, former UK Health Minister,

who also writes in this issue of 

eurohealth.

Food safety is, of course, a major

public health issue. However, the

Commission should not lose sight

of the fact that this is one part of a

much wider EU Treaty obligation

to ensure a high level of human

health protection and integrate

health considerations into all EU

policy areas. The high political pri-

ority given by the new Commission

to press ahead with the White Paper

on Food Safety and create a

European Food Authority stands in

contrast to the absence of proposals,

now long overdue, to implement

Article 152 on Public Health. 

Readers will recall that in April 1998

the Commission published its ideas

on the way forward for EU public

health activities. There followed a

process of consultation with the

other EU institutions and interested

parties, which was finalised before

the previous Commission left office,

and it demonstrated overwhelming

support for the Commission’s gen-

eral approach to future policy.

However, we are still awaiting the

second stage of the process and the

publication of concrete policy pro-

posals. 

As the Commissioner points out in

this issue of eurohealth, the resigna-

tion of the last Commission was a

reason for the initial delay.

However, there is now palpable

annoyance among some Member

State administrations, particularly

EU Presidency countries, as well as

other interested groups who were

involved in the consultation process

in 1998–99, that proposals have still

not been put forward. Now, as Mr

Byrne notes, the delay has led to the

inevitable discussion of ‘interim

measures’ to keep afloat those health

programmes which are coming to an

end. Even these interim measures,

which have yet to be decided, may

themselves have to pass through a

lengthy process of agreement and, as

a result, there is great uncertainty

over the future of some of the valu-

able projects and health networks

funded by the programmes. 

The Commissioner announces in

this issue of eurohealth that his

package of proposals can be expect-

ed sometime in the next six months

during the Portuguese Presidency of

the European Union. But why will

it have taken so long to deliver these

health proposals and are there any

conclusions to be learned from this

for the future? For many, the

Commission resignation last year

and the subsequent focus on food

safety scandals are not valid excuses

for the lack of activity on wider

health policy development. It may

have more to do with political pri-

ority setting within the new

Commission. Indeed, the demon-

stration of how political will and

concrete action can be employed in

the field of food safety stands in

contrast to the infrequent and vague

policy statements on the future

direction of EU health policy - let

alone the complete absence of any

detailed policy proposals. Some

observers suggest that the reason

may lie in the failure of the much

heralded joining together of

Consumer Policy (previously

DGXXIV) and Public Health (pre-

viously DGV) within the

Commission. There are reports that

far from being a marriage made in

heaven, this has been a bed of nails

from day one and that the partners

are barely on speaking terms. As a

consequence, have wider health

interests been marginalised by food

and consumer concerns within the

new Directorate-General for Health

and Consumer Protection?

Encouragingly, Mr Byrne has

already stated publicly that wider

health issues do need greater atten-

tion. At a conference on ‘Building

Healthier Hearts’ held in Dublin on

5th November last year, he recog-

nised that much of his time was

indeed being taken-up with food

safety issues. He said that while 

they are important, “they should

not serve to distract our attention

from wider health issues”. The

Commissioner will find much sup-

port for these sentiments among the

wider European health policy com-

munity. However, the time has now

come for words to be translated into

concrete action by ensuring the

timely publication of visionary

health policy proposals that inter-

pret Article 152 to the full and max-

imise the ‘added value’ which the

EU can make to national efforts to

improve and not just protect public

health.
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Would the Commissioner for health please stand up?

Paul Belcher
Senior Editorial Adviser, eurohealth
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During first the six months of the

year 2000, the Portuguese presiden-

cy of the European Union will play

an important role in the area of pub-

lic health.

First of all, we are making all efforts

to ensure the continuity of proposals

launched under the previous Finnish

presidency. These will certainly con-

tribute to the implementation of a

global strategy for health for the fif-

teen countries that constitute the

Union.

Since becoming Minister of Health

in Portugal eight weeks ago, I have

been conscious of the importance of

this presidency for Health in the

European Union. Working towards

that objective, we have decided to

organise initiatives that will be

developed in the forthcoming six

months. I am completely confident

that they will all be highly beneficial

for the successful exercise of my

mandate, as they will be for all of my

fellow Ministers of Health in the

other fourteen Member States.

The recent changes to the Treaty of

the European Union have been of

great value, first by establishing a

Community public health compe-

tence (Treaty of Maastricht), and

then by introducing a clearer legal

basis for the action of the

Community in terms of health poli-

cy (Treaty of Amsterdam). These

changes make the horizontal charac-



From the outset, the new

Commission has put health high on

its agenda. For the first time a health

portfolio has been created. A new

Directorate General has been estab-

lished bringing together public

health, consumer protection, animal

and plant health, inspection and sci-

entific advice. This significant devel-

opment responds to the new health

provisions contained in the

Amsterdam Treaty, which widen the

scope of Community action in this

area. 

The Community’s current public

health actions are based on the strat-

egy set out in the Commission’s

framework for action in the field of

public health, published in

November 1993. In this context,

eight action programmes were intro-

duced and are in the process of

implementation. Other activities

undertaken included a strategy and

measures on tobacco and smoking; a

strategy and a Council recommenda-

tion on blood safety; the organisa-

tion and coordination of surveillance

and control of communicable dis-

eases at Com-munity level and regu-

lar reporting on health status and on

the integration of health require-

ments in other policies. 

A new strategy
Following the conclusion of the

Amsterdam Treaty, which strength-

ened the health provisions of the EC

Treaty, and with the prospect of

future enlargement, a stock-taking

exercise concerning the objectives

and administration of the pro-

grammes and the overall coherence

of policy took place, involving

stakeholders inside and outside the

Commission. There was consensus

towards developing a new policy

which ought to be highly effective,

well-structured, in tune with the

strategic needs of the Member States

and flexible enough to respond to

new developments. The new policy

had also to address the issue of limit-

ed resources and the heavy adminis-

tration burden posed by the current

action programmes.

The Commission’s communication

of April 1998 on the development of

public health policy set out the

results of the review and suggested a

number of priorities and options for

the future. It proposed a broader,

coherent approach to tackling health

issues at Community level, involv-

ing:

– one overall public health pro-

gramme with actions in several

key fields: health information,

rapid response and tackling health

determinants, which should pay

due attention to issues related to

enlargement and to the interac-

tion with other health-related

policies;

– large-scale, sustainable actions,

involving all Member States,

which would have a strong link to

policy development and, eventu-

ally, the preparation of legisla-

tion;

– taking full advantage of the range

of legislative possibilities offered

by the Treaty.

The Communication stimulated a

wide debate on how the

Community’s public health policy

should develop. For example, the

German Presidency organised a

major conference (in Potsdam,

January 1999); the European

Parliament commissioned an expert

study and held a public hearing (in

Brussels, October 1998); and many

NGOs, professional organisations

and other bodies wrote to the

Commission giving their views, or

organised events at which the com-

munication and the future of health

policy in the EC was discussed. The

overwhelming majority of opinions

and comments received, and in par-

ticular those of the Parliament, the

Council and the other Community

institutions, indicated support for

the Commission’s ideas and

approach as set out in the

Communication.

The resignation of the Commission

in March 1999 has inevitably delayed

the process of developing specific

proposals. However, it is clear that

developing new proposals for action

in public health based on Article 152

of the Treaty, and a general commu-

nication on the Community’s health
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The European Community’s future
strategy in the field of public health

David Byrne, European Commissioner of Health and Consumer

Protection, here elaborates on his and the Commission’s role in 

public health, and the priorities for building on the work of the 

previous Commission and developing future policy in its public

health strategy.







There is also a degree of sensitivity to be

overcome where any EU action on health is

concerned. In this area it is Germany, I am

told, who is the strongest upholder of the

principle of subsidiarity. The Treaties, we

are firmly told, do not cover health, which

is entirely a matter for member states. And

that is true – well fairly true. In fact public

health has been a competence of the EU for

some time and so has health and safety at

work and so, following a recent judgement,

has the right of European citizens to benefit

from health provision in whichever mem-

ber state they find themselves. But the actu-

al system of health service provision is and

remains entirely a matter for each country

and its government and parliament.

Amsterdam does not give the EU power to

direct health across the Union, but it does

encourage it to research and share best

practice, to promote education on steps to

good health and away from poor health. So

it will be right for the Commission to

enable member states and the Parliament to

find a range of good practice in prevention,

promotion and provision but not to go the

next step and say what each country must

provide. It will therefore have to be done

by example and by showing what works.

The exact border between health provision

and health promotion is a little blurred; for

example when one is in the area of post-

treatment care and rehabilitation and mea-

sures to prevent relapse, clearly the two are

interdependent.

The Tampere Conference
Tampere was an excellent coming together

of practical experience and academic

thought. We started from the quartet of

base points 

– acknowledging the social and economic

causes of mental ill health as well as the

physical and neurological ones

– accepting that many if not most mental

health problems can be cured or sta-

bilised 

– welcoming recently published evidence

that health promotion works and that

many mental disorders can be prevented

– realising that we have a long way to go

in developing acceptable outcome and

cost effectiveness measurements and

indicators, without which it is difficult

to convince finance ministers and budget

committees of the wisdom of investing

in health promotion

There were three areas that the conference

felt merited priority action: children and

young people, the workplace and elderly

people.

Changes in society have made the world a

less secure and stable place for many chil-

dren. Families break up; parenting skills are

no longer handed down the generations;

the parent’s job and housing mobility

removes children from the wider family

circle; crime, delinquency, truancy and

unemployment inhabit too many estates. It

is hardly surprising that child behavioural

and psychiatric problems multiply.

At work, firms that take a health at work

policy as a matter of course, look bemused

when you ask to see their mental health at

work policy. People with a problem con-

ceal it, lest it should undermine their job or

chance of promotion. Employees, who are

caring for a disabled relative, struggle to

cope with both and end up coping with

neither, for the lack of a flexible policy for

carers at work. And when the temporary or

permanent end of work comes, through

redundancy or retirement, nobody helps

the person prepare for the suddenness of

the change or to make best use of the new

availability of time; and we wonder why

people become depressed.

The lengthening of our life years is a bonus

but also a challenge. Many of us will

become not ill but frail of body or mind.

We have a remarkable generation of 80 and

90 year olds, particularly women, who

found and took positions of responsibility

during the war. There is perhaps a lesson in

this that a sense of purpose and of being

needed and valued in our later years is



The European Union does not have a ‘gov-

ernment’ made up of Members of the

European Parliament. Rather, there is an

institutional triangle in which (very

approximately), the Commission proposes,

and Council and the Parliament scrutinise

and jointly legislate. 

The relative weight of the three main play-

ers changes and there is a permanent insti-

tutional ‘tension’ between them. There is a

fourth player in the centre of the triangle

The Court of Justice, which is the guardian

and ultimate interpreter and arbiter of the

Treaties.

There are other EU Institutions. The Court

of Auditors scrutinises EU expenditure.

The Economic and Social Committee and

the new ‘Committee of the Regions’

(which has a health mandate) are consulta-

tive bodies, without legislative power. The

three principal players are:

The European Commission
Headed by a ‘college’ of 20 Commissioners,

including President Romano Prodi, the

Commission is charged with implementing

the Treaties. This means running detailed

policy, where it exists (e.g. the CAP) or

developing policy, where the Treaties grant

the power to do so (e.g. the Single Market.) 

The Commission employs about 20,000 in

Brussels and in Luxembourg. It is divided

into departments headed by a Director

General. Each Commissioner is responsible

for one or more departments. 

Health was previously one directorate

within the Directorate General (DG) for

Employment and Social Affairs as a result

of its historical development from health

and safety measures in the European Coal

and Steel Treaty and Euratom, which were

the forerunners of the Common Market

(EEC) and the European Union.

Consumer protection questions were origi-

nally handled by a unit within DGXI

(Environment) and then by a separate, so-

called ‘horizontal’ unit outside of any DG.

This lasted until a new DG (XXIV) was

created in 1993. The BSE crisis, which

revealed many inadequacies in the

Commission’s structure, triggered large-

scale reforms in which health was amalga-

mated with DGXXIV in a new Health and

Consumer Protection Department. The

numbering of DGs having been dropped in

favour of departmental names. 

There are fears that consumer protection

will predominate over  health policy in the

new department, given the current preoc-

cupation with food hygiene and the almost

theological arguments over the safety of

British beef.

The Council of Ministers
The composition of the Council of

Ministers varies according to the policy

area. The Health Council is composed of

national ministers of health or their equiva-

lents. As well as the permanent Council

secretariat in Brussels, all Member States

have permanent representations in Brussels,

which regularly meet outside of ministerial

meetings.

The European Parliament
The Parliament is the only directly elected

European body. It was created as a coun-

terweight to institutional power at a

European level. Its Members were initially

appointed by Member States from their

own Parliaments, but direct elections had

always been envisaged and in 1979 the first

elections took place (the first elections to

an international parliament ever). 

Parliament now comprises 626 Members,

the number from each Member State is cal-

culated in weighted proportion to its popu-

lation, but the members sit according to

political affiliation and not nationality.

They belong to ‘political groups’, which

range from nascent European political par-

ties, at one extreme, to loose ‘technical

coordination’ groups of small parties at the

other. 

Parliament’s Secretariat employs about

4000, divided into seven Directorates

General. The total includes the Political

eurohealth Vol 5 No 4 Winter 19997
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“There are fears that

consumer protection

will predominate over

health policy in the

new department, 

given the current 

preoccupation with

food hygiene and the

almost theological

arguments over the

safety of British beef.”

Health policy in the EU
A basic guide

Graham Chambers

This is my second attempt1 to take you through the labyrinth
of the European Union’s modus operandi and lead you out at
the other side, compos mentis. Both our tasks are simplified
because of the most recent changes to the ways in which the
EU works, the Treaties of Maastricht in 1992 and Amsterdam
in 1998. The fallout from the 1999 ‘implosion’ of the Santer
Commission and nomination of the Prodi Commission 
resulted in considerable changes in the Commission and in 
its relations with the Parliament.

1. The first article ‘Inside the

Labyrinth’ appeared in 

eurohealth, September 1996.





and environmental and transport measures

have a considerable impact on the health of

the public.

The Maastricht Treaty article 129 gave a

specific legal basis and competence in the

field of public health, though subject to

conditions of subsidiarity. It stated that:

“the EU shall contribute towards ensuring

a high level of human health protection by

encouraging cooperation between member

states and, if necessary, lending support to

their action. Action shall be directed

towards the prevention of diseases, in par-

ticular the major health scourges, including

drug dependence, by promoting research

into their causes and their transmission, as

well as health information and education.

Health protection requirements shall form

a constituent part of ... other policies.”

The Treaty of Amsterdam, introduced on

May 1st 1999, whilst not introducing an

EU health policy, nonetheless takes a num-

ber of steps in that direction. Article 3(p)

sets out an overall objective “to raise thew
(blivtroducd workcouragTw
(condin the)Tj
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The information obtained varied greatly in

extent and nature. The Democratic

Unionist Party (DUP) simply stated that it

was “committed to looking after your

interests in a caring health service, respon-

sive to local needs. We are pledged to pro-

vide health care free for all.”2 In contrast,

the Ulster Unionist Party (UUP) presented

a detailed paper from its health committee

that addressed a wide range of issues relat-

ing to the health service.3 Their report was

unusual in that, for many issues, it spelt out

the pros and cons of different approaches

and recognised the need for both further

research and for trade-offs between com-

peting objectives. This may reflect the fact

that their health spokesperson has been a

long serving member of the health commit-

tee in the House of Commons, the lower

house of the UK parliament. 

Few parties had clearly identified health, as

opposed to health care, policies although

many had policies that would be of signifi-

cant importance for population health

under other headings, such as education,

rural affairs, or community development.

For example, the Women’s Coalition

argued for an integrated transport policy

and the eradication of poverty.4 The

Alliance Party proposed a series of specific
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health care than the rest of the United

Kingdom. Successive governments have

justified this on account of their more dis-

persed populations and higher levels of

deprivation and ill health. There were few

concrete suggestions to tackle the perceived

lack of funding. The Alliance Party advo-

cated hypothecated alcohol and tobacco

taxation but the Assembly will not have tax

raising powers. 

Although the distribution of hospital ser-

vices has received enormous media atten-

tion in Northern Ireland as a result of poli-

cies by the (non-elected) health boards to

rationalise services, this issue was barely

mentioned. An exception was the UUP

health committee report which noted that

it was “difficult to argue against the case

for rationalisation of specialist services”,

although it also argued for development of

complementary local services and good

transport provision.

Several parties had identified issues of par-

ticular concern to them, such as the quality

of care in facilities providing long term care

for the elderly (UUP), clinical research

training (UUP), general practice fundhold-

ing (Alliance), and responsiveness of ser-

vices to local communities (Popular

Unionist Party),7 although few of these

issues had been developed into explicit

policies.

A formidable task ahead
If the new system of devolved government

works as planned, the executive and the

assembly will face a formidable task if they

are to develop policies that will address the

health needs of their population. It would,

however, be wrong to assume that there is

a health policy vacuum in Northern

Ireland. Since 1974 Northern Ireland gov-

ernment departments, while headed by

ministers appointed from within the

United Kingdom government, have devel-

oped a range of innovative policies, reflect-

ing local circumstances. Bodies such as the

Northern Ireland Health Promotion

Agency and the Cancer Registry have been

established. The Department of Health and

Social Services has developed a regional

health strategy,8 similar to the English

Health of the Nation and Our Healthier

Nation strategies, in which a series of key

areas are identified (Table 2) and targets for

health improvement are set. They have also

undertaken a series of seminars for

Assembly Members to raise their aware-

ness of the health challenges facing

Northern Ireland. Unfortunately, the

almost exclusive focus on constitutional

and security issues seems to have prevented

the Northern Ireland political parties from

taking fully on board what has already

been done and what more is needed to

bring the health of their population closer

to that of the rest of Europe. 

As many politicians in central and eastern

Europe have learned, the move from politi-

cal opposition to government is far from

easy. It would seem that, at least in health

policy, Northern Ireland’s politicians still

have some way to go.

Post script
Just as this edition was going to press,

agreement was reached among the political

parties to form an executive. Sinn Fein

nominated Bairbre de Brun as Minister of

Health and this was accepted by the

Assembly.
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The people of Northern Ireland are health-

ier than they have ever been and on a global

scale they are healthier than many other

populations. However, in comparison with

other European countries our health could

be much improved and within the

Northern Ireland population there are sig-

nificant inequalities in health.1

Comparisons within Europe show that

Northern Ireland is not faring as well as

other countries. The life expectation of

males at birth in Sweden for example is

about three years better than Northern

Ireland. In France women can expect to

live almost five years longer than women in

Northern Ireland (see Figure 1). These dif-

ferences pose interesting hypotheses for

epidemiologists and set challenging objec-

tives for policy makers. Many life years

could be gained if we could fully explain

these differences.

Inequalities in health
However, it is the differences that exist in

life expectancy within Northern Ireland

that currently cause the deepest concern

and call for concerted and sustained action.

People who live in affluent areas have a

much better life expectancy than those who

live in the most deprived areas (see Figure

2). If these inequalities could be addressed,

approximately 2,000 lives could be saved

each year. Inequalities in health can be

depicted in almost every health index

which is available to us. Infant mortality

rates are 50% higher in the most deprived

group compared to the least deprived.

These differences are carried through into

childhood with higher rates of death due to

accidents. Children living in areas of great-

est deprivation are 15 times more likely

than the most affluent to die as a result of a

house fire and seven times more likely to

die as a result of being hit by a vehicle.

Inequalities in health are very much in evi-

dence right through into adulthood.

Significant differences in health exist

between Northern Ireland’s electoral

wards. Poverty and social exclusion rob a

significant proportion of our people of

their full potential for health and in turn

place a huge demand on our health services.

Cardiovascular disease, including coronary

heart disease and stroke, is the single
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biggest killer in Northern Ireland.2 One in

three men and one in four women die from

coronary heart disease.

Although deaths from heart disease have

been falling since the early 1980s, Northern

Ireland lags behind other countries in

Europe where the death rates are dramati-

cally lower (see Figure 3). With an ageing

population we can expect heart disease to

remain a major problem for some consider-

able time. In addition more people than

ever are now surviving their first heart

attack and are living with heart disease. The

incidence of chronic heart disease such as

heart failure and atrial fibrillation is

increasing.

Breast cancer is the most common cause of

death from cancer among women in

Northern Ireland.3 The death rate from

breast cancer in Northern Ireland is one of

the highest in Europe. Provisional figures

from the Cancer Registry suggest that at

long last the death rates from breast cancer

may be falling.

Northern Ireland has one of the highest

rates of colorectal cancer in Western

Europe with about 600 new cases every

year. The number of colorectal cancers is

falling among women but not men. Diet

must remain a priority if any reduction in

colorectal cancer is to be realised. On aver-

age, people in Northern Ireland eat fewer

than three portions of fruit and vegetables

each day, much less than the current rec-

ommendation of five portions.

Mental illness is one of the most common

forms of ill health in Northern Ireland. It is

responsible for enormous costs to the indi-

vidual and to society. Many working days

are lost as a consequence of mental illness.

Using the General Health Questionnaire

the Northern Ireland population is at an

increased risk of mental illness when com-

pared to other UK regions.4

Risk factors for ill-health
Smoking is a common risk factor for many

of the major diseases. Whilst there has been

some reduction in the numbers of people

who smoke the number of smokers in the

population is still high at 28%.

These trends in disease and the risk factors

for disease suggest that heart disease,

stroke, cancer and diabetes will remain as

major causes of premature death and mor-

bidity well into the next century. The dis-

tribution of the risk factors for these dis-

eases across the social divide within our

society suggest that the inequalities in

health will remain and grow even wider in

the foreseeable future even if concerted

action is taken now.

Signs for hope
Faced with these figures it would be all too

easy to give in to despair. However there

are some signs of hope. Since 1986 the

Regional Strategy5 for the Department of

Health and Social Services in Northern

Ireland has been based on the principles of

Health for All. Whilst this strategy did not

have the impact that we might wish, it did
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where these would be of mutual advan-

tage;

• Assisting border areas in overcoming the

special development problems arising

from their relative isolation.

Official endorsement for the CAWT

process has been given at a national level by

both ministers of health and by the depart-

ments of health in Northern Ireland and

the Republic of Ireland.

Areas of cooperation
CAWT has sponsored joint working across

a range of service areas. These include acute

services, primary care, accident and pre

hospital care, learning disability, family and

child care, mental health, health promotion

and public health. CAWT has been operat-

ing a two track approach, concentrating on

operational (across the fence, good neigh-

bour) cooperation in the provision of ser-

vices to the local resident populations, and

in addition developing, with the assistance

of funds from the EU Special Support

Programme for Peace and Reconciliation,

foundation projects for the further

enhancement and longer term development

of key service areas. CAWT has, in addi-

tion, developed a Secretariat to support and

enhance ongoing cooperation and to devel-

op a strategic direction for its future. In

1997 it published its Strategic Plan for the

period 1997–2001 and is at present devel-

oping a CAWT web page for wider dissem-

ination of its work and experience to date.

Achievements
Outlined below are key elements of the



cancer audit across the four Board areas. It

is anticipated that this audit will last a total

of three years and will have strategic signif-

icance in the context of future planning for

breast cancer services.

Primary care

Primary care cooperation across the border

has been developed in the following areas:

– Joint practice organisation.

– Joint service developments.

– Community pharmacy.

– Clinical practice.

– Facilities development, i.e. cross border

joint resource centres.

– Initial work in the area of cross border

health actions zones.

Work undertaken within practice organisa-

tion has recently been nominated for a

major UK award in primary care practices,

i.e. the Primary Care Management Award

1999.

The work underway within the primary

care project has particular strategic impor-

tance in the context of the primary care

groups envisaged in the reorganised

Northern Ireland health services outlined

in ‘Fit for the Future’. It also dovetails with

the blueprint for the development of gener-

al practice in the Republic of Ireland and

the strategic approach being followed by all

the Boards for the development of primary

care services.

Ambulance services

The work undertaken within the joint

ambulance training and developments pro-

ject began between the Northern Ireland

Ambulance Service and the NEHB initial-

ly, with the NWHB joining later in the

project. This project focused on opera-

tional improvements between the ambu-

lance services north and south of the bor-

der. In this regard it concentrated on the

development of joint training packages, the

piloting of a Geographic Information

System (GIS), the development of a joint

communication system, and the testing of

all of the above developments within the

context of a cross border major incident

exercise in May 1999.

This project has also had particular strate-

gic importance because of the current

Review of the Northern Ireland

Ambulance Services and the recent Review

of the Republic of Ireland Ambulance

Services. It also has relevance for the cur-

rent Review of Acute Services, and impor-

tantly in relation to the identification of

cross border accident and emergency ser-

vices as an area for development within the

context of the Good Friday Agreement.

Cooperation between specific social care
groups

Projects to enhance operational good prac-

tice within the areas of family and child

care, learning disability and mental health

have been undertaken in a number of areas.

These include the following:

1. Family and child care:

– Improved accident prevention strategies

for children;

– Protection of disabled children;

– Improved parenting skills on a cross

border, cross community basis;

– Prototyping and Evaluation of youth

intervention strategies;

– Drug awareness training.

2. Learning disability:

– Piloting evaluation of different types of

flexi care working schemes in margin-

alised areas;

– Development of protocols and training

for the protection of vulnerable adults

within care settings.

3. Mental health:

– Development of a cross border resource

centre;

– Community based research into suicide

prevention strategies;

– Development and piloting of cross bor-

der training for mental health staff in

cognitive therapy, and piloting support-

ed employment model of training for

those with mental health problems.

Health promotion and public health

A range of health promotion strategies has

been carried out under the auspices of

CAWT since 1992. These include major

health promotion activities in the areas of

childhood accident prevention, drug aware-

ness strategies, smoking cessation strate-

gies, mental health promotion, suicide pre-
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ventative strategies, examinations of com-

pliance by elderly persons in use of medica-

tion.

A programme of achievement
Since its inception CAWT has been suc-

cessful in a programme of real achievement:

1. Beginning the process of strategic, epi-

demiological and operational planning for a

transborder region.

2. Establishing formalised cross border

cooperation within the health and social

care sectors in the border region.

3. Improving service for the CAWT popu-

lation.

4. In achieving operational cooperation

across the range of areas outlined above,

there have been significant improvements

in service cooperation, and the develop-

ment of new and innovative approaches to

common issues and problems. In addition

there has been a pilot provision of new

localised services on a cross border basis

for resident populations who heretofore

would have been required to travel to the

main centres of Dublin and Belfast for such

services.

5. Working in collaboration with other

agencies and bodies to establish the special

needs of the population in the border

region.

6. Placing health sector coordination on the

agenda with both Departments north and

south.

Current opportunities in a changing
political environment
CAWT will continue to build on opera-

tional cooperation and to enhance service

provision to its client population by means

of strategic partnerships and alliances.

Difficulties posed by back to back planning

at national policy-making level and the

very different natures of employment,

namely in relation to terms and conditions,

registration etc., are seen as positive chal-

lenges which, in cooperation with national

and European bodies, can be overcome in

an innovative and energetic way by CAWT

and other cross border public bodies.

The re-introduction of an executive into

Northern Ireland and its potential for mak-

ing its own stand-alone legislation and

policies provide a major opportunity for

coordination of policy making on the

island. If supported by both UK and Irish

governments and with a focus on joint

cooperation, much of this new legislation

and policy could significantly impact on

the problems in the border region, in par-

ticular on the difficulties created by the dif-

ferent funding and management systems in

the two jurisdictions. The fact that cooper-

ation between the ministers of health in

both Northern Ireland and the Republic of

Ireland over a number of years is well

established is a firm foundation for future

development.

Future Developments
The Good Friday Agreement recognises

certain areas of cooperation in health as

being worthy of future development. These

are:

1. Accident and Emergency Services.

2. Cancer Services.

With the groundwork undertaken by

CAWT, opportunities exist for a more

organisational approach to planning for

health and social services in the border

region. To date much of the work under-

taken by CAWT has been funded through

European funds. It is anticipated that

national governments will recognise:

– The special needs of the border region;

– The need to border proof their national

policies;

– The need to focus in a special way on

encouraging and promoting cross border

cooperation in key public service areas

within the border region, which has a

dispersed, isolated and marginalised pop-

ulation.

In simple terms CAWT has proven that

practical cooperation across the border can

enhance service provision, create

economies of scale and enhance peace and

reconciliation through collaborative work-

ing. The future for cross border coopera-

tion between Member States within the

context of wider European policy is crucial

for the development of the Union in a way

that is relevant and important for ordinary

people. Continued and coordinated

European, national and local commitment

to the needs of this border region can only

produce increasingly significant and longer

term benefits for the population.

“In achieving operational cooperation … there have been

significant improvements in service cooperation, and the

development of new and innovative approaches to 

common issues and problems.”



Shared problems but individual 
solutions
The Good Friday Agreement and the con-

stitutional changes that have arisen from it

offer scope for a reassessment of the provi-

sion of acute health care in Northern

Ireland. Provision of hospital services in its

border regions has long been contentious

with the current pattern based largely on

historical factors. Health authorities, in this

rural region with its very low population

density, have sought, since at least the mid

1960s, to concentrate facilities on fewer

sites. It has, however, been difficult to

introduce change in the face of widespread

public and professional opposition, based

largely on concerns about poor transport

links.

Although the border areas of both

Northern Ireland and the Republic of

Ireland face the same problems, proposed

solutions have been limited to only one

country. A common response, based on

cross-border cooperation, has received no

serious consideration. This is especially

surprising in view of both the long tradi-

tion of free movement across the border –

facilitated by the existence, since Irish inde-

pendence in 1921, of a common travel area

within which passports are not required –

and, until relatively recently, the use of a

common currency. Furthermore, the med-

ical professions in the two countries have

strong links. The Irish Royal Colleges,

which predate independence, draw mem-

bers from both parts of the island. 

On the other hand, formal contact between

official bodies in Northern Ireland and the

Republic has been extremely limited and, at

least in Northern Ireland, highly con-

tentious, extending only to matters such as

fisheries and the cross-border rail link. In

addition, cooperation on health care has

been complicated by different financing

and delivery systems. 

The political settlement in Northern

Ireland has been accompanied by a grow-

ing recognition, on both sides of the bor-

der, that cooperation can bring important

benefits. This process is being encouraged

by substantial funds, in particular from the

two governments and the European Union.

Most readers of Eurohealth will be familiar

with the provisions for free movement of

patients within the European Union so

these will not be repeated here. In addition,

however, the UK and the Republic of

Ireland have a separate agreement enabling

each other’s citizens to obtain care in the

other state without requiring an E111 form.

In 1992, health boards on either side of the

border, signed an agreement (the

Ballyconnell Agreement) to “improve the

health and social well being of the resident

populations and to exploit opportunities

for cooperation, joint working and sharing

of resources”. This led to the establishment

of Cooperation and Working Together for

Health Gain and Social Well Being in

Border Areas (CAWT), which has devel-

oped work in areas such as mental health,

prevention of childhood accidents, drug

education and information technology. In

addition, the border health boards are shar-

ing experiences in primary care, supported

by funds linked to the Northern Ireland

peace process.

The Good Friday Agreement, ratified by

referendum in May 1998, provides for a

North/South Ministerial Council, “to

develop consultation, cooperation and

action within the island of Ireland –includ-

ing through implementation on an all-

island and cross-border basis, on matters of

mutual interest within the competence of

the Administrations, North and South.”*

This has included social security and social

welfare. ‘Health’ seems to have been some-

thing of an afterthought, specifying inclu-

sion of “accident and emergency services

and other related cross border issues”. It

seems likely, however, that emerging cross-

border structures will ultimately provide a

basis for cooperation on other health-relat-

ed issues,1 building on recent developments
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in cross-border cooperation on communi-

cable disease control and cancer registra-

tion, although much will depend on the

attitude of a Northern Ireland executive.

The scope for cross-border 
cooperation
Although the purchaser-provider split in

Northern Ireland enabled health boards

and trusts to agree contracts with bodies in

the Republic, this has had little practical

effect. Some outpatient services are provid-

ed in Derry and Omagh, in Northern

Ireland, for residents of the Republic and

health boards in both countries have pur-

chased some elective procedures, such as

cardiac bypasses and orthopaedic proce-

dures, from each other.

Nevertheless, there is likely to be an under-

estimate of the scale of cross-border flows,

as there is no effective system to measure

them. There is, however, a widespread

impression that patients from Donegal, in

the Republic of Ireland travel to Derry, in

Northern Ireland – many may use address-

es of friends or relatives there when doing

so.

Last year I examined perceptions of cross-

border care in a survey of managers and

general practitioners in a border area of

Northern Ireland, supplemented by infor-

mation from government bodies and health

boards in both countries.2 Respondents

saw cross border flows as predominantly

into Northern Ireland. Few general practi-

tioners were aware of proposals to increase

cross border cooperation in health care,

although most saw advantages outweighing

disadvantages, citing benefits such as short-

er waiting lists, easier access, and better ser-

vices. Another perceived benefit was the

ability to support local hospitals that are

currently not viable but which could

become so if they served both sidets

s, citinv9174.mf mls2
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tributions from three of the five topic areas,

fiscal policy, foodstuffs and pharmaceuti-

cals, thus introducing a comparative ele-

ment into the debate. 

The comparative dimension
One of the advantages of carrying out a

project in several topic areas at once is the



The road to harmonisation
The background to the EU-level system is

that the regulation of pharmaceuticals has a

long history, and was already well devel-

oped in the Member States before effective

harmonisation took place. Thus, apart from

the possible economic advantages of an

enlarged single market, the EU system

could benefit public health by providing a

higher quality of regulation than would

otherwise continue to be provided at

Member State level, in accordance with

Article 100a of the Single European Act

that specified ‘a high level of health protec-

tion’. However, it is also possible that a

harmonisation process could lead to a

reduction in standards, rather than a rise. 

The European Community’s first Directive

on medical products regulation

(EEC/65/65) was published in 1965.

Common standards for specific toxicologi-

cal and pharmacological tests were subse-

quently issued in 1975, when the

Committee for Proprietary Medicinal

Products (CPMP) was set up to provide

expert scientific advice. At the same time, a

Community-wide mutual recognition sys-

tem (the CPMP procedure) was intro-

duced. This was not completely successful

in achieving harmonisation, especially

because Member States frequently tended

to seek arbitration, and it was replaced in

1985 by the multi-state procedure. A con-

certation procedure was also introduced for

biotechnology and ‘high technology’ prod-

ucts in 1987. 

A major change occurred on 1st January

1995, when CPMP opinions became bind-

ing on the Member States. At the same

time, the European Medicines Evaluation

Agency (EMEA) was established to admin-

ister the new procedures, with expert

advice from the CPMP. The process of har-

monisation has thereby been greatly

strengthened. A further major change

occurred in January 1998, when national

authorisation routes effectively ended. 

The current situation
The situation now is that the regulatory

authorities are still based at national level,

and that they compete for regulatory work

and the fees from industry that support it;

the expectation is that only about five of

them will survive, which has implications

for the future of the European toxicological

science base. There is also a requirement

for rapid evaluation: a strict time frame

(typically 210 days) may be all that is avail-

able to review an application that runs to

thousands of pages and that took the com-

pany many months to compile, and it is

difficult to maintain high quality in these

circumstances. 

This and other features of the system mean

that the industry and the agencies have a

relation of cooperation rather than the

opposition that is traditionally associated

with the regulatory process. This situation

is evaluated differently by different partici-

pants (apart from in the industry where it is

uniformly welcomed), and places a heavy

responsibility on the peer review process.

While it is generally agreed that the scien-

tific standard is high, it is unclear whether

standards are likely to rise or fall in the

future as a result of harmonisation. 

Two other issues deserve to be highlighted.

First, there is widely agreed to be excessive

secrecy, which is usually justified in terms

of the need to maintain commercial confi-

dentiality. If the latter is indeed necessary,

it is unclear why the public and the regula-

tors should be expected to trust pharma-

ceutical companies that apparently cannot

trust each other. 

Secondly, the EU regulatory system pays

no attention to the question of need: per-

haps three drugs each year have something

substantially new to offer, whereas a large

number of apparently new products are

merely versions of already available drugs.

Not only are these rarely advantageous

therapeutically; the proliferation of ‘me-

too’ versions has sometimes resulted in the

belated discovery that they caused prob-

lems, as was the case with bromfenac and

mibefradil. There is now a case for moving

from an essentially economic system of

product regulation towards a system that

has the rational use of pharmaceutical

agents as its basic aim, as occurs in certain

non-EU countries (2). This would mean

reconsidering the position of the regulatory

system within the Commission: pharma-

ceuticals are currently the responsibility of

DG III (Industry), but health could be

given a larger role. 
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The analysis in this area draws heavily on work presented at 
the seminar that was held in the course of the project.1,2
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A haphazard system
At best the system has been haphazard,

either treating devices as pharmaceutical

products, or covering some categories but

not others, for example contact lenses but

not intra-ocular lenses, or condoms but not

intra-uterine contraceptive devices.

The situation has therefore arisen that a

large number of essentially similar products

exist, but some of them are inferior in

design and/or manufacture. There has been

no requirement to record which product is

used, for example, for insertion of an artifi-

cial joint, and no follow up of adverse inci-

dents. There have been examples of medical

devices that have caused harm to patients,

which in some cases have been serious,

including the Shiley heart valve. A recent

example was a type of artificial hip in the

UK which was discovered to deteriorate

over time, and required a large number of

people (many of them elderly) to undergo

replacement of the joint; the product had

no advantage over the standard type of hip

prosthesis (hundreds of different types

exist). It also proved difficult to discover

who had received this particular implant so

that they could be contacted about the need

for further surgery. 

Towards effective regulation
In 1993, a Directive concerning medical

devices (93/42/EEC) was agreed, and this

came into force in all the Member States in

1998. Its main provisions are the require-

ment for all medical devices to carry the

CE mark, and provision for post-market-

ing vigilance. Eligibility for a CE mark

depends on safety, effectiveness, absence of

side effects and satisfactory performance in

use, as well as on manufacturing quality.

The vigilance procedure should make it

possible to have earlier warning of adverse

events. However, there is a problem in

linking the data on individual patients,

because of data protection legislation. It

seems strange that protecting the identity

of patients is legally regarded as having pri-

ority over protecting their health. 

Many devices have already been removed

from the market, and progressive raising of

standards in this area is likely to result

from the Directive. The resulting benefit of

this legislative initiative may be quite large,

but this cannot be quantified, as the data on

previous harm from medical devices is

inadequate - another consequence of the

previously anarchic situation. In addition,

although there is a literature on aspects of

medical devices, for example from a legal

viewpoint, no work appears to have been

done that could be used to assess the public

health impact of changes in legislation and

practice. This is an area that requires fur-

ther research. 

Regulating the market in medical devices 

Assessing the regulation in place
In practice, serious health consequences

that are known to result from exposure to

dangerous chemicals are uncommon, apart

from a few specific instances, notably

asbestos. This could be because the regula-

tory system is functioning effectively,

because there is limited potential for most

chemicals to cause serious illness at expo-

sure levels that actually occur and/or

because there is under-recognition of such

effects. 

The regulatory method used is risk assess-

ment, and a great deal of attention has been

paid to the methodology; however, it is an

Unlike pharmaceuticals, the market in medical devices has been
largely unregulated in most Member States. As this very broad
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Member State actions
To assess the effects of this, Member States’ data for the years 1988–97 (pro-

vided by DG XXI) were examined. It was clear that the low tax countries

had greatly increased the level of excise duty: in Greece it rose six-fold, in

Spain and Portugal it trebled, while in Italy and France it merely doubled.

On the other hand, most of the high tax countries had rather stable levels,

although there are some exceptions to this, notably the UK. 

A tax rise is not the same as a price rise: for example, if tax forms half of the

price, and it is then doubled, the overall price rise will be 50%. This assumes

that the tax rise is passed on to consumers. If this does not happen, the man-

ufacturer loses the corresponding amount of profit. 



With astonishing speed, a new map of

European food policy is emerging in which

food safety now rates as high a political

profile as the farm politics of the Common

Agricultural Policy (CAP). Besides staring

in wonderment as this new terrain is altered

as the volcanic eruptions over consumer

safety lead to food wars within the EU and

between the EU and particularly the USA,

there is also an urgent need to subject this

new map to proper public policy analysis.

What are its new fault-lines? Where will

the next eruptions come? Who, if anyone,

is in control? Is the political process in

charge of public policy? Will the new food

agencies at EU and member state level paci-

fy or exacerbate public concerns about

food safety?

The European Union is being drawn inex-

orably into food policy without having any

clear overall official policy. As with so

many areas, the EU has bolted new initia-

tives on to the core that is, and is likely to

remain, the Common Agricultural Policy

(CAP). The reaction in 1996 to the BSE cri-

sis was supposedly going to change this

emphasis but in reality it has not. Within

days of his appointment, Commissioner

David Byrne promised a new European

Food Agency and in December 1999, in

response to a request by the then Director

General of DGXXIV, three academics pro-

duced an outline of what a European Food

and Public Health Authority could look

like.1 This January the EFA was announced

but in a weaker form than the Professors

proposed. It will be part of the EC, not

free-standing. Excellent though this might

be, it is unclear whether such a body could

resolve the tensions already manifest within

EU food policy and institutions. A number

of fissures are key.

Producer versus consumer interests
The first is the tension between consumer

and producer interests. Although political

rhetoric now gives primacy to consumers,

producer interests still carry the legacy of a

municifent past. Despite supposed subsidy

reductions negotiated in 1994 under the last

Uruguay Round of the General Agreement

on Tariffs and Trade (GATT), the reality is

still that about half of all EU expenditure is

on farm support. Anti-CAP Member States

such as the UK love to portray CAP as the

promoter of inefficient farming. The reality

is more complex. Born out of a very real

experience of hunger and of food chaos in

World War II, the CAP set out to bring

stability and to ensure that Europeans

never suffered hunger again. 

Who today remembers that the

Netherlands suffered a famine in 1944? Or

that the UK’s war-time reliance on US

lend-lease to feed itself nearly brought it to

its knees after the war ended, when the tap

of Uncle Sam’s food beneficence was

(understandably) turned off in the late

1940s to give priority to feeding Germany

and to keep it from falling to the USSR?

Critics argue that the past rationale for

CAP is irrelevant today. But it would be a

foolish politician who allowed Europe to

stop feeding itself and to put its currencies

and affluent consumers onto the roller-

coaster of world commodity markets.

The political challenge for CAP negotia-

tions today is not so much whether there is

a CAP but what the expenditure is for?

The EU is breaking its own commitment to

scrutinise all policies for health by ignoring

the health impact of CAP.2 One might

have thought that the neo-liberal policy

agenda would have latched on to this

opportunity to tame CAP. It has for years

sought the nirvana of dismantling all subsi-

dies. Neo-liberals like to portray CAP as a

trough filled endlessly by conned con-

sumers who as a result pay too much for

their food, but the reality is again more

complex. Although producer subsidies are

high in the EU, as the OECD constantly

shows, the price farmers get for their prod-

ucts is a small, and for some commodities a

decreasing, proportion of end consumer

prices. The food supply chain is lengthen-

ing all the time. This means that even when

food is cheap, many costs are externalised.

Who pays for food poisoning or pollution

of land and waterways? A team led by Prof

Jules Pretty at Essex University has now

calculated for the UK alone, extra environ-

mental costs amount to �yeas6ing-leaslic butern0 0 7 496.43 547.5ugh.t3.003 igh3s today is not so  alPmen ood.9ng to3?3 f69ow
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policy we need more accurate and compre-

hensive studies.

The new importance of food quality
The second fissure in modern EU food pol-

icy links directly from this issue of cost. If

CAP was set up to (re)build quantity, now

its challenge is quality. Since the early

1980s, a wave of scandals has made con-

sumers sceptical about the commitment of

industry to quality. Europe’s food proces-

sors and retailers have been driven by other

drivers such as building brands, searching

for new products, beating competitors,

squeezing primary producers. This, ironi-

cally, has generated an opportunity that

politicians have so far not grasped.

Consumers are sending consistent messages

that they want changes in HOW food is

produced. So far, the mass market has been

dominated by intensive production, but

now different messages are coming.

Euromonitor polls, let alone the public

mood since the 1996 BSE crisis, show that

since the late 1980s Europeans have been

prepared to fund farm support but not at

any price. They want farming to change, to

be more environmentally sound, and now,

above all, they want the food supply to be

safe. They are right. The safety scandals

that used to be associated with the British

are now seen to be more systemic. France

has been found to have been feeding

sewage to animals, and Belgium to have

released excessive dioxin in meats.

Everywhere there is unease, if not fury, at

perceived big business backing for genetic

modification (GM) foods but support for

the EC to hold firm before a US inspired

assault via the World Trade Organisation.

Big business is now backing away from

GM under consumer pressure. No wonder

food safety is now such a priority for the

Commission. Intensive farming, not just

national incompetence or ministries over-

zealous in their support for insensitive

farmers, is under scrutiny.

The European Parliament, just as much as

national Parliaments, has seized the oppor-

tunity to admonish and curtail excesses of

EC farm support programmes. The humili-

ation of former President Santer following

the publication of the damning European

Parliament report on the handling of the

BSE crisis in 1996 was a defining moment.

Many at the time expressed a more cynical

view that M Santer’s Japanese-style self-

criticism was merely playing to the gallery.4

It was a clever smokescreen, they argued,

to disguise a desire to return to ‘business as

usual’. That may have been so, but by com-

ing out into the open, the EP-EC tensions

over handling of food policy meant that

when further scandals happened – a likeli-

hood as certain as night following day – the

EC would be on the defensive again.

Hence the alacrity with which David

Byrne, Ireland’s EC Commissioner for

Public Health and Consumer Affairs

stepped into his job with promises to make

food safety his primary concern. I have lit-

tle doubt that Mr Byrne means what he

says but can he deliver without setting

longer-term goals? The short answer is

‘no’. He is setting out on the false premise

that better controls and management of

microbiological contamination is all that

EU food policy needs to clean up the food

system. This is wrong. The problems are

more deep-seated and will take decades to

sort out. Sweden, for instance, which had a

cataclysmic outbreak of food poisoning in

1952, killing 100 people, set up a pro-

gramme to eradicate salmonella from its

poultry flock. This took decades. In Britain,

for instance, which had its salmonella-in-

eggs scandal in late 1988, a period when

over one in three carcasses sold to the pub-

lic were contaminated, companies privately

admit that they still cannot eradicate conta-

mination. Rates are dropping but to achieve

low counts, let alone zero, will take years.

The broader issues of food policy
This brings us to the major fault-line in

modern EU food policy. While political

priority is given to food safety, a real food

policy – one the consumer can trust -

would be like a good chair, built on four

legs: safety, nutrition, environment and

social justice. In practice, the approach to

safety is crisis management rather than sys-

temic. The approach to nutrition is next to

non-existent, bar a reliance upon labelling

(which has little proven impact on improv-

ing food-related ill-health unless arj
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vegetables. This, as a Swedish National

Institute of Public Health report has point-

ed out, is a scandal within such a rich agri-

food zone as Europe. 5

Even if the current concern for food safety

were – wrongly – the sole concern for the

EU, there would still be one thorny final

problem. Which state level is to have

responsibility for safety – EC or Member

States? This policy hot potato has been

served up by the row between the UK and

France over beef. The handling of this

‘food war’ bodes ill for the role of national

food agencies. France’s new Food Safety

Agency, set up in the wake of a national

outcry about contaminated blood samples,

made a pronouncement that it wanted

British beef kept out. Its credibility for

putting consumer safety was on the line.

The UK, whose Food Standards Agency

has only just received legal approval and

will not come into existence formally until

autumn 2000, received advice from its

embryonic agency (mostly drawn from the

old Ministry of Agriculture) that the

changes made to UK beef slaughtering now

meant British beef was safe. Scientists sepa-

rated by a narrow strip of water apparently

came to different conclusions. 

The EC meanwhile had been patiently tak-

ing the UK through a number of safety

procedural hoops begun back in 1996 when

the cases of new variant Creutzfeld Jakob’s

Disease (CJD) were confirmed. At stake

here is a tussle over subsidiarity and the



Talk to anyone engaged in trying to reform

the Common Agricultural Policy (CAP)

and they will tell you that Sisyphus had it

easy. Despite years of patient research and

determined lobbying, the CAP seems as

resistant as ever to attempts to change it

into an environmentally sustainable system

that produces wholesome food and creates

high quality jobs while respecting the

rights of other living creatures. Today, the

CAP remains a juggernaut, piled with

mountains of produce for which there is no

market, under the wheels of which jobs are

destroyed, the environment is damaged and

animals suffer. 

Admittedly, part of the problem has been –

and will continue to be – the fact that the

patient and determined lobbyists are often

lobbying against each other, allowing

politicians to ignore proposals or ‘cherry

pick’ policies that, outside the framework

for which they were devised, work less well

or not at all. Another is the sheer scale and

complexity of the many policies that make

up the CAP. It seems appropriate, some-

how, that the CAP should attract legends

of its own (for example, that only three

people have ever understood the CAP: one

has died, one has forgotten, and the one

that still understands it has gone mad).

Arguably, though, the most fundamental

obstacle is that the CAP was designed to

solve a problem that we no longer face in

Europe – lack of food. Shaped as it was by

post-Word War II shortages, the CAP has

been spectacularly successful in solving that

problem, but the costs have been high. This

article will focus on just one of these: diet-

related diseases.

Food and health
Despite popular belief that experts on food

and health are in a state of perpetual dis-

agreement, the consensus has been growing

for 30 years or more that diets high in fat,

sugar and salt, and low in fibre, vitamins

and minerals increase the risks of develop-

ing cardiovascular disease, a range of can-

cers, and a number of other fatal or debili-

tating conditions. This agreement is only

now coming to be recognised formally by

the EU policy making process, with a

group of experts convened by the Health

and Consumer Protection Directorate cur-

rently developing food based dietary guide-

lines.

The phrase ‘food-based dietary guidelines’

may not be the most elegant in the lan-

guage, but it is critical to avoiding the

‘nanny state’ accusations that are routinely

hurled at any agency trying to improve

public health by shifting the balance of the

food supply. In practice it means that a

dietary guideline of, say, a maximum of

30% of the total energy in the diet from fat,

can be met by choosing from a very wide

range of foods. In Northern Europe, it is

likely that much of this fat will come from

dairy and meat products, whereas in

Southern Europe a higher proportion will

be made up of olive and other vegetable

oils. Similarly, a dietary guideline to

increase the proportion of complex carbo-

hydrates in the diet will encourage some

people to eat more potatoes, others bread,

while some will opt for rice and others

pasta. 

In other words, people’s physiological

requirement for particular nutrients gener-

ally does not vary, but our way of meeting

those needs can do, and is fulfilled by a

huge range of foods. Thus food-based

dietary guidelines that apply across the EU

are emphatically not a way of ‘Brussels

bureaucrats’ telling us what to eat.

Vested interests
Doubtless this is a distinction that will be

lost on leader writers in the popular press.

They will be aided and abetted in fuelling

popular prejudices by powerful sectors of

the food and agribusiness industries that

are unable or unwilling to diversify out of
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The labour of Sisyphus

“Today, the CAP

remains a juggernaut,

piled with mountains

of produce for which

there is no market,

under the wheels of

which jobs are

destroyed, the environ-

ment is damaged and

animals suffer”

According to legend, Sisyphus, one of the Titans, was 

condemned forever to push a boulder up a hill. The 

boulder repeatedly rolled back to the bottom. 



the food sectors that should shrink, and

into the food sectors that should grow,

according to food-based dietary guidelines.

And make no mistake, a CAP based on

such guidelines would be radically

reshaped and require some serious invest-

ment to ease the process of diversification. 



nance of environmentally sustainable

production methods, in urban as well as

rural areas

– ending payments for grubbing up

orchards

– support (funding and training) for mar-

keting schemes (including promotion of

regional specialities)

– local or regional support for a wide

range of retail outlets for vegetables and

fruit (to reduce reliance on supermar-

kets)

– major media campaigns, supported by

local activities, to provide the skills and

confidence for people to incorporate

vegetables and fruit into their daily diet

– shifting subsidy away from some types

of crops (tobacco and sugar beet are

obvious candidates) to support sustain-

able production of vegetables and fruit

Fruit and vegetables are not a major or

complex part of the CAP compared to

other sectors. Changes in this sector would

not, therefore, have an immediately pro-

found or far-reaching impact, particularly

if the amounts spent, directly and indirect-

ly, on supporting meat and dairy produc-

tion were left untouched. However, given

the size of the alliance of different interests

that could be constructed around this posi-

tive agenda, the chances of success are –

arguably – reasonable. It might be one

small stone that we manage to push to the

top of the hill without it rolling back down

again.
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“the derisory amounts

spent on fruit and

vegetables … is spent

on destroying fresh

produce to keep it off

the market and avoid

prices falling.”

Public health and food safety: 
the case of Salmonella in Denmark1

Nils Rosdahl

The main concern of food control is safe-

guarding of human health dealing with a

range of chemical and biological factors.

This article addresses primarily Salmonella,

but the considerations are relevant to other

infectious agents. 

The development in Denmark has features

comparable to those in other European

countries, but there are also unique ele-

ments. Denmark has experienced signifi-

cant changes in the food control system

over recent decades, some with potential

public health implications. 

The size of the problem
The true incidence of salmonella infections

is not known in any country. Several coun-

tries have figures for microbiologically

confirmed cases, but they probably need to

be multiplied by at least a factor ten to give

the real incidence. 

In 1992, we conducted two telephone inter-

views asking representative samples of

approximately 1,500 Danes about experi-

ence of ‘stomach trouble’ during the pre-

ceding three months. Only a limited num-

ber of these incidents are related to foods

and even fewer to salmonella. The adult

respondents recorded a total of 927 inci-

dents of ‘stomach trouble’ over the com-

bined six months period and for the

approximately 750 children in the house-
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1998, the number decreased by 30% and

this trend continued in the first part of

1999. Microbiologically confirmed cases of

Campylobacter infections are still increas-

ing. In Norway with a population similar

to Denmark and in Sweden with a 60%

larger population, recorded cases in 1997

were only one fifth of those in Denmark.

There might be differences in criteria for

performing stool examinations in various

countries and there have undoubtedly been

changes over time. 

As is seen in Figure 2, Salmonella

Enteritidis has for most of the time been

the predominant serotype, but S.

Typhimurium dominated from 1987 to

1990. The changes between serotypes are

linked with the food origin of the bacteria.

In the past 15 years Denmark has had three

major sources of Salmonella infections.4

From 1984 to 1988 the main culprit was

chicken, followed by pork around 1991 to

1994, while in the second half of the 1990s

it is eggs. The estimated sources of human

salmonellosis in Denmark in 1995 were

eggs with 40–50%, poultry with 15–20%,

pork with 10–15% and travel abroad with

10–20%.4 Beef and other sources only con-

stituted minor proportions. 

The multiresistent S.Typhimurium DT104

constituted 6.1% of all S. Typhimurium

isolates from humans both in 1995 and

1997.

Organisation of the Danish food 
control
Denmark has a long tradition of state-

organised control of foods for export,

organised through the Ministry of

Agriculture. Control of domestically con-

sumed foods was a local government

responsibility administered through

Ministry of the Interior legislation. In the

1960s, an Institute of Foods was developed,

which due to its administrative duties was

renamed the National Food Agency. 

In 1972, a Ministry of the Environment

was created, of which the National Food

Agency became a part. When a Ministry of

Health was established in 1987, the

National Food Agency was moved to that

ministry.

However, the Ministry of Agriculture

retained responsibility through its

Veterinary Directorate for animal infec-

tions and parts of microbiological control

of foods. Consequently, local government

food control units were professionally

accountable both to the Veterinary

Directorate and the National Food

Agency.

In 1995, a report from the Academy of

Technical Sciences5 recommended unifica-

tion of the state food control system under

a slogan similar to the British ‘from plough

to plate’. 

In a 1996 government reshuffle, the present

Ministry of Foods, Agriculture and

Fisheries was born. The National Food

Agency was merged with the Veterinary

Directorate into the Danish Veterinary and

Food Administration. The Danish

Parliament in 1998 passed a bill consolidat-

ing existing food laws into one common

food law. According to the law, local gov-

ernment food control units are being trans-

ferred to the state and reduced in number.

‘The Salmonella crisis’
Denmark experienced an increase in human

infections caused by Salmonella from 1985.

No single factor can be held responsible.

Increased centralisation both in the pro-

duction sector and in the slaughtering

industry has without doubt played a signif-
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icant role. Spread of Salmonella within

flocks in chicken farms and in pig raising

‘factories’ has been seen repeatedly.

Centralisation of fast food production has

also been responsible. The involved indus-

tries were slow to recognise publicly these

factors and to take appropriate action. For

quite a time, the authorities and industries

tended to place the responsibility for the

increase in human cases on the lack of con-

sumers to adhere to the so-called good old

housekeeping practices. 

In the early 1990s, it became apparent that

something had to be done. In 1993, the

Danish Zoonosis Centre at the Danish

Veterinary Laboratory was established. It

was to follow the development by collect-

ing and collating data from all sources,

establishing excellent working relations

with the national institute for human

microbiology, Statens Serum Institut. In

the following years, state financed action

plans were developed, aiming at expanding

the monitoring system at all levels of the

food chain and subsequently imposing cer-

tain measures on the industry. 

Monitoring schemes carry out some two

million investigations annually. The system

is based on regular controls of broiler

flocks as well routine sampling after

slaughter. Egg production is primarily con-

trolled through routine monitoring by

serological and microbiological analysis of

flocks of layers. If S. Typhimurium or S.

Enterididis are detected in a flock, produc-

tion is terminated and the flock destroyed.

Eggs are not systematically monitored for

Salmonella. Screening including 14,800 eggs

in 1995 showed one in 1,000 eggs contami-

nated with Salmonella. In 1998 this figure

decreased by a factor of ten. The control of

pigs and pork is based on continuous mon-

itoring of all breeding and multiplier pig

herds and all herds producing more than

100 pigs annually for slaughter, combined

with control after slaughter. Beef is con-

trolled after slaughter and a random sam-

pling in 1996 showed 0.7% positive sam-

ples.

An independent expert review concluded in

1997, that the control programme with

regard to pigs and pork has substantially

reduced the level of Salmonella in pork

products and the incidence of human infec-

tions related to the consumption of pork.6

A revised plan from 1997 concerning egg

production has been followed by a reduced

incidence of human S. Enteritidis infec-

tions.

Conclusions
Human salmonellosis in Denmark

increased for ten years before serious

attempts were taken to control the ‘epi-

demic’.

The food industries were late in recognis-

ing their responsibility – and obvious self-

interests – in providing safe food products.

The National food control authorities were

slow to initiate measures to safeguard ani-

mal products from microbiological conta-

mination.

Monitoring the industry helped identify

the major trouble areas, but the initial

action plans tended to focus on partial

solutions, and the Salmonella problem

moved from one food sector to another.

Denmark has, however, reacted to the

problems, which is unfortunately not the

case in some other countries. Recent devel-

opments look positive, but fluctuations

have occurred earlier, and Campylobactor

infections are still increasing
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health service managers are judged

by several hundred performance

indicators, there is a potential for

calcification, with 41 indicators and

200 public sector agreements. 

David Hunter added: “It is easy to

have too many outcome-orientated

targets and for managers to manipu-

late the data to give the Government

what they want, even if the reality is

that it creates all kinds of other dis-

tortions in the system locally.”

Does targeting work?
Several delegates were even sceptical

about putting too much value on

targets at all. Nick Bosanquet, from

Imperial College, London, com-

mented that target setting is “a fairly

harmless activity by middle level

bureaucrats in international agen-

cies.” But he added later that they

are still a good idea, provided they

were limited in number. Smoking

and traffic accidents are good target

areas.
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“It is easy to have too many outcome-orientated targets and

for managers to manipulate the data to give the Government

what they want, even if the reality is that it creates all kinds of

other distortions in the system locally.”

The Danish answer
Denmark provides a startling exam-

ple of what can happen if you insti-

tute good healthcare but fail to set

long-term health goals and monitor

effectiveness. Allan Krasnik, of the

University of Copenhagen, recount-

ed how his country had been seen as

a model in health terms. So deep-

rooted was the feeling that WHO

public health initiatives were

deemed relevant only to “Africans

and nurses – certainly not for med-

ical interventions in our part of the

world”.

Self-satisfaction, he said, was rudely

shattered in 1993 when Danes

realised that they were not among

the world leaders in health, having

dropped from fifth to seventeenth

place in the OECD league of life

expectancy, with 6,000 excess deaths

a year. 

and this was the case until recently,

but in some of the Länder this is

changing. 

Giving details of introducing targets

in the North Rhine Westphalia in

1995, Dr Weihrauch said they had

come about through a conference

initiated four years earlier. The

meeting drew in state and local

politicians, health professionals,

health insurers, welfare organisa-

tions and others. Greater rationality

in healthcare, more transparency for

patients, and better evaluation of

treatments is the result – as well as

closer cooperation between profes-

sional groups.

Devolved in Spain
Spain has autonomous, regionally

run health services, but these are

required by federal law to have

‘integrated’ health services and tar-

The poorest health record is in the

capital, said Ib Haurum, of the City

of Copenhagen Health Administra-

tion. In an example of how local

health drives can be put into effect,

he said the city instituted public

health initiatives in schools and the

workplace, and support services for

alcoholics were set up. The plan was

based on the WHO European

Healthy City Project and was

refined to reflect local public opin-

ion as to target choice. Five-year

targets were set in 1994 and have

now been met. Health indicators are

beginning to improve, although

Copenhagen remains behind other

cities in Europe. Public enthusiasm

is encouraging health planners to set

new targets. 

North Rhine Westphalia: link-
ing to the insurance model
Germany is often seen as having a

model dominated by health insur-

ance funds, financing acute care at

the expense of health promotion;

gets. Some regions have set 100 tar-

gets, the average is 45. Juan Cabases,

an economist from Navarra, pointed

to the Basque Country as one of the

most advanced regions in targeting.

Services are organised on internal

market lines, with providers and

purchasers of healthcare. Targeting

is effective because purchasers take

it into account when they draw up

contracts. This helps to ensure they

are hit – a model borrowed from

earlier developments in Wales.

Other lessons are that ‘health’ tar-

gets should be backed by ‘health-

care’ targets: and progress should be

assessed on quality as well as quanti-

ty.

It was argued by one delegate that

the Spanish model, where money

follows the target, is a form of

rationing in a cash-limited system.

Non-targeted conditions will get

less. But this also can also be used as

a way of sparking public interest,

which can be crucial to the whole

exercise.

Where should the targeting
drive come from?
Targets need to be realistic and dis-

tinguish between those that are high

and low level. In Poland, a high level

target might be cutting blood cho-

lesterol levels in the population and,

by contrast, seeing that stroke

patients are properly diagnosed is a

low-level target about which doc-

tors and managers should liaise. 

Distinguishing between types of tar-

get is also important because of

accountability. There have been

cases in which health authorities

have been charged with reducing

accidents. Hardly appropriate!

Ultimately though, the meeting con-

cluded different rationales are at

play when it comes to targeting –

the political and the technical. It is

the combining of these that gives

rise to a process of health targeting,

at the end of which there is the

requirement for decision-making

about the allocation of resources.

This is a political act, and politicians

are confronted by the realities of

scarcity and the difficult require-

ment that they might have to be

explicit about both prioritisation

and rationing.
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The United States is the only major indus-

trialised country that has failed to provide

basic health care cover for all its citizens.

Indeed, between 1989 and 1997 the number

of Americans with no health insurance

cover increased by over 10 million, to an

estimated 45 million.1 By the time of the

2000 presidential election it is likely to have

increased by a further 500,000. 

Traditionally, those without cover were the

most disadvantaged, in particular the poor,

the unemployed, and non-whites. These

groups have continued to be affected, and

the largest absolute increases in the unin-

sured have been among black and Hispanic

populations and those in poor or middle

income families. However, since the early

1990s they have increasingly been joined

by others who, in previous years, might not

have considered themselves to be at risk of

losing cover. Downsizing by employers has

created a large pool of people in their late

50s and early 60s who, while no longer

employed, are too young for Medicare

cover.2 Many small employers do not offer

health insurance cover, so that 80% of the

uninsured are now actually in employment

or in families of someone who is.3 Indeed,

some of the increases in the numbers of

uninsured have been in north-eastern states

that have achieved greatest economic

growth. Although cross-sectional studies

will capture many people who are experi-

encing a short period of uninsurance, with

one in four Americans uninsured for at

least one spell in a two year period, there

remains a large number of people whose

chance of coverage continually recedes. 



with growing evidence that they are

facing obstacles to uptake of ser-

vices.8 These failings are attracting

growing public attention, with the

American Academy of Paediatricians

launching its own proposals for uni-

versal child coverage. 

Although it may be argued that the

system does ultimately provide some

forms of acute care for the unin-

sured, this care is often of poor qual-

ity and typically is received late in

the course of the disease, when com-

plications are more likely.9 It is also

increasingly difficult to find as

providers are forced to eliminate

internal cross-subsidies between dif-

ferent categories of patients.

Furthermore, while the uninsured

might receive treatment in emergen-

cies, they are substantially less likely

to receive preventive services despite

their greater need.10

At state level, some legislatures have

attempted local solutions, such as

expansion of Medicaid and various

insurance reforms (such as low-cost

plans, subsidies, risk pooling, open

enrolment, continuity of coverage

requirements, and community rat-

ings). However few have succeeded

in increasing health insurance cover-

age and those that have worked have

achieved only limited impacts.11

In these circumstances, in which

those on middle incomes are increas-

ingly insecure, there is a high level of

support for change.12 Despite the

failure of President Clinton’s 1994

proposals, a majority of voters

nonetheless favour covering the cur-

rently uninsured and particularly

children and those with low

incomes. This is reflected in the deci-

sions of both leading Democratic

candidates, Gore and Bradley, to

make access to health care a central

issue of their campaigns. In this

paper we examine the various plans,

asking whether they have any

greater chance of success than the

failed Clinton plan. In particular,

will they resonate with the American

electorate, especially given that

many of those most disadvantaged

by the existing system either do not

have a vote, being children, or are

among the approximately 50% of

adults who, while eligible, choose

not to vote?

The Clinton reforms – why they
failed
Clinton’s health initiative to provide

health insurance for all Americans

was sent to Congress in 1994 as an

effort to provide ‘universal cover-

age’, following promises made dur-

ing his bid for the presidency in1992.

He ran on a strong programme to

develop comprehensive health

reform, which contrasted strongly

with Bush’s laissez-faire attitude.

Health care reform had been seen as

a way of winning middle-class votes

from the Republicans. The plan

seemed to be a compromise between

marketists and medicalists, falling

between market tendencies and gov-

ernmental involvement in health

care.13 It was designed to produce

‘competition within a set national

budget’ and relied on five basic ele-

ments:

– the creation of ‘regional health

alliances’ to organise and regulate

the regional health insurance mar-

ket;

– quality and regulatory standards

for health insurers and managed-

care plans, determining the price

at which products could be sold

through the health alliances,

which products each health plan

must include, and the level of

deductible and co-payments to be

charged;

– employers were to make premi-

um payments to the alliances on

behalf of their employees, with

the promise of federal subsidies

for the smallest companies

(employers of low wage earners); 

– consumer choice for health plans

on the basis of price to encourage

cost-containment;

– regulation of the rate at which

alliance premiums could rise, with

a national cap forming the budget

under which competition would

operate.

The plan is said to have failed for a

number of reasons. These include

lack of coalition building or attempts

to achieve public support, unantici-

pated crises both at home and

abroad that distracted government

attention from reform, a loss of pres-

idential credibility as control of con-

gress appeared to slip away, pres-

sures from small businesses (many of

which felt threatened by the reform),

and aggressive lobbying by the

health care industry, particularly

medium and small insurance compa-

nies which would have been forced

out of business by the legislation. 

Although many in the industry did

favour the reforms in principle, they

were unwilling to make any form of
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duced at arguably the worst possible

time. The president faced the legacy

of 12 years of Republican rule that

had created a massive federal budget

deficit and an accentuation of the

traditional climate of distrust of the

role of government in American life.

The policy was constrained by the

g possible



expanding existing structures like

the Children’s Health Insurance

Programme and Medicaid to cover

more families and individuals. As yet

Gore has not announced how he

plans to finance the proposal, an

omission underlined by Bradley, but

claims that it should not involve a

tax increase. The key attraction of

this plan to the American public is

its provision for small businesses to

come together to negotiate lower

rates for their workers’ coverage and

in providing a 25% tax benefits for

the health insurance policies they

offer.18 Small businesses proved to

be a powerful lobbying force in the

debate about the Clinton plan. 

The incremental nature of the plan

has attracted favourable comment,

with some arguing that the boldness

of Clinton’s plan contributed to its

failure.19 On the other hand, Gore’s

proposals are seen by some as over

cautious, with some commentators

calculating that a more ambitious

plan would yield considerable

economies of scale.2

Recently Gore has seized on a com-

ment by Bradley that he felt so

strongly about health care reform

that he would even be prepared to

raise taxes. Bradley has stressed that

he does not see such a move being

necessary but it is now clear that

Gore is seeking to make health care

reform a major issue in differentiat-

ing the two Democrat contenders.21

The Republicans’ plans
In contrast to the two leading

Democrat contenders, Republican

hopefuls have had little to say on

health care reform. We have been

unable to find any reference to pro-

posals by George W Bush. John

McCain has been slightly more

active but proposals have been limit-

ed. He has argued for federal sup-

port for health care provided to ille-

gal immigrants that is currently

funded by states, no doubt reflecting

the high cost to states bordering

Mexico, such as Arizona, which

Senator McCain represents.22 He has

also supported extension of a pro-

gramme that tackles the shortage of

health facilities in rural areas.23

Finally, drawing on his personal

experiences after adopting a

Bangladeshi child with a severe cleft

palate, he has put forward a bill that

would prevent Health Maintenance

Organisations from refusing to fund

reconstructive surgery on children

with severe deformities, as is increas-

ing the case in the US.24

Some clues about a possible

Republican approach emerge from

ideas pursued by the present House

Republican leaders who, in

September 1999 passed their own

health plan, subsequently vetoed by

the President. This would have been

much less wide ranging than that put

forward by Bradley or even by

Gore. It envisaged tax breaks for

people buying health coverage as

well as a provision to allow opting
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ers committed to universal coverage

using existing programmes. 

The challenge ahead 
Presidential candidates seeking

change must address the needs of the

bottom three fifths of the income

distribution who face real insecurity

from the threat of illness with no

money for essential care. However

they face a major challenge from

powerful anti-government forces. 

At first sight Bradley’s plan seems to

reach many more people than Gore’s

and it also seems to have attracted

considerable support or, at least,

limited opposition, although this

may change as Gore increasingly

attacks it. There are, however, many

details yet to be clarified. It may be

that the scale of Bradley’s proposed

premium subsidies for the uninsured

are insufficient to provide adequate

health care benefits, or that those

subsidies may contribute to rising

costs in healthcare. 

A key question will be how many of

the uninsured actually assert their

democratic right to vote. Voter par-

ticipation has declined significantly

in recent decades, and is particularly

marked amongst lower income

Americans. In the 1989

Congressional elections health care

(specifically Medicare reform, the

uninsured and managed care reform)

were perceived as important issues at

the polls, but not the most important

ones. It is notable however that

those who voted for Democratic

candidates ranked health care higher

than did those who voted for

Republican candidates. In a contra-

dictory fashion voters seemed to

view health reform as a priority for

the next Congress rather than as a

voting issue in the election of the

time. Whilst voters seem keen for

health care reform (particularly of

Medicare and managed care) they

appear to be less affected in their

choice of candidate at the polling

station. This may be because

although the majority believes that

radical health care reform is needed,

no-one can agree on how it can best

be done. 
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Good health is the most precious individ-

ual possession. Sadly, too many Scots are

deprived of this. Now, as a nation, we have

the unparalleled opportunity offered by the

new Scottish Parliament to rid Scotland of

its reputation as the ‘sick man of Europe’.



To achieve a healthier Scotland we need to

be bold, imaginative and brave, and practi-

cal as well, catching the tide of change

within society. 

Public health is defined as “the science and

art of preventing disease, prolonging life

and promoting health through the organ-

ised efforts of society”. The “organised

efforts of society” are particularly impor-

tant. Individual responsibility is right and it

is essential; but to reach their full potential,

individuals need the organised support of

the society around them. 

This might mean good quality education, a

warm and comfortable house, a safe envi-

ronment, the feeling and reality of being

part of a community – to feel included.

That is what the Scottish Executive is all

about. Better schools and housing, a clean-

er environment, safer communities, social

inclusion, higher employment and worth-

while jobs. 

Identifying solutions
A new childcare strategy; helping parents

into work or training. The new community

schools programme assisting pupils to

increase their educational achievement

through the integrated provision of ser-

vices, including health and social work. The

‘Warm Deal’ for the elderly … all of these

are the essential ingredients of a long-term

solution, creating the conditions in which

good health can flourish. Transforming,

slowly but surely, life circumstances, hith-

erto the harbinger of sickness and disease,

into a catalyst for better health.
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lifestyles, the home environment, parenting

skills and child care, have a profound

impact on patterns of health and disease in

later life. Cancer, stroke and heart disease

rates, as well as mental health are all affect-

ed by childhood health.

Four health demonstration projects

announced in the White Paper – backed by

£15 million of new resources – will all be

under way by spring 2000. They should

help make considerable inroads into reduc-

ing health inequalities and provide test-

beds for bringing together the principles set

out in the White Paper, building on best

practice from UK and abroad, developing

new approaches and providing scope for

innovation and new thinking.

‘Starting Well’ will focus on the promotion

of health and protection from harm in the

period leading up to birth and throughout

the first five years of childhood.

‘Healthy Respect’ will foster responsible

sexual behaviour on the part of Scotland’s

young people with emphasis on the avoid-

ance of unwanted teenage pregnancies and

sexually transmitted diseases.

‘The Heart of Scotland’ will focus on the

prevention of heart disease, recognising

that many of the measures likely to be used

(for example, healthy diet, exercise and

avoidance of tobacco) will help reduce the

incidence of cancers and strokes.

‘The Cancer Challenge’ will add a screen-

ing programme for the early detection of

colorectal cancer to existing screening pro-

grammes (for breast and cervical cancer)

and take forward the new measures to

combat the cancer-promoting effects of

tobacco smoking.

Fluoridating the water supply is also back

on the agenda. It is a controversial issue

that needs to be tackled in order to bring

lasting improvements to child dental

health, especially those who are disadvan-

taged. We await the conclusions of a cur-

rent review of the safety of fluoridation.

The Scottish public will be fully engaged

and informed in the debate on this impor-

tant issue.

We have an unprecedented opportunity to

create a healthier Scotland and to drive

down health inequalities. All the necessary

ingredients are there. A new Parliament.

An energetic and committed Executive. I

want a committed public health workforce

– ministers included – empowered,

resourced and energised in order to claim a

new future for our people – a prosperous

and healthy Scotland.
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“previous

Governments chose to

ignore the most telling

cause of poor health:

poverty.”

How a new English health agency can
benefit European health development

Clive Needle

Forget the Millennium Bug. Is Millennium
Fever (MF) treatable as a communicable

disease? Politicians display the worst

symptoms – an inability to pen an article

without standing on the threshold of a new

age – but it does seem rife throughout

much of the media, commerce, sport, and

also …… European health policy? Well,

M.F. does have an inevitable dynamic and a

heady mix of desirable and dangerous ele-

ments, so there are some parallels. 

Donald Reid’s welcome for the bright new

English Millennium baby, the Health

Development Agency (eurohealth 5:3),

avoided such clichés but posed some perti-

nent questions about what will be a

demanding infancy. However, although he

didn’t mention that M word, he excluded

the E word too. While the new H.D.A. is

being born in England, to play a full role it

is essential that it grows up in Europe. Let

me explain why. 

The role of parliament





review praises forthright government

economic actions, but fears health

inequalities may worsen with relative

poverty increasing and growing regional

imbalances.

– The renowned Professor David Hunter

bemoans the rarity of UK health ser-

vices seeking to learn from abroad. He
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Anglo-French Dispute on
British Beef

The dispute between the UK and
France arose because of French 
failure to lift the ban on British beef,
despite the fact that EU veterinary
experts pronounced that it is safe
for human consumption. Germany
has also refused to lift its ban,
owing to obstruction in the
Bundesraat by some L�nder.

Exports of British beef were

abruptly halted in March 1996

after UK scientists identified a

potential link between BSE and

CJD (new variant Creutzfeldt-

Jakob disease), a disease that can be

fatal to humans. This worldwide

ban was lifted on August 1, 1999.

France, however, informed the

European Commission on

October 1, 1999 that it would not

lift its embargo on British beef, on

the basis of advice from its recently

established National Food Agency. 

The EU’s Scientific Steering

Committee (SSC) evaluated the

evidence presented by France and

on October 29 concluded unani-

mously that there was no need to

change their previous opinions on

the safety of British beef. On

November 16, The European

Commission decided to initiate

formal legal proceedings against

France for not fulfilling its obliga-

tions under Commission Decisions

98/256/EC and 99/514/EC relating

to the lifting of the embargo.
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News from the European Union 

Commissioner Byrne informed the

Council about the proposal for an

Action Programme on Public
Health, which is currently being

developed and about the Fourth
Report on the Integration of



EU AND US LEADERS MEET TO DISCUSS TRADE ISSUES 

During their meeting in October to discuss the agenda for World Trade talks,
European Commission President Romano Prodi and US President Bill Clinton
agreed to launch a dialogue between EU and US scientists in a bid to defuse dam -
aging trade rows over food safety issues such as genetically modified foods. 
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A NEW DIRECTORATE GENERAL ON 



MENTAL HEALTH

A European Conference organised by the Finnish presidency on the Promotion of Mental Health and Social Inclusion was held
from the 10-13 of October 1999 in Tampere, Finland. 
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F i r s t  Mee t ing  o f  Eu ro -
Mediterranean Health Ministers 

The first meeting of 27 Euro-

Mediterranean Health Ministers was

held in Montpellier, France on the

2nd and 3rd of December, 1999. The

Conference emphasised that health

threats, such as communicable dis-

eases, know no borders, and are

therefore relevant to both the

Northern and Southern dimension

of the European Union.

Vaccinations are cost-effective

means to combat diseases. Equally

important are measures outside the

actual health sector, such as safe

drinking water and safe food. The

Euro-Mediterranean ministers

adopted the first political declaration

on future cooperation in the field of

health.

High level Committee Meeting
on Health
About thirty high-level civil servants

working in the field of health in EU

Member States met in Helsinki on

26-27th October to discuss the

future of public health programmes

in the EU and the impact of other

EU policies on health.

Representatives of applicant coun-

tries were invited to take part in the

second day of the meeting, where

they discussed their participation in

policy.

EU ban on phthalates in 
childcare articles and toys
The European Commission will

adopt proposals for an emergency

ban on sales of some oral baby toys

softened with chemicals believed to

be toxic. Representatives on the

EmergencjwieCommittee set up

under the General Product Safety

Directive, composed of representa-

tives of Member States, unanimously

endorsed the Commission’s draft

decision (approved on 10

November) to ban certain oral baby

toys made from polyvinyl chloride

PVC) that have been softened with

phthalates. Tests have shown that

phthalates (DINP and DEHP) that

exceed the levels considered safe by

first time that the Commission has

instigated an immediate ban under

the General Product Safety

Directive. The Decision will wnter

into force before the endeof 1999. (1

December)

New Directive on the protection
of workers at risk from 
explosive atmospheres
The European Parliament and the

Council of Ministers have confirmed

the full agreement on rules for the

protection of workers at risk from

explosive atmospheres. The success-

ful result of this conciliation proce-

dure is particularly noteworthy as it

is the first legal act in the health and

safety area to be adopted under the

co-decision procedure as a result of

entry into force of the Amsterdam

Treaty. (1 December)

Labelling GMOs
EU governments backed the

European Commission’s proposal to

require companies to provide infor-

mation labels on foods if any ingre-

djwnt in a product containiemore

than 1 percent of genetically modi-

fied soya and maize. Although the

decision applies only to these two

substances, it is likely to set a prece-

dent for other substances. The pro-

posal will probably be followed by a

formal Commission proposal.

Environmental Groups such as

Greenpeace have argued that the

thresholdeof 1 percent is too high

opposition in the European

Parliament 

Conference on screening and
early detection of Cancer
A European Conference on screen-

ing and early detection of cancer,

sponsored by the “Europe Againit

Cancer” Programme and organised

by the Austrian Cancer Socjwty of

Vjwnna, took place in Vjwnna on the

18-19th of November 1999. The

ultimate goal of the Conference was

to adopt European guidelines to

implement cancer-screening pro-

grammes in such a way as to max-

participants at the Conference rec-

ommended that the best way to do

this wouldebe to offer healthy people

only those screening tests that have

proved to decrease the incidence of

cancer. At present these methods

are: pap smear screening for cervical

abnormalities starting at the latest by

age 30 and notebefore age 20, mam-

mography screening for breast can-

cer in women aged 50-69, and faecal

occult blood screening for colorectal

cancer in men and women aged 50-

69. The Commission services will

examine, on the basis of these precise

recommendation on cancer screen-

ing in the EU. 

The Commission adopts funding
provisions for its annual animal
djsease eradication programme

In the year 2000, as in previous

years, the European Union will co-

finance programmes of the Member

States aimed at the eradication of

of zoonoses. The djseases targeted

by the programmes have implica-

tions for both human and animal

health. The European Commission

has adopted two decisions listing 41

programmes covering 141djseases

contribution from the EU.

Commission presents report on
human exposure to dioxin
The Environment Commissioner

MargoteWallstrom has presented a

study on the most current dioxin

exposure and health data in the EU,

Exposure and Health Data”. The

that dioxin levwls have been decreas-

ing in recent years, in all countries

for which data is available for the

last 10-15 years the daily intake of

-

wls for some parts of the population.

the following website: http://europa.

eu.int/comm/environment/dioxin/in

dex.htm 
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