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Public health policy in the EU is being shaped by several
political and structural forces. At the political level, the
increased emphasis on public health issues that has taken place
in recent years is highlighting the centrality of health issues
across the public policy spectrum. Quite apart from the overt
requirement for public health to be recognised in policy
design across directorates, the intrinsic presence of public
health issues in various areas of policy requires in itself that
there is a health focus in setting the policy agenda. This is per-
haps nowhere more true than in environment policy where
issues such as pollution are in essence public health issues.

Environment Commissioner Margot Wallstrém here sets out
the importance of health concerns in environmental policy
making and describes the initiatives and polices being pursued
in order to address the serious environmental health concerns
that face the European Union as a modern industrial society.
Erwin Jackson of Greenpeace discusses climate change and its
potential impact on human disease and agriculture. The emer-
gence or return of infectious diseases through changing cli-
matic conditions is a real issue for public health planners and
managers. Mark McCarthy concludes this section with a look
at central and east European countries a decade after the end
of the Soviet era, which left massive environmental problems
in a context of economic disruption and institutional break-
down.

The approaching enlargement to the east is itself another
political question facing all of Europe’s policy makers. Martin
McKee and Laura MacLehose discuss the implications for
communicable diseases and the ability of Community initia-
tives to deal with an increasingly important policy area in the
face of an ever broadening single European market. Following
his Health and Enlargement Report to the European
Parliament, John Bowis MEP discusses the severe problems
facing central and east European countries and the difficulties
incurred by the continued delay in their full membership.
Magdalene Rosenmoller notes that while a great deal of
progress has been made in preparing for enlargement, there is
a lot more that both the Commission and the candidate coun-
tries need to do.

The organisation and structure of healthcare delivery are also
changing rapidly and are other sources of pressure on policy
makers, managers and healthcare practitioners. Two important
areas are examined here. Thanks are due to Professor David
Banta for his editing of a series of articles on quality in health-
care. This section looks at quality management and the poten-
tial for improvement in the quality of healthcare across
Europe. Three articles consider the changing, and expanding,
role of the nursing profession within European healthcare
systems.

Finally, we begin with a contribution from Roger Kaliff
detailing the report of the Committee of the Regions on the
Commission’s new health strategy. This will be an ongoing
subject of debate in future issues as the effectiveness of the
strategy becomes clear and its various aspects are implement-
ed, including the precise shape of the new Health Forum.
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There are major variations in health status
among the citizens of the Union, and this
will become even clearer as enlargement
progresses. This means that there will be
major opportunities to significantly
improve health in many countries and
among large groups of the population, but
this will not happen automatically.

The report of the Committee of the
Regions on the Commission’s proposed
health strategy for the EU concludes that
the focus of the EU’s new health strategy
must be on achieving improvements in
health for all, with the overriding goal
being to reduce inequalities in health. The
report is based on broad consultation
between the regions of Europe.

Good health is an issue of the highest pri-
ority for the citizens of Europe and an area
in which they have high expectations, and
this will of course continue to be so. If
young people are asked what they believe
to be the most important thing in life, then
health usually comes at the top of the list.

How is health created?

Generally speaking, we can say that our
health has improved enormously within the
Union. In only a century, average life
expectancy has increased from just over 50
to almost 80 years in many Member States.
In other words, we can count on living
almost half a lifetime longer than our fore-
bears of a few generations ago. This trend
has nothing to do with genetic changes.
The reasons for this unparalleled change
are to be found in background factors such
as economic development and social policy.

Is average life expectancy so important? An
increase in the average life span is not only
a question of a few extra years at the end of
our lives, it also has to do with more chil-
dren surviving infectious diseases and fewer
middle aged men dying from cardiovascu-
lar diseases. The trend means not only that
we are living longer, but also that we feel
better. Nor have the opportunities for a
longer and better life been entirely exhaust-
ed. They are, however, largely dependent
on the policies that can be pursued both
jointly for, and individually in, the coun-
tries of the EU.

The importance of various areas of
policy to public health

The Commission has proposed, in accor-
dance with the Amsterdam Treaty, that
public health aspects should be taken into






The Public Health Programme

The Commission’s proposed Public Health
Programme is, like the rest of the health
strategy, very ambitious. The Commission
proposes that a comprehensive information
system should be developed and aimed at
the policy makers, health professionals and
the general public. This is a proposal that is
well in line with the rapid development of
information technology and the opportuni-
ties it offers.

Surveying and following health trends in
the different countries may provide great
added value for public health policy within
the Community, and consequently for the
health of the people of Europe. Such com-
parisons will make it possible to detect
health risks that may otherwise be difficult
to identify. They can also help to tighten
up health policy.

It can be tempting to give priority to mea-



ENLARGEMENT AND PUBLIC HEALTH

The health challenges of enlargement

John Bowis MEP

“Bad habits move fast.
Good practice moves

more slowly.”

There is a large majority in the
European Parliament and also in
the Council and Commission who
want the process of enlargement
to succeed. We must, therefore,
make it clear both to the applicant
countries and to ourselves that the
process of enlargement should not
simply be an obstacle course or a
set of exam questions.. It is a
process whereby we work togeth-
er to enable all of our European
family of nations to join us in a
way that makes them and us feel comfort-
able with the Union.

We must remember, however, just where
we have all been in the past sixty years.
First our European family was separated
by war and then by peace and by the new
alliances after the war. The West took the
capitalist road and the East took the road
of socialism. That latter road led away from
freedom, although some of the Eastern
countries had barely experienced freedom
under their ancien regimes. It led to many
cases of repression. Yet it also provided a
degree of stability. Then the iron curtain
was ripped aside. Freedom dawned, but at a
price. How often people in some former
Soviet republics have said to me, “We like
the freedom but we wish we still had the
economic certainties of the communist
years”. Others have relished the indepen-
dence from the old Soviet dominance of
Comecon and the Warsaw Pact and have
moved steadily to a free market system,
despite the odd political, economic or
social bump on the way. What is certain is
that, give or take Belarus and
Turkmenistan, virtually all our Eastern
family is on the move in a political and eco-
nomic sense and it is our duty and our wish
to help that process.

There is, of course, an acquis and there are
genuine concerns — some serious — which
we must tackle and surmount. But those
who say, “Clear the hurdles or don’t come
in”, knowing very well that some of the
acquis hurdles are still not met by current

“I look to the Commission to initiate more collaborative action
with the World Health Organisation”

Member States, must be firmly told to put
away their rule book and get out their
guide book.

Our neighbours to the east have seen and
felt the seismic changes of the end of com-
munism. When Pandora opened her box all
the ills of mankind were released and some-
times that is how it must have felt as
opened borders meant a two-way traffic of
bad habits. Bad habits move fast. Good
practice moves more slowly. And many of
these bad habits were linked to health:
infectious diseases — some drug resistant
and some we thought we had seen the last
of; drug abuse and the horrors of AIDS and
syphilis; and the negative impact of tobacco
and alcohol.

But that, of course, happened before, not
after, enlargement. You cannot erect some
new curtain — a cordon sanitaire to protect
west from east and east from west.
Enlargement of the EU or no, it is in our
mutual and collective interest that such
problems are dealt with. It is my belief that
enlargement can help that process.

In my Health & Enlargement Report, now
adopted by the Parliament, I summarised
the position as being that :

— Virtually all Applicant Countries have
economic difficulties, with less money
available for public spending.

— Virtually all have lowered the priority
of health in their spending plans, so
health has a smaller portion of a smaller
cake.

— Some aspects of health provision were
good and remain so, such as the num-
ber of doctors — even if too many of
them are in hospitals and too few in the
community.

— Some aspects were good and have dete-
riorated, such as the vaccination cover-
age of children.

— Some aspects were bad and are now
improving, such as the abuse of
psychiatry.
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ENLARGEMENT AND PUBLIC HEALTH

Enlarging the European Union:
Implications for communicable disease control?

Martin McKee

Laura MacLehose

For as long as international trade has existed there has been a tension between
the free movement of goods and people and the control of epidemic disease.
The planned enlargement of the European Union by 12 countries and 105
million? people brings this issue to the forefront once again.

In March 1998, accession negotiations were
formally opened with six countries: the
Cyprus, Czech Republic, Estonia,
Hungary, Poland, and Slovenia. The
process was widened in February 2000 to
include six additional candidates: Bulgaria,
Latvia, Lithuania, Malta, Romania and the
Slovak Republic. Turkey is also a candidate
country for accession to the EU although
not yet in accession negotiations.

The first formal agreement recognising the
problems created by trade and travel for
communicable diseases was the adoption of
the International Health Regulations by the
22nd World Health Assembly in 1969. By
the 1960s and 1970s, many were optimistic
that the burden of disease and premature
death due to infectious diseases would soon
be relegated to history. Fired by the suc-
cesses of anti-microbial drugs and immuni-
sation programmes, an American Surgeon
General declared that infectious diseases
had been conquered.?2 These hopes were
soon dashed. Antibiotic resistance, the
re-emergence of old threats, such as tuber-
culosis, and the appearance of new ones
such as HIV and legionnaires disease,
shattered the complacency.

In the past three decades these threats have
returned with a vengeance. One reason is
the vast increase in the scale and pace with
which people and goods are moving across

NoOTE:

international boundaries. The development
of the European Union has contributed
considerably to this increased mobility by
removing obstacles such as tariffs and, at
least within the Schengen countries, fron-
tier checks.

The public health response

In contrast to this openness, the public
health response has largely remained con-
strained within national boundaries.
Surveillance and control systems within the
EU continue to be the responsibility of
Member States, with the international
dimension based primarily on the 1969
International Health Regulations. It is,
however, rapidly becoming apparent that
the growth in international travel and trade
has stretched these systems to the limit, as
highly publicised food safety and other
crises have highlighted the challenges to
national surveillance systems arising from
an increasing global environment. From the
European Union perspective, these chal-
lenges emerge in three situations:

— outbreaks detected in one country
which may affect people in other coun-
tries;

— outbreaks that can only be detected by
pooling national surveillance data;

— outbreaks arising outside the EU that
pose a potential public health threat to
the EU.

The European Union has responded to

these challenges, within the framework of
what is permitted by the Treaties. In recog-
nition of the health implications of
increased trade, the European Union’s
competence in public health has steadily
expanded. While some mention of health
was present in the early treaties, going back
as far as European Coal and Steel
Community (ECSC) Treaty of 1951, its

This paper draws on a report on the management of outbreaks of
communicable disease affecting more than one EU Member State, undertaken
by the authors and others on behalf of the European Commission (Brand H,
Camaroni I, Gill N, Fulop N, MacLehose L, McKee M, Reintjes R,

Schaefer O, Weinberg J. An evaluation of the arrangements for managing an
epidemiological emergency involving more than one EU Member State.
Bielefeld: L_GD, 2000) as well as on work being undertaken as part of a study
of the implications of accession for health and healthcare, by the European
Observatory on Health Care Systems.
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first substantive appearance was in the
Single European Act of 1987, which
enabled the development of the Europe
Against Cancer and Europe Against AIDS



dardised laboratory practices for many
common diseases. It has been shown, for
example, that EWGLI has detected many
more outbreaks than was previously the
case.”

Health challenges

The health challenges facing the candidate
countries vary considerably, with some,
such as the Czech Republic and Poland,
showing rapid gains in life expectancy
while in others, such as Romania and
Bulgaria, it is stagnating and, for some
groups, continuing to deteriorate. Malta
and Cyprus are, of course, exceptions, as
they do not display the high levels of adult
mortality seen throughout central and east-
ern Europe. In general, however, levels of
communicable disease are higher than in
existing Member States while investment,
both physical and human, in the capacity to
detect, investigate and manage them may be
more limited. Earlier gains in communica-
ble disease control, particularly with tuber-
culosis and syphilis, have been lost in some
of countries. Rates of tuberculosis are sig-
nificantly higher than in the European
Union, rising to over six and seven times
the European Union average in Lithuania
and Romania in 1998 (see Figure).8

Participation

Against this background, preparation for
participation in the EU surveillance initia-
tives will be extremely important. Some
candidate countries already participate
informally in the Enternet network and the
EWGLI network has also expanded
beyond the borders of the EU. There are,
however, a number of challenges to be
addressed. One is in the training in modern
epidemiological methods, which has been
given lower emphasis in some countries
because of the dominant role of microbiol-
ogists in the response to communicable dis-
eases. Microbiology laboratories will also
need to be upgraded in some areas and in
some cases, the use of common case defini-
tions and laboratory procedures may need
to be introduced. The speed with which
disease can now spread means that there is
also a need for enhanced communication
systems, taking advantages of the growing
role of the internet.

Participation in European Union surveil-
lance and prevention activities should not
necessarily have to wait for formal acces-
sion. The scale of the challenge is such that,






implementation and enforcement struc-
tures. This is also true for health related
areas such as health and safety at work,
phyto-sanitary health and consumer
protection.

Progress on the Tobacco directive has been



now participate as observers in public
health programme committees, and have a
say on programmes that directly concern
them. Yet there are no experts from candi-
date countries in the all important scientific
committees, which are generally open to
non-EU scientists. A targeted search for
suitable scientists would elicit candidatures
and help strengthen the countries’ scientific
capacity in health and consumer protection.

The Commission has organised various
expert rounds on different health related
topics specially aimed at the candidate
countries. The Commission’s Public
Health Policy Unit and Taiex (Technical
Assistance Information Exchange Office),
together with the Spanish and Catalan
Health Ministries, organised a workshop
on health and enlargement at IESE
Business School in Barcelona in July 1999.
This workshop offered officials from can-
didate countries a comprehensive overview
of health related areas at European level.
Enlargement has been on the programme
of the yearly European Health Forum,
Gastein and there is an increasing number
of informal exchanges at all levels. But
more guidance or support from the
Commission would be helpful.

Although Commissioner Byrne, at the EP
Public Hearing on health and enlargement
in July 2000, again described the Staff
Working Paper as an important initiative,
he did not give details about how the
‘options’ it put forward have actually been
followed up. The reorganisation of the
Commission in 1999 strengthened the role
of health at EU level, but the inevitable
delay in the Commission’s activity and the
departure of the Director of the Public
Health Directorate in summer 2000 go
some way to explaining why health and
enlargement did not get attention as






some existing standards have been estab-
lished with the ‘average’ adult in mind
without taking into account the need to
protect particularly vulnerable groups in
society such as children and elderly people.

Children - the ‘living” indicators of






HEALTH AND THE ENVIRONMENT

It is also expected that the number of
deaths related to cold weather will
decrease. For example, one study of the
UK suggests a decrease in annual deaths
from cold by around 20,000 by 2050.
However, as social and behavioural
changes play a major role in cold related
deaths in countries with high rates of
winter mortality, improvements in socio-
economic conditions — e.g. reduced fuel
poverty in the UK — will probably play a
bigger role in reducing cold related deaths
than will climate change.3

“Climate change
would be expected to
exacerbate problems
with malaria in eastern

European countries.”

In addition to the direct loss of life and
injury associated with extreme events,
floods, storms and heat waves have other
short term and long term health conse-
quences. Floods for example, may increase
the risk of communicable diseases such as
leptospirosis, overload water purification
and sewage systems, and cause the dis-
charge of toxic chemicals as waste sites and
industrial centres overflow. Mental health
problems have also been associated with
extreme weather. For example, in Poland 50
suicides were attributed to floods in 1997.

Indirect effects of climate change on

health in Europe

Climate change is expected to affect the
distribution and occurrence of a number of
infectious diseases. The World Health
Organisation has identified diseases carried
by intermediate (‘vector’) organisms such
as insects as being particularly vulnerable
to climate change. Climatic factors such as
temperature, humidity and rainfall have a
strong influence on both the disease and
the host organism. In the case of malaria,
for example, rainfall affects the availability
of breeding sites for mosquito vectors, and
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temperature affects the reproduction and
maturation rate of the disease.

A number of European vector-borne dis-
eases are likely to be affected by climate
change including Lyme disease and tick-
borne encephalitis (TBE).34 Lyme disease
is the most common vector borne disease in
Europe and there is concern about its
increased incidence, as well as that of TBE,
in the northern part of the continent.

Climate directly and indirectly affects the
disease carrying ticks, their environment
and host animals (e.g. mice, deer and birds),
the time between blood meals, and disease
transmission. If host animals are available,
climate change is expected to enable
tick-borne diseases to expand into higher
latitudes and altitudes. Milder winters
could reduce host mortality and extend the
time that the ticks are active. Swedish
researchers conclude that the recent north-
ern shift of one tick species is related to the
decrease in winter days below —12°C.5 In
southern Sweden, milder spring and
autumn months also appear to have
increased tick activity.

In addition to tick-borne diseases, climate
change would be expected to exacerbate
problems with malaria in eastern European
countries where the public health infra-
structure has broken down and poverty has
increased. Changes in average climate or
extremes could also facilitate the introduc-
tion of previously unidentified diseases into
populations (such as hantavirus pulmonary
syndrome in the USA).

Conclusions

Climate change is likely to affect the health
of European populations in a multitude of
ways. While significant uncertainties exist,
it is the judgement of health experts that
these impacts will be largely negative. Some
impacts will be obvious and direct (mortal-
ity from flood and heat waves) while others
will be indirect and harder to identify (the
spread of infectious disease). It is also clear
that populations in poorer eastern
European countries will suffer more than
richer northern and western European
populations. Outside Europe significant
impacts are expected across developing
country populations.

While policy measures are required to
adapt to the climate change that is already
occurring, unless the primary causes of cli-
mate change are addressed — the burning of
fossil fuels — the rate and magnitude of
impact will grow along with the accelera-
tion of changes in the climate.
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Local environment and health practice
In central and eastern Europe

A striking revelation to people in western European countries
following the ‘velvet revolutions’ in countries of central and
eastern Europe in 1989/90 was the state of the environment.
Dramatically evident in the Ukraine in the aftermath of the

Cher

Mark McCarthy

Rapid changes in economic conditions in
the 1990s have led to many of the industrial
sites closing, and investment in cleaner
technologies has also reduced pollution.
But there remains strong public and politi-
cal concern for the environment, and its
consequences for health. The European
Union’s ‘acquis Communautaire’ (criteria
for accession) includes exacting standards
in environmental Directives. National
legislation is needed, but local management
and control will be crucial for effective
implementation.

The systems of the former governments
did, in fact, often include decentralised
environmental services with epidemiologi-
cal expertise. But these services had little
encouragement to investigate state-
managed industries, and could be sidelined
into monitoring rather than intervening.
Much local action at present is led by new
non-governmental organisations (NGOs),
often supported by western aid agencies as
alternatives to the public structures and
sympathetic to western commercial invest-
ment.

Developments

The environment has received less attention
from the health sector in recent years than
economic and organisational reform of
health services for two reasons. Environ-
mental action is usually outside the control
(especially economic) of the health sector;
in addition, epidemiological evidence link-
ing diseases with environmental exposure
has been less strong than conventional ‘risk
factor’ approaches. Especially when large
populations are exposed at very low levels,
the causal links are often open to debate.
Considering how the tobacco industry has
sought to deflect the compelling evidence
of the effects of cigarettes, it is not surpris-
ing that the effects of other low level envi-
ronmental exposures remain controversial.

WHO Europe

The World Health Organisation European
Region has taken a steady and progressive
approach, working from principles of
scientific evidence towards action pro-
grammes. WHO has organised three inter-
national meetings for ministers of environ-
ment and ministers of health of its member
states. (The WHO European region
includes states of the former Soviet Union,
and thus ranges from countries with a long
environmental tradition, such as Norway
to the new central Asian republics with
pressing environmental problems, such as
the Aral Sea region in Uzbekistan.)

Much of the science linking environment
with health was set out in an authoritative
report, Concern for Europe’s Tomorrow,
prepared for the second WHO Ministerial
Conference held in Helsinki. The report
considers traditional environmental con-
cerns, such as drinking water purity, waste
disposal and air quality. But the debate on
environment has broadened for two
reasons. The ‘determinants’ of pollution are
seen to include more complex human sys-
tems such as transport and habitation; and
environmental concerns for sustainable
development have shown the need to work
across sectors as well as within them.

Issues

The third Ministerial Conference held in
London in June 1999 discussed two big
issues — water quality, and transport,
environment and health — as well as nine
other themes including research, children
and local implementation.

Water is of greatest concern in the east of
the region, especially the Newly Independ-
ent States (NIS). More than 100 million
people are without an adequate supply,
either an absolute lack or using water that
is polluted. Water borne infectious diseases
such as hepatitis A and parasitic infections
are common, even in major cities, and spo-
radic outbreaks of cholera have occurred.
The solutions are partly technical, includ-
ing better equipment and alternative meth-
ods of water capture and supply. They are
also economic, for example in reducing
industrial pollution. And they are social,
including improving hygiene in rural areas.
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QUALITY IN HEALTHCARE

Quality of healthcare in Europe:

An introduction

Concerns about the quality of healthcare are increasingly
visible in health policy circles in Europe. While the overall
benefits of healthcare seem relatively clear, there is
considerable evidence that optimal care is not being
given.This set of articles concerns quality of healthcare

in Europe. They focus on approaches to improving the

quality of care.

David Banta

“Health outcome is
the predominant
factor in defining
and measuring

quality of care.”

No country can claim to have addressed
quality concerns adequately, although
some countries are certainly attempting to
improve quality with more structured
approaches to the problem, and there is
some evidence of improving quality in
these countries.

Definitions of quality of care

To discuss quality it is necessary to have a
clear definition. ‘Quality’ implies a degree
of excellence. However, there is no consen-
sus on the actual definition of quality nor
on those aspects of care that should be
measured to determine quality. This is dif-
ficult to understand. The goal of the health
system is to help the individual and the
population to become more healthy. For
example, the US Office of Technology
Assessment in 1988 defined quality as “the
degree to which the process of care increas-
es the probability of outcomes desired by
patients and reduces the probability of
undesired outcomes, given the state of
medical knowledge.”! This definition is
consistent with definitions put forward by
the World Health Organisation and others,
in emphasising health outcomes. However,
others consider the focus on health out-
comes alone inadequate. For example,
Wilson and Goldschmidt insist that the
definition has four elements:

1. technical quality (leading to improved
health outcome)

2. cost of care
3. patient satisfaction

4. value trade-offs among the three
dimensions.?

Others emphasise equity, access, or effi-
ciency. For the purposes of this paper,

health outcome is considered the predomi-
nant factor in defining and measuring qual-
ity of care, and the goal of quality assur-
ance or quality improvement activities is —
and should be — primarily the improvement
in health outcomes.

Evidence of problems in quality of
care

Evidence of unsatisfactory care comes from
many sources.? Ideally, one would wish to
evaluate quality on the basis of health out-
comes and compare doctors, facilities, and
even countries in order to identify and dis-
seminate practices shown to be beneficial
and cost-effective. However, mortality is
not very susceptible to healthcare interven-
tion. Studies of the use of mortality rates in
measuring quality in Europe has not pro-
duced useful insights on quality. For exam-
ple, Mackenbach et al found that eleven
studies of mortality from ‘amenable causes’
(causes that could be addressed effectively
by healthcare) showed relatively little dif-
ference between Western European coun-
tries. In fact, death rates from amenable
causes were low and had declined rapidly.
The picture was not so positive in Eastern
European countries, but the main differ-
ences could be attributed to environmental
and personal behavioural factors, not to
differences in healthcare.

Therefore, tentative conclusions concern-
ing quality of care must come from indirect
evidence, such as evidence of use of ineffec-
tive health technology, broadly defined,
and evidence of lack of use of effective
technology. Twenty years of studies of
variations of use in different regions and
countries have shown dramatic differences
that are difficult to explain.3 The problem
of variations in use has led to studies of
inappropriate care. Care considered to be
inappropriate, that is, use of technology
that has not been found to be beneficial in
the defined circumstances, has been found
to occur in as many as 30 per cent of cases.
The rates of medical errors have been
examined by the US Institute of Medicine,
which concluded that a large number of
preventable errors in healthcare occur in
the United States.®
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Approaches to improving quality of
care

The papers that follow will give some
insights into formal programmes for
improving quality and their cost-effective-
ness. The traditional method is to examine
structure, process or outcomes of care in
relation to accepted norms or standards of
care, although the relation between the
structure and process of care and the out-
comes of care is often not clear. Evidence
for the validity of many standards, which
assume links between structure/process of
care and health outcomes, is generally lack-
ing, and hampers the evaluation of such
quality activities as medical audits and hos-
pital accreditation. Gulacsi and Banta
examine this problem further in the last
paper in the section.

A more recent development has followed
from the introduction of ideas concerning
quality from outside the health field. These
approaches emphasise the providers’ moti-
vations to provide good care and seek to
help them meet their goals in this area.
Thus, such terms as ‘continuous quality
management’ and ‘quality improvement’
seem to be supplanting the earlier terms
such as quality assessment and quality
assurance. This is well-illustrated by Isuf
Kalo’s paper, describing the approach of
the World Health Organisation.

The evidence of widespread use of ineffec-
tive technology or overuse of beneficial
technology has led to the establishment of
agencies and programmes to assess health
technology, broadly defined, in terms of
health outcomes and costs. This subject is
covered in more detail below.

Institutionalisation of quality of care
Europe shows a mix of voluntary internal
and external mechanisms for improving
quality of care. It has been stated that the
definition of quality in Europe has often
been physician-orientated, whereas the
United States and Canada have followed a
more patient-orientated definition empha-
sising health outcomes.®

As shown in the papers that follow, Europe
has made progress in implementing quality
improvement programmes during the last
decade, although it must be said that this
progress is disappointing in relation to the
needs for quality improvement.
Developments in quality improvement
have been given a further impetus by the
health policy paper published by the
European Commission in 2000. The main
approach by the European Commission

will be to try to improve information on
quality and approaches to its improvement,
including carrying out and implementing
health technology assessments.” Eastern
Europe is behind Western Europe in such
developments, but as the article by Gulacsi
et al shows, rapid progress has been seen in
some countries.

Quality improvement and HTA

The main goal of health technology assess-
ment (HTA) is to improve health outcomes
by assessing technology and implementi