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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 Wallström 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 Rosenmöller 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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Editor

f
a
c
e

LSE Health, London School of Economics

and Political Science, Houghton Street,

London WC2A 2AE, United Kingdom

Tel: +44 (0)20 7955 6840

Fax: +44 (0)20 7955 6803

Web Site: www.lse.ac.uk\Depts\lse–health

EDITORIAL
EDITOR: 

Mike Sedgley: +44 (0)20 7955 6194

email: m.d.sedgley@lse.ac.uk

SENIOR EDITORIAL ADVISER:
Paul Belcher: +44 (0)20 7955 6377

email: p.belcher@lse.ac.uk

EDITORIAL TEAM:
Johan Calltorp

Julian Le Grand

Walter Holland

Martin McKee

SUBSCRIPTIONS

Claire Bird: +44 (0)20 7955 6840

email: c.bird@lse.ac.uk

Published by LSE Health and the European

Health Policy Research Network (EHPRN)

with the financial support of LSE Health and

Merck and Co Inc. 

eurohealth is a quarterly publication that

provides a forum for policy-makers and

experts to express their views on health 

policy issues and so contribute to a construc-

tive debate on public health policy in Europe. 

The views expressed in eurohealth are those

of the authors alone and not necessarily those

of LSE Health and EHPRN.

ADVISORY BOARD
Dr Anders Anell; Professor David Banta; 

Mr Nick Boyd; Dr Reinhard Busse; 

Professor Correia de Campos; Mr Graham

Chambers; Professor Marie Christine Closon;

Professor Mia Defever; Dr Giovanni Fattore;

Dr Josep Figueras; Dr Livio Garattini; Dr Unto

Häkkinen; Professor Chris Ham; Professor

David Hunter; Professor Claude Jasmin;

Professor Egon Jonsson; Dr Jim Kahan; 

Dr Meri Koivusalo; Professor Felix Lobo;

Professor Guillem Lopez-Casasnovas; 

Mr Martin Lund; Dr Bernard Merkel; Dr Elias

Mossialos; Dr Stipe Oreskovic; Dr Alexander

Preker; Dr Tessa Richards; Professor Richard

Saltman; Mr Gisbert Selke; Professor Igor

Sheiman; exm0 0



Contents Winter 2000/2001 Volume 6 Number 5

European Union



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-
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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

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.

John Bowis MEP

The health challenges of enlargement

“Bad habits move fast.

Good practice moves

more slowly.”

“I look to the Commission to initiate more collaborative action

with the World Health Organisation”
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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

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

Laura MacLehose

Martin McKee

Enlarging the European Union: 
Implications for communicable disease control?

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 

million1 people brings this issue to the forefront once again.

NOTE:

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.



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.7

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





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

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

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).3,4 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 –12ºC.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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would be expected to

exacerbate problems

with malaria in eastern

European countries.”
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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. 

Mark McCarthy

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

Dramaticinclur Eur
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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.”1 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.2

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.3 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.4 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.5

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.

“Health outcome is

the predominant

factor in defining

and measuring

quality of care.”

David Banta



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.6

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.7 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 implementing

its results into policy and practice. Virtually

every Member State of the European

Union now has a formal agency or pro-

gramme in HTA, and Eastern European

countries are rapidly following suit. One of

the main activities of HTA is to examine

the efficacy (health benefits) from new and

existing technology, broadly defined.

‘Health technology’ includes the drugs,

devices, and medical and surgical proce-

dures of healthcare and the supportive and

organisational systems in which care is pro-

vided. Thus, a drug or machine is a tech-

nology, but so is a system of care. For that

matter, quality improvement activities can

be considered a health technology and also

ecuystem of cD6ce8024 Tc
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accreditation, documentation)

– finance (budget reports, payment sys-

tems and control mechanisms)

– technical performance (external quality

assurance systems)

– clinical practice (internal self assessment,

clinical audit, guidelines, indicators)

– clinical training (curriculum, licensing,

certification, accreditation)

– citizen and patient satisfaction (well-

being, rights, empowerment)

– safety and health protection (legislation,

inspection, risk management)

– linked quality information systems

(indicators, databases, standards, tools,

evidence)

A broader scope should be applied to 
quality values 
In addition to best outcomes, safety, equi-

ty, effectiveness, efficiency, appropriate-

ness, access, user choice, acceptability and

availability are now all being taken into

account.

Countries should identify an appropriate

mix of values and design quality pro-

grammes by making choices and trade-offs

in accordance with their priorities and cir-

cumstances.

The involvement of all stakeholders
In addition to politicians, health adminis-

trators and professionals, payers, users,

other interested local and international par-

ties, particularly the EU, World Bank,

industry and NGOs should be approached. 

Links should be established with health
technology assessment institutions and 
programmes
Health technology programmes are crucial

for helping health systems to select and do

the ‘right things’ and the quality develop-

ment programme has to ensure adequate

mechanisms to monitor and evaluate con-

tinuously to ensure that things are done

correctly. Joint activities between the

Regional Office and ISTAHC have been

planned for setting up national comprehen-

sive strategies for health technology assess-

ment and quality development. 

Challenges for development of 
quality in health systems
The development of quality is difficult and

progresses slowly, requiring fundamental

change in the health system. It must bring

together, in a common strategy framework,

four main players: healthcare providers,

health authorities, consumers and payers,

taking into account that each group has its

own vision and expectations of quality.

Other challenges are related to the difficul-

ty in measuring quality, generating valid

information, and making policy decisions,

given the inadequate, incomplete or

ambiguous evidence available. In imple-

menting quality programmes, an appropri-

ate mix of incentives and sanctions, and an

acceptable mix of quality components,

should be requir0sSup.226 0 .pEasumix of values and design quality proin accoring irycomponents,

t o g e 
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The history of health technology assess-

ment and the history of continuous quality

development both go back many centuries,

and although they derive from different

origins they have many similarities. Where

the health technology assessment could be

defined as “What is the right thing to do?”,

continuous quality development could be

defined as “Do we do it in the right way?”.

The nature of continuous quality develop-

ment differs from health technology assess-

ment. While health technology assessment



Follow up meaning monitoring and evaluat-

ing the impact of the action taken, continu-

ously monitoring and assessing the quality

of care, and identifying positive outcomes

in order to update the quality criteria and

standards.

As described above there is an overlap

between health technology assessment

(HTA) and continuous quality develop-

ment both in methodology and definitions.

Figure 1 shows a model of health technolo-

gy assessment. A health technology assess-

ment starts with the documentation, con-

tinues with the primary review of knowl-

edge acquired by existing data sources such

as research, clinical databases and health-

care statistical databases, leading to the pro-

posal of Clinical Practice Guidelines

(CPG), and ends with the decisions based

on social, legal and ethical factors. 

The process of continuous quality develop-

ment contains the same elements, starting

with the clinical practice guidelines and the

results of the health technology assessment,

criteria, standards and indicators are devel-

oped. This is followed by documentation in

clinical databases followed by secondary

review of the collected knowledge. This

review should be followed by a revision of

the Clinical Practice Guidelines. After this

the circle is repeated. As a consequence,

continuous quality development can be

seen as continuous or repeated health tech-

nology assessment. Some basic require-

ments of continuous quality development

should be observed: 

– When clinical practice guidelines are

developed evaluation of the guidelines

must be included.

– For the acceptance of quality develop-

ment staff participation and commit-

ment is mandatory.

– Professional acceptance of the developed

standards and indicators is necessary.

Even though there are many overlaps

between the theory and the implementation

of health technology assessment and con-

tinuous quality development, there are

some basic differences. Health technology

assessment has a long tradition for basing

the knowledge acquisition on evidence

based medicine in the form of meta analy-

sis. There has lately been a discussion about

the problems of selection bias and publica-

tion bias of this type of analysis.

Continuous quality development is primar-

ily collection data through the use of clini-

cal databases. Over recent years several

studies have reported on databases con-

structed for continuous quality develop-

ment that have been used in evaluation of

technology5,6 It is however known that the

collection of data from a daily clinical set-

ting normally will cause problems with the

validity of the data. Experiences have

shown that through quality assurance and

external evaluation of the data collection

these problems can be solved. It is certain

that the use of meta analysis provides us

with knowledge that could not have been

obtained in any other way, but the imple-

mentation of clinical documentation sys-

tems and the use of continuous quality

development might lead us to a more scien-

tific and solid solution based on practice

data.

eurohealth Vol 6 No 5 Winter 2000/2001 24



eurohealth Vol 6 No 5 Winter 2000/200125

QUALITY IN HEALTHCARE

East-West life expectancy gap: the
possible role of quality improvement
Life expectancy at birth in EU countries

for males as well as females is five to ten

years longer than in most of the Central

and East European Countries (the

CEECs), and that between 1990 and 1995

the gap has widened instead diminished.1

As Jozan et al point out, “In the first

decade of the 20th Century, men and

women in the Netherlands could expect to
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Need for evaluation of the effective-
ness, cost and cost effectiveness of
quality improvement programmes
The articles in this section have indicated

that quality improvement (QI) is a very

important tool. However, the same or 

similar goals might be achieved through the

implementation of very different QI pro-

grammes. Structure, process and outcome

orientated programmes can be used sepa-

rately or in almost infinite combination.

Numerous process and/or outcome indica-

tors can be used and various educational,

training, regulatory and control methods

can be implemented. There are many ways

to improve the effectiveness of QI, for

example to improve cost effectiveness.

Administrative, financing and regulatory

tools can be used, licensing, accreditation,

peer review, audit and guidelines are com-

mon tools. Healthcare settings have to

implement effective and cost effective QI

programmes to improve their capacity to

provide cost effective services. 

The role of QI 
As already discussed in these papers, the

main aim of QI activities is to improve the

actual benefit of a given healthcare service

where there is the possibility of achieving

further benefit. This is a rather narrow, but

very practical focus of QI, which is used in

this paper.

QI is part of medical technology
According to the definition of the US

Office of Health Technology Assessment

(OTA, 1978) the “Medical Technology:

The drugs, devices, and medical and surgi-

cal procedures used in medical care, and the

organisational and supportive systems

within which such care is provided.” QI is

just one more health technology competing

for scarce healthcare resources. It is an

organisational technology, well within a

standard definition of technology, and it

should be subject to rigorous assessment, in

the manner now properly being demanded

for all health technologies. QI is not free of

charge. It requires staff, clinicians’ time,

facilities, equipment, information and other

resources. All these resources might be

used in other ways, such as to treat

patients, to undertake clinical research, or

to engage in education or professional

development. In the long run, the invest-

ment of healthcare resources in QI activi-

ties has to be justified by results.

Judging quality and cost
There is no general understanding and

agreement on the meaning of quality and

cost. The term ‘quality’ is used in many 

different ways. In fact, QI does not often

focus on health outcomes. Most QI activi-

ties have dealt with the structure or process

of care.

There is also a lack of clarity in definitions

of cost. Is it direct, indirect, average, mar-

ginal, incremental or opportunity cost?

Each of these has a very different meaning.

Is it the cost of poor or good quality? Poor

quality is expensive and a waste of

resources while improvements in quality

can reduce costs and might be considered

as investment instead of expenses. Pure

data on costs of quality are impossible to

interpret and cost information without

understanding of quality is meaningless. 

Towards cost effective QI
To create cost effective QI interventions,

four challenges have to be faced. Good

information is needed on:

– effectiveness (both achieved and achiev-

able) of healthcare interventions;

– effectiveness (both achieved and achiev-

able) of QI interventions;

– cost;

– cost effectiveness of QI programmes. 

First challenge – effectiveness of healthcare

It is clear that information about the effec-

tiveness of present healthcare interventions

is often lacking. The actual performance of

the care processes can only be described in

qualitative terms and virtually no quantita-

Laszlo Gulacsi

David Banta

The need for cost effective quality
improvement interventions

“Quality improvement

can be seen as a mirror

confronting healthcare

providers with the

results of their work.”
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tive data on actual effectiveness can be

found.

Given limited resources and the difficulties

in changing professional behaviour, QI

activities should be focused on those areas

of clinical practice where good evidence

exists and change would be worthwhile.

Measuring the size of the gap between effi-

cacy and effectiveness is crucial. Efficacy

shows the maximum benefit achievable by

a given intervention under idealised condi-

tions; effectiveness show the actual benefit

achieved under actual conditions. Due to

the different conditions, especially the

patient sample (co-morbidity, severity of

illness) and settings of care, efficacy as

defined by randomised clinical trials can

rarely be achieved. There are differences in

the actual effectiveness due to the limited

availability of resources (financial

resources, knowledge, staff); differences in

the health or sickness of patients, and dif-

ferences in the appropriateness and effec-

tiveness of the quality assurance tools. The

achievable benefit of every given situation

has to be defined carefully, by benchmark-

ing in any given QI programme.

Policy makers and administrative and 

clinical decision makers at all levels need

this information. The marginal utility of

additional spending may be quite low.

Large differences between efficacy and

effectiveness can point the way to signifi-

cant cost effective interventions to improve

quality within a relatively short time frame. 

Second challenge – effectiveness of QI
interventions 

Another challenge is to find information on

the effectiveness of investment in QI strate-

gies. As it was pointed out by Donabe-

dian,1 there is very little information avail-

able on the effectiveness of QI. Developing

information indicates that a great deal of

ineffective and/or non cost effective quality

assurance activity is in use in healthcare. 

The level of achievable benefit has to be

defined, predicted and explicitly stated

within all QI programmes. Achievable ben-

efit, as a crucial cornerstone of every QI

activity, has to be tailor made. Different

aspects have to be taken into consideration,

for example, the size, location and teaching

status of the hospitals or other healthcare

settings. 

Although there is some evidence of the effi-

cacy of various QI tools (for example,

medical audit, peer review, accreditation

status) there is little evidence of their effec-

tiveness. According to the literature, for

instance, evidence is available to show that

practice guideline setting and implementa-

tion is a good tool in changing physicians’

behaviour and probably to improve health

outcomes.2

Third challenge – economic costs

Studies conducted in industry show that

the cost of quality is estimated to equal 20

per cent to 40 per cent of the total organisa-

tional costs.3 These costs are due to the

waste incurred through poor quality and

unnecessary work, rework waste and

redesign waste. In healthcare, the cost of

providing quality care, including the price

of conformance and the price of non-

conformance, was estimated by Berwick et

al. to consume up to 50 per cent of all

healthcare costs.4

Unfortunately, very few studies on the cost

of quality are available and most of them

are incomplete and suffer from various

methodological weaknesses.5 Development

of guidelines and other QI tools has largely

ignored the issue of costs.6

Fourth challenge – cost effectiveness of QI
programmes

According to the literature very little is

known about the cost effectiveness of QI

programmes, due to the lack of data on

quality of care and its outcome and the cost

implications of different alternatives.

However, this probably means a lack of

evidence rather than a lack of cost effective-

ness of all QI interventions. 

Accountability of QI 
Further development of QI requires infor-

mation about its results, costs (cost per unit

of additional benefit has to be calculated –

incremental cost) and cost effectiveness.

New evidence needs to focus on the cost

effectiveness of improvements in the ‘real

world’ (how should it be done?).

Increasingly, studies on the effectiveness of

QI programmes have to include considera-

tion of cost effectiveness.

Quality improvement can be seen as a mir-

ror confronting healthcare providers with

the results of their work. The time has

come to hold up the same mirror to QI

programmes, evaluating their effectiveness

and probably most important, demonstrat-

ing their cost effectiveness. On the one

hand, this is required by ‘clients’ of quality

endeavours: providers, purchasers and

patients; on the other hand, this has

become an increasingly important factor

for quality professionals trying to promote

their work.
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The picture at face value looks gloomy. Yet

despite all the negatives, the vast majority

of nurses and midwives seem to be pushing

back the frontiers and doing their utmost

to manage the crisis and develop their roles

in a changing healthcare world in the

European region. The lead up to the WHO

Ministerial Conference on Nursing and

Midwifery in Munich in June 2000 provid-

ed a useful opportunity to do a stocktake

on where nursing and midwifery is posi-

tioned at the beginning of the 21st century.

Numerous conferences and summits over

the previous decade, advocated a range of

developments in education, practice, man-
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an important new development as this 

sector increases its role in service provision.

Nurses are also beginning to work more

effectively in integrated teams of physicians

and others.

In some countries nurses are taking a more

crucial role in primary care, acting as front

line workers and only referring to the fami-

ly physician when the needs of patients and

families can be met more adequately by

his/her expertise.

In the United Kingdom, nurses, through

the advent of the Primary Care Trusts, are

managing the whole primary care service

and are employing doctors, social workers

and others to provide comprehensive care

to individuals and families. Nurses in

Iceland8 are undertaking the direct access

Nurse Practitioner role and nurses in

Sweden 
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It is a rare moment when there is a coming

together of ideas and beliefs, as has hap-

pened with nursing and Government poli-

cy over recent years. Nursing’s credo is

founded upon being patient centred and

upon social justice. Essential to these ideas

are equality of access, compassion and

humanism, and the promotion of patient

autonomy. Putting the person back into

patient care has been at the heart of nursing

innovation over the last 20 years. And now

so much of nursing’s agenda – of what we

think is important in the way care is deliv-

ered – suddenly resonates with the present

Government’s modernisation programme.

Opportunities for nurses
The opportunities opening up for nursing

and nurses are huge. The power base with-

in the heath service is beginning to shift.

This is especially apparent with innovations

such as the nurse-led telephone triage ser-

vice in England known as NHS Direct.

This is nursing at its creative best with

nurses being free right from the start to

develop a brand new service, unrestricted

by the structures and structures of the past.

The service not only enables nurses to

become the new gatekeepers of the NHS. It

is also pioneering a model of healthcare

that is driven by what people want and

how people live their lives today.

Further opportunities include:

– Nurses taking up posts in the planning

and commissioning of healthcare.

– The introduction of consultant nurses.

– Investment in nursing leadership.

– The development of new and compre-

hensive intermediate care services.

– The creation of the ‘modern matron’

where senior clinical nurses are given

more responsibility and authority to

organise and develop the environment of

care.

– A focus on patient centred measures of

quality.

All of these things recognise the enormous
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THE DEVELOPING ROLE OF NURSING

ments between the municipalities and

county councils are therefore needed to

ensure that the elderly in these settings

receive proper medical care. A survey has

shown that collaboration works best where

there are written agreements regarding the

contributions from the physicians. In the

same survey, directed towards the

Community Chief Nurses, 70 per cent of

them replied that such agreements exist but

that there is still room for improvement.1 

2. that decisions to delegate responsibility
for care activities are compatible with
patient safety.

Follow-up:

A survey directed at the country’s approxi-

mately 384 Community Chief Nurses (86

per cent response) showed that 72 per cent

consider that the delegation of nursing

assignments functioned well or very well,

while 22 per cent consider that it functions

less well or badly. When this is the case,

this depends primarily on the fact that the

assignments are delegated to too many

individuals or that there are too few nurses

in the enterprise.2

3. that a report is made to the board in
charge of medical services if a patient, in
conjunction with care and treatment, is
affected by, or exposed to the risk of being
affected by serious injury or disease - Lex
Maria.* 

Follow-up:

In the years following implementation of

the Care of the Elderly Reform, municipal

healthcare noted a considerable increase in

the number of Lex Maria complaints. The

complaints primarily concerned mistakes

or faults related to pharmaceutical treat-

ment, surgical or pharmaceutical measures,

and nursing issues. The greatest number of

complaints was noted in 1994 – after this

the numbers have diminished in the 

municipalities. The reduction here consists

mainly of a reduction in the number of

pharmaceutical incidents. This reduction

has progressed over several years and 

cannot be regarded as random, but almost

certainly corresponds to the introduction

of safer procedures in dealing with pharma-

ceuticals in assisted living environments.3

Other explanations may also be found, for

example that, at the outset, the Community

Chief Nurses reported incidents unneces-

sarily. Awareness of what is and what is

not to be reported to the National Board of

Health and Welfare** has improved. 

Another statute requires the Community

Chief Nurse to be responsible for the 

following: 

1. that patients receive safe and appropriate
care and treatment of good quality within
the field of responsibility of the municipality.

Follow-up:

In the 1999 survey, 37 per cent of the

Community Chief Nurses replied that it is

possible always to guarantee safe and

appropriate care and treatment. Fifty-two

per cent state that they can only sometimes

do this and only two percent consider that

they can seldom do this. If there is a prob-

lem with guaranteeing safety, this is 

primarily due to inadequate resources and

collaboration with other levels of care.2

2. that patient records are kept in accor-
dance with the Patient Records Act.

Follow-up:

The patients in the municipalities are 

frequently in need of both health and social

care. In Sweden this means that different

occupational groups work according to 

different statutes implying that differing

preconditions apply for the care. This also

applies to the documentation. As far as the

patient is concerned it is of little interest

that this is the case. Regardless of the rules,

one has the right to receive safe and appro-

priate care and treatment. A large part of

the work of Community Chief Nurses has

been to provide the requisite safe docu-

mentation. A survey from 1997 shows that

84 per cent of the Community Chief

Nurses questioned work with quality 

related to documentation.4

The same statute also states that patients
shall receive the care and treatment pre-
scribed by a physician and that there shall
be appropriate, properly functioning proce-
dures for handling pharmaceuticals.

Follow-up:

As seen earlier, various surveys indicate

that there are shortcomings with regard to

physician participation and pharmaceutical

handling in the municipalities, but that the

* Lex Maria – the regulations are to be found in the Health and Medical

Services Act (Professional Activity) (1998:531) on occupational activities in

the field of healthcare, and in directions and general recommendations in this

field issued by The National Board of Health and Welfare (SoSFS 1996:23). A

report is to be filed if a patient undergoing healthcare suffers or encounters the

risk of suffering serious injury or illness. A great number of complaints

regarding a certain activity need not indicate that the activity is extremely bad,

but rather that the care provider has a properly functioning quality system

capable of tracking and noting faults and deviations.

** The National Board of Health and Welfare is the governmental authority

responsible for health and medical care issues, and serves as the expert body

on these issues for the Swedish Government 

“Community Chief

Nurses are unique to

Swedish healthcare.”



Community Chief Nurses are working to

bridge this with the aid of agreements and

guidelines, etc.1,2,3

Discussion
It can be established that the municipalities,

during the 1990s, have been given several

new roles and a particular responsibility in

the issue of healthcare and nursing.

Community Chief Nurses have had 

considerable importance for the safe and

successful implementation of the changes.

However, with the detailed regulation of

the function that only exists in municipal

healthcare, Community Chief Nurses are

unique to Swedish healthcare. They have a

comprehensive responsibility while at the

same time it is not a question of an 

executive function in its traditional 

meaning. A primary responsibility for the

individual patient is not included in the

function. On the other hand, they are liable

to intervene in individual cases if this is

needed to provide safe and appropriate

care. The responsibility may be designated

as supervisory and when carrying out the

statutory assignments, the Community

Chief Nurses are neither subordinated to

the head of the enterprise, nor any other in

the municipality. 

The status in the organisation of the

Community Chief Nurses varies consider-

ably, which means that they still play many

different roles. Twelve per cent of

Community Chief Nurses are alo4 Tw
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Five main themes were on the agen-

da; the size and composition of the

EU, the weighting of votes in the

Council, the possible extension of

qualified majority voting in the

Council and other amendments

regarding the European institutions

and pending enlargement. Some

issues remain unsettled, including

for example the size of the

Commission following enlargement.

The Nice Council led to some posi-

tive developments in the area of

social affairs. Article 137 of the

Treaty drawn up at Nice, for exam-

ple, gives the EC greater competence

to complement and support actions

to fight social exclusion and to mod-

ernise social protection systems.

This does not, however, entail the

harmonisation of laws and regula-

tions between Member States, as the

EC must respect Member States’

rights to define the fundamental

principles of their systems. The

Social Policy Agenda (which was

accepted during the Social Affairs

Council on 28 November 2000) was

also formally adopted during the

summit. 

The Nice Treaty and the Presidential
Conclusions of the Summit are avail-
able on the Council website:
http://ue.eu.int/en/summ/htm
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On 14 December 2000 Dr. Gro

Harlem Brundtland, Director-

General of the World Health

Organisation (WHO) and Health

and Consumer Protection

Commissioner David Byrne signed

an agreement to strengthen and

intensify cooperation in the field of

health between their two institu-

tions. According to Dr. Brundtland,

“Whist the nature, means and proce-

dures (of the two institutions) are

different … Member States of the

European Communities and those of

the WHO have repeatedly stressed

the need for cooperation that will

help reduce unnecessary duplication

in the effort to reach common objec-

tives.” The WHO and the EU have

been working together since 1982,

which has produced positive results

in areas such as health research,

development and humanitarian aid,

environment, chemical products and

food safety, surveillance of commu-

nicable diseases and health monitor-

ing. The Agreement reflects a major

political commitment to intensify

this cooperation. 

The letters exchanged between the
WHO and the Commission concern-
ing the consolidation and intensifica-
tion of cooperation can be viewed on
website: http://europa.eu.int/comm/
health/ph/key_doc/who_letters_de.
html

French Presidency Health
Conference
The French Presidency and the

European Public Health

Association (EUPHA) organised a

Conference in Paris on 14–16

December 2000 on Access to Health
Care for the most Underprivileged
and on Nutrition and Health in
Europe. Amongst the aims of the

Meeting were to collate Europe

wide experience on access to

healthcare for the most disadvan-

taged sections of society and to ini-

tiate a European network on access

for all. During the Meeting,

EUPHA put forward proposals to

develop a European policy to

reduce inequalities in morbidity

and mortality rates. 

A detailed account of the meeting,
speeches given and the topics cov-
ered is available on website:
www.sfsp-publichealth.org/page-
congres.htm

World AIDS day: Commission
pledges action
While attending World Aids Day on

1 December 2000, European

Commissioners Poul Nielson ,

Pascal Lamy, Philippe Busquin and

David Byrne confirmed their com-

mitment to combat the disease by all

means at their disposal. Trade

Commissioner Lamy pledged that

the Commission would pursue its

campaign to make safe, affordable

medication available. Research

Commissioner Busquin stated that

the European Science community

and vaccine industry are working

together to develop vaccines. 

Information: 

DG Development’s policy on Health,
AIDS and Population programme at
http://europa.eu.int/ comm/develop-
ment/sector/social/health_en.htm

DG Trade Action for Access to
Medicines at http://europa.eu.int/
comm/trade/ csc/med.htm

DG Research’s vaccine and drug
research, contact Stephane Hogan
(+32 2 299 1860) or Michel Claessens
(+32 2 295 8220)

DG Health and Consumer
Protection “Europe against Aids”
programme at www.europa.eu.int/
comm/health/index_en.htm

European Commission and World Health Organisation to intensify
their cooperation

The European Council convened an Intergovernmental Conference (IGC), held in
Nice 7-11 December, to address issues left open in the Treaty of Amsterdam that
need to be settled before the enlargement of the EU.

News from the European Union compiled by Ingrid Stegeman at ENHPA and HDA

On 1 January 2001 Sweden for the

first time assumed the Presidency of

the EU Council of Ministers, a posi-

tion it will hold until 30 June 2001.

The Swedish Government’s initiatives

will focus on three principal areas –

the ‘three Es’ of Enlargement,

Employment and Environment. The

Swedish Presidency also intends to

strengthen the Union’s profile in pub-

lic health issues. A document outlin-

ing the programme states that Sweden

will aim to ensure that the new public

health framework programme is

adopted and that efforts to ensure a

high standard of health protection are

intensified. The Government’s public

health initiatives will focus on alco-

holism, drug abuse amongst young

people, tobacco and blood safety. 

Sweden’s programme is available on
the Swedish Presidency website:
www.eu2001.se

Swedish Council Presidency
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As part of the Commission’s ini-

tiative to stimulate scientists to

communicate with society (politi-

cians, industry and social leaders),

a Conference on Genetics and the

Future of Europe was held on 6–7

November 2000. The aim of the

Conference was to generate

debate on the responsible use and

exploitation of genome informa-

tion in health, food, environment

and society. It was the first event

arranged by the Life Sciences

High Level Group that was

assigned by European Research

Commissioner Philippe Busquin

to advise him on any likely devel-

opments of life sciences and tech-

nologies. 

More information about the
Conference and its outcomes is
available on website:
http://europa.eu.int/
comm/research/quality-of-
life/genetics.html

Conference on genetics and the future of Europe

Europe funds a scientific world first: breakthrough in 
sequencing the plant genome

The first full sequencing of a plant

genome has been completed with

the help of a EUR 26m European

research grant. This scientific

breakthrough is the longest and

most complete sequencing of a

genome yet achieved. Fifteen lab-

oratories from the European

Union, the United States and

Japan sequenced 115 ‘base pairs’,

encoding nearly 26,000 genes –

more than any other genome to be

completely sequenced so far. This

represents a major breakthrough

in the scientific understanding of

plants, including how they cope

with pests and diseases and how

they interact with their environ-

ment. The sequence was made

available to the international sci-

entific community through publi-

cation in the Scientific Journal

Nature 
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NEWS IN BRIEF
Report of the EU-US
Biotechnology Consultative
Forum Available 
The EU-US Biotechnology

Consultative Forum presented its


