
I n t r o d u c t i o n
On the 15th July 2004 David Byrne, the
European Commissioner for Health and
Consumer Protection, launched a process
of reflection that will shape a new health
strategy for the EU.1 He emphasised how
important it is that the people of Europe
can live longer, healthier lives, and noted
the progress that has been made, as
Europe’s citizens are now living in better
health than ever before. Yet he also sound-
ed a note of caution, highlighting the large
differences in health that have persisted,
with the poor, the socially excluded, and
minorities particularly affected by ill
health.

The consultation document sets out where
we are now and identifies much that needs
to be done. However a health strategy
involves choices, about priorities, policies,
and means. The reflection process is
designed to be inclusive, noting how 
“different actors must work together to
foster good health across the EU”. To
make this a reality, Byrne asks a series of
questions about how to proceed. In this
paper we have tried to answer some of
these questions.

The role of the individual
Many factors contribute to the unequal
burden of disease and premature death in
Europe but four, smoking, poor diet, lack
of physical activity, and hazardous drink-
ing are especially important. The document
makes much of the importance of individ-
ual choice: “health is, to a great extent,
determined by individual choices” and
“Many of the choices for achieving good
health lie in the hands of the citizens them-
selves”. Of course, ultimately, people do

make choices about how they lead their
lives, yet it is also important to understand
how those choices are frequently con-
strained. 

This is most obvious in the case of smok-
ing; exposure to the harmful effects of
tobacco is not a matter of free choice for
most people. First, surveys consistently
show that most smokers want to quit.2

Many fail to because of the highly addictive
properties of nicotine, with modern ciga-
rettes containing additives such as ammonia
designed to boost the nicotine kick that
keeps people addicted.3 Second, those
working in places where they are exposed
to other people’s smoke have no choice. 

However there are many other constraints
on an individual’s ability to make healthy
choices. Many people are unable to gain
access to affordable nutritious food, as the
retail  food industry concentrates its
resources on those with the greatest pur-
chasing power and public transport is with-
drawn from unprofitable routes.4 P h y s i c a l
activity becomes a difficult choice for those
working long hours, perhaps with multiple
jobs and inadequate childcare provision,
with no nearby leisure facilities. 

So for many of Europe’s citizens, and espe-
cially the most vulnerable to poor health,
choice is often an illusion. The resources
required to promote health are especially
susceptible to market failure. Many are
‘public goods’, which are under-produced
if left to the market. Individual choice is
important but it can only be effective if
governments step in to make it a reality.

Putting health at the centre of EU 
policy making
The document emphasises the role of
health as a driver of economic develop-
ment, an issue that is now on the global
agenda as a result of the pioneering work of
the Commission on Macro-Economics and
Health. 

The contributions of health to wealth are
several. Most obviously, a healthy work-
force is more productive and a healthier
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population places fewer demands on the
money required for health care. However
wealth also contributes to health, and
health is, in itself, a perfectly good indica-
tor of the progress of nations and even, as
has been suggested by Amartya Sen,5 may
even be better than conventional measures
such as Gross National Product, which are
a far from perfect measure of human happi-
ness. If this mutually reinforcing relation-
ship is to be sustained, there is a need for
continuing investment in both the preven-
tion of disease and the means of treating it
when it occurs. 

The document asks whether the EU can do
more to disseminate evidence on the rela-
tionship between health and wealth and on
the efficiency of health systems but also
asks whether it should do more. It is only
beginning to take on these roles so this
question may be premature. However what
is clear is that there is a considerable
demand for such exchange of information
and, if adequately resourced, the EU could
make an important contribution to this
process, building on the many existing ini-
tiatives. Perhaps more importantly, the
development of a new strategy offers the
opportunity to make a reality of the Treaty
requirement that a high level of health pro-
tection should be part of all EU policies.
Health can also be a casualty of economic
growth, especially where that growth is
unevenly distributed or is achieved at the
cost of environmental degradation. This
must not happen.

Specific issues
The document asks what should be done
on certain specific issues. One is how the
EU’s role in communicable diseases should
develop. The new European Centre for
Disease Prevention and Control will begin
work in May 2005. This is a long overdue
development. However, compared with the
American Centres for Disease Control, it
will operate on a very limited scale. Of
course the analogy is not perfect; the new
European centre will be grafted on to exist-
ing national infrastructure. Yet it will be
important to monitor the demands placed
on the new centre, ensuring that it has the
resources to do its job. 

A European centre is critically dependent
on the information fed to it by national
surveillance systems. Yet in many parts of
Europe these systems are far from perfect.
The centre will build on a series of existing
networks, frequently built up in the face of
considerable difficulty, by a few dedicated
enthusiasts who had the vision to see that a

coordinated European response to commu-
nicable disease was needed.6 Yet in many
cases the coverage of these networks is
patchy. There are large parts of Europe in
which reporting and investigation of out-
breaks is far from adequate. Putting this
right, with sustained investment in labora-
tories and public health systems, is primari-
ly a responsibility for Member States but
the EU can also play a role in developing
standards and exchanging information on
good practice. 

It will be essential that the work of the new
centre is not confined to the territory of the
Member States. As was all too apparent in
the SARS outbreak, communicable diseases
do not respect national frontiers. It will be
important that the EU’s often labyrinthine
rules facilitate rather than obstruct the
Centre’s ability to work in other parts of
the world, and in particular in the EU’s
new neighbours in eastern Europe and
North Africa.7

The document also identifies tobacco as an
issue requiring action by the EU. It asks,
should all governments follow the Irish
example and ban smoking in public places.
The answer must be an emphatic yes. First,
improved research methods, with more
precise measures of exposure, have revealed
that exposure to second hand smoke is con-
siderably more dangerous than was previ-
ously believed,8 a finding consistent with
recently discovered tobacco industry
research on animal testing. Second, surveys
in many European countries are showing
majority support for smoking bans; in
many cases most smokers are also in favour
of action. Third, as the Irish experience
shows, as long as there is some attempt at
enforcement, that bans work and are wide-
ly accepted.

But what can the EU do to facilitate this
process? First, it should support work that
exposes the depressing number of ‘inde-
pendent’ experts who have succumbed to
the temptation to take money from the
tobacco industry,9 including several who
have influential links with governments in
some Member States. Ironically, this year
one highly paid tobacco industry consul-
tant was appointed to a EU health commit-
tee, although his extensive links were not
known to the Commission when the
appointment was made. The availability of
millions of pages of industry documents on
the internet as a result of American court
settlements means that these people can no
longer hide. The apparent ease with which
individuals can enter such committees is
extraordinary. Greater scrutiny, by experts
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from the health sector, is required of indi-
viduals who put themselves forward for
EU health related committees. In addition,
the European Commission must publish a
declaration of interest for each applicant.

Second, it can disseminate evidence that
dispels the many myths pedalled by the
industry. This includes exposing the
research commissioned by the industry,
some of which was fraudulent and some
simply designed to mislead, that sought to
undermine the evidence that second-hand
smoke is harmful.10 It also involves expos-
ing the fallacy that the problem can be dealt
with by improved ventilation. It must be
recalled that many of the harmful con-
stituents of second-hand smoke are odour-
less; to reduce them to safe levels would
require a system that could create a rate of
airflow similar to sitting outside during a
gale.11

Finally, it must expose the myths about the
economic impact of smoking bans. In New
York sales tax receipts on food and drink
increased by 12% and employment in the
hospitality industry increased in the nine
months after the smoking ban was intro-
duced.12 However, the most important evi-
dence is from a systematic review of
research on the impact of bans on bar and
restaurant revenue.1 3 All of the 37 studies
that found an adverse economic impact had
been funded by the tobacco industry or
were written by consultants known to have
industry links. In contrast, all of the 60
independent studies found either no impact
or an increase in sales or employment. 

However, the EU can also do much to help
those who are smokers. For example: 

– It can do more to clamp down on smug-
gling, recognising the key role played by
some tobacco companies in facilitating
large scale smuggling activity. 14

– It can step back and ask what cigarettes
are actually for? The answer should be
clear; they are methods for delivering
nicotine, an addictive drug with impor-
tant effects on the cardiovascular and
nervous system. This then raises the
question of why this drug remains
unregulated. There is a strong case for
establishing a nicotine regulatory
authority that can consider the various
roles of the increasing sources of nico-
tine (chewing gum, patches) many of
which have fewer harmful effects than
cigarettes. 

– Finally, given the scale of health damage
from tobacco in Europe, the EU can

shape the policy dialogue by committing
to a long term goal of a smoke-free
Europe and a medium term goal of
reaching levels already achieved in some
parts of the world, such as the 11% in
California. 

A third set of questions ask about the EU’s
roles on nutrition and obesity. The EU is
especially well-placed to do something by
virtue of the many areas where it has
responsibility that have an impact on these
issues. These include transport, agriculture
and fisheries, trade, and the internal mar-
ket. Its scope for action extends from
exchanging evidence of best practice to
passing legislation. A major challenge, but
one that,  experience suggests, may be
somewhat problematic, involved reform of
the Common Agricultural Policy.15 At last
tobacco subsidies are on the way out, but
Europe’s agricultural policy continues to
favour production of fats over fruit and
vegetables. The EU destroys 1 million tons
of fruit and vegetables each year while
over-producing 6 million tons of sugar
annually, not to mention subsidising the
provision of high fat milk in schools.

The document contains a welcome recogni-
tion of the role of health impact assess-
ment, asking how it might operate in prac-
tice. The challenge for the Commission is
how to learn from the growing body of
experience in both health and environmen-
tal impact assessment. These experiences
are showing that impact assessment can
provide the information that is needed to
shape policy but is also highlighting the
need to build sufficient capacity to under-
take such assessments. 

R e s e a r c h
The document’s recognition of the impor-
tance of health research is also welcome,
asking whether new infrastructures such as
the US National Institutes of Health
(NIH) would bring benefits. This is a ques-
tion that merits further consideration. It
seems unlikely that a EU institution would
ever have the resources available to the
NIH and there is also the risk that the
vagaries of EU legislation and budget set-
ting would compromise the continuity that
such a major initiative would require.
Furthermore, while much has been done to
reduce the administrative burden involved
in the 6th Framework Programme, there is
still much that needs to be done. As an
intermediate step, there may be more bene-
fit to be achieved by facilitating closer
cooperation between national and non-
governmental funding bodies.
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Mobilising different actors: 
partnerships for health
The document notes the importance of
openness and civil society participation in
the development of health policy. The
existing mechanisms, such as the Open
Forum and the Health Policy Forum, have
not been especially successful and some
question whether these and other process-
es, such as G10 (pharmaceuticals) and the
High Level Reflection Process on Patient
Mobility and Healthcare, actually fulfil the
Commission’s own criteria for consulta-
tions as set out in the White Paper on
Governance. The breadth and diversity of
the public health and healthcare communi-
ty must also be recognised and included in
these processes and not left to single sec-
tors, such as patient or healthcare groups.
There is a need to rethink these models,
developing a shared understanding among
those involved about what the realistic
expectations should be for these bodies.
There is also a need to extend participation
to organisations with something to say but
which might not be organised at a
European level. For example, many nation-
al organisations have much to contribute to
the development of policies on particular
issues. 

It also asks about how to foster partner-
ships. DG Sanco works with very limited
resources. It has few, often overstretched,
staff and little easy access to technical
expertise. One possible solution might be
modelled on the WHO system of
Collaborating Centres, in which certain
academic and technical centres would be
designated as providing expertise in specific
areas.  In most cases, this would only
involve some minor adjustment of their
existing work to ensure that it met the par-
ticular needs of the Commission. However,
it would also provide a rich source of
advice that could be tapped when rapid
answers are needed. 

Health on the international agenda
A final set of questions relate to health on
the international agenda, in particular in
relation to policies such as trade and inter-
national development. With an economy
that is now larger than that of the United
States, the EU has the potential to be an
even greater force for good in the world,
offering an alternative vision to what has
become the dominant neo-liberal economic
paradigm. This has become increasingly
important as the USA has, in areas ranging
from landmines to climate change, retreat-
ed from multi-lateral solutions to the

world’s shared problems. The challenge,
once again, is ensuring that health really is
an integral element of all the EU’s policies.

Moving forward
Commissioner Byrne has embarked on an
ambitious programme that, if successful,
really will put health at the centre of the
EU’s activities. Unfortunately despite the
Treaty obligations and the strenuous
efforts of many people, health can too
often seem a peripheral issue at a European
level, taking second place to the promotion
of the internal market. We are now pre-
sented with an opportunity to make a dif-
ference. In this article we have set out some
responses to this consultation. It is impor-
tant that others do so too.
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