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1. Opening of the session

The Sixteenth session of the European Adviscory Committee on Health
Research (EACHR) took.place in Copenhagen from 20 to 22 February 13%90. The
meeting was opened by the Regional Director, Dr J.E. Asvall, who welcomed the
newly appointed members of the Committee and noted the importance of the
digciplinary mix represented by Committee members.

In his opening remarks, Dr Asvall referred to the recent dramatic
political changes in Europe which have influenced the development of new
policies in the Region. The continuing increase in the number of AIDS cases
was reported, though doubling time has also increased. In a brief review of
EURO activities in the past year it was reported that EURO ran more than 90
meetings in the period; the network within the Healthy Cities programme had
expanded to include more than 200 cities; and, finally, the fact that 12-13
member states have now finalized national plans for health for all (HFA) was
welcomed. The network for HFA is now truly inter-disciplinary incorporating
EURO, Healthy Cities, medical associations, schools of public health and
national ministries of health. OQther networks which are in the process of
development are those involving industrialists, professional groups and
patient groups.

Developments from the Global Advisory Committee on Health Research (ACHR)
were reported by Dr Szezerban. The ACHR have biannual meetings and the new
Chair, Professor Gaber, will take up his position from October 1991. The
overview of the activities of the ACHR included a raview of activities in a
number af relevant sub—committees of ACHR, namely the Economy and Health
Sub-Committee, the Technology Transfer Sub-Committee, the Injury Prevention
Sub-Committee, and the Nutrition Research Sub-Committee.

Welcome was extended to the incoming Chair of the EACHR,
Professor Jablensky and the Vice-Chair, Professor Kamper-Jorgensen. In his
opening remarks the Chair noted that the success of the Health For ALL (HFA)
policy was effectively demenstrated in the last session of the European
Regional Committee. The Chair then went on to comment on the far reaching
changes affecting the socio—economic and political landscape of Europe in
recent months. In recognizing the potential for progress which these
developments may offer, the potemtial risks and hazards must also be
acknowledged. The HFA policy could constitute a framework for the development
of national health policies in Eastern Europe. With the degsire for greater
integration in Europe, it is suggested that WHO might have a new role within
the European Region which would inelude serving as a shock absorber for the
many tensions expected to arise in the transitiomal period; expectations of
being addressed more frequently by member states from Eastern Europe for
technical advice and neuktral opinion; and also to serve as a platform enabling
greater cooperation between Member States. In Eastern Europe new needs are
emerging for the development of health services and health research. An
initial listing of these needs would include the following:

- The development of managerial skills and manpower;

- The development of a rational drugs policy;

- The establishment of health information systems;

- Improvements in health technelogy, equipment and supplies:

- Expert advice on updating health legislation;

~ Environmental health is a major problem and must be addressed:

- Expertise in health economics, both in health services and health
research.
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2. Scope and Purpose

In accordance with the role of WHO's regional Office for Europe (EURO) in
the area of health research, as defined by the Regional Committee for Europe
in 1976 (reselution EUR/RC26/R3), and on the basis of the terms of reference
of the European Advisory Committee on Health Research (EACHR) as approved by
the Regional Director om 28 February 1986, the sixteenth session of the EACHR
will:

- review the progress made in the promotion of research for health for all
(RHFA); R

- discuss EURQ's HFA policy development "vehicle”, with a wview to
developing a methodology for policy analysis; R

- review EURO's programme on nursing from the scientific point of view;
- have in-depth discussiomns on the health impact of the environment;
— identify major research issues and tasks to be tackled by EURO;

- make recommendations concerning EURQ's cooperation in research matters
with other intergovernmental organisation and relevant nongovernmental
organigation; and

- review, if need be, relevant documents, etc. produced by EURO, WHO
headquarters or other organisations and discuss other relevant scientific
and research issues related to the work of EURO.

The report of the EACHR will be used to advise the Regional Director on
the future directions of EUROs' research activities and to provide programme
managers with guidelines on how to develop the research component of their
programmes.

3. Progress report on the research promotion and development programme for
the period March 198% to February 1990

In the absence of Dr Vuwori, Chief, Research Promotion and Development
(RPD), the report was delivered by Dr P.—G. Svensson. Following a revision of
responsibilities within EURQ, epidemiology will join with RPD to form a new
unit titled Epidemiology, Statistics and Research with effect from
1 April 1990. The new unit will have four professional posts, including three
in epidemiology and statistics and one technical post, plus general service R
gtaff. Dr Vuori will head up the new unit from the effective date.

In April, 1989, a joint meeting of the European Medical Research Council
(EMRC) and EURQ was held to discuss ethical issues in regearch. The
recommendations emerging from the meeting included the development of a data
bank on national legislation in this area and the development of a list of
guidelines on ethical issues in member states. The meeting concluded that
WHO's role would involve the production of a yearly newsletter om ethical
issues, the organisation of a biannual meeting with the EMRC, and the
encouragement of educational activity which would sensitise health
professionals to needs in the area. A meeting with representatives of the
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Commision for the European Communitieg (CEC) concerted action committee on
gpidemiology (COMAC-EPID) took place in Copenhagen in October 1989. Among the
recommendations emerging from the meeting were continued cooperation on
epidemiclogical research, particularly with regard te improvements in
education in this area. A meeting of Editors-in-Chief of scientific journals,
in conjunction with the EMRC is plammed for the coming year. The forthcoming
conference on health research being held by the CEC concerted action committee
on health services research (COMAC-HSR) in Lisbon will hear papers on research
for HFA and applications for research from among others the EACHR Chair and

Dr P.-G. Svensson, representative WHO/EURO.

In pegponse to a request by the Committee, Dr Asvall outlined in more
detail WHO's response to some of the recent dramatic changes in Eastern
Eurape. Two types of responge predominated: (1) an emergency response whereby
a team of experts requested by Roumania maintained a WHO office in Roumania
for three weeks. A programme will be required to replenish research in the
country as the health care system has suffered some detericration in the past
fifteen years; (2) for other countries, meetings were held on the
re—orientation of policy following the sudden changes. For the future it will
be important to address the issues common to all countries, particularly with
regard to changing epidemiology and responses to AIDs. OQther priority areas
requiring coordinated response include the advancement of health economics and
changes in management orientation and development of management expertise.

In the follow-up discussiofn it was noted that while the topics for health
research would not be expected to change very much, the development of health
research in Eagtern Europe will be hampered by lack of money and the practical
problems of health care delivery. There was also a very real risk that some
of the advantages of a more centralized health system, particularly with
regard to the compilation of information systems and registers, would be lost
in the process of change if their value was not explicitly recognised. It was
noted, for information, that the report of a study group on Social Equity in
Health included countries from both East and West Europe. Social scientists
interested in studying developments in Eagtern Europe would find willing
partners in this endeavour in the relevant countries. The response from WHO
to the changing political scene was welcomed and supported by the committee.

4. Research for health for all

Progress Repeort: In his statement, Dr Svensson reported that
presentations on research for health for all (RHFA) were made at a number of
meetings involving different professional groups throughout 1989, The
distribution of RHFA to the European Research community has been completed and
reviews have appesred in a number of scientific journmals. National activities
faor a number of countries were discussed specifically. Such activities
included the translation of RHFA into national languages, earmarking of
specific funds for HFA related research, and the initiation of RHFA launching
parties in a number of countries.

Revizion of Volume 2: Research Priorities for Health for All: The fact
that a complete revision of Voluwe 2 would take considerable time and
resources was an impertant factor which had to be taken into consideration in
considering this issue. Following discussion, therefore, the committee
decided that any attempt to update the document could best be achieved by
producing a supplement including references to developments since the
publication of the present document. It was proposed that the Epidemioclogy,
Statistics and Research Unit would monitor recent developments and develop a
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draft of the contents of the supplement for the next EACHR meeting in 1991.
The review of the research document could be related to the strategy review
exercigae. This would mean that a preliminary document covering recent
significant developments for the 1991 EACHR meeting would be followed by a
more substantial draft of the supplement for the 1992 meeting.

5. Cooperation with universities

The Eurcpean University Network for Health for ALl (EURUN) was
established in 1988 with a view to fostering cooperation with regearchers in
universities and generating dialogue and cocperation for the promotion of |
research for health for all. The regicnal office supported the initial EURUN
strategy by funding two working groups. It is now proposed (o pursue a three
pronged strategy for imvolving European universities in the promotion of HFA,
both in teaching and in research. This would involve pursuing greater
cooperation by (1) approaching university heads directly through the Standing
Committee of Rectors, Presidents and Vice~Chancellors; and operating a network
at (2) national level and (3) regional level for the development of
collaborative research projects and the consolidation of major international
research projects.

It was concluded that EURUN had proved to be a worthwhile initiative and
that significant progress had been made in this regard. Given the favourable
return from supperting EURUN, it was recommended that EURQ be asked to
consider supporting 1-2 meatings a year for the group.

6. European Cooperation in Health Research

Commission of the European Communities (CEC): Professor Lazar relayed
greetings from the CEC to the EACHR. The CEC is now approaching the end of
the fourth Medical and Health Research programme (MER4). Two sub-programmes
have formed the basis of the 1987-91 framework programme. The sub-programme
on major health issues has concentrated on four specific areas, namely Alls,
cancer, the slderly, and environment issues and lifestyle. The health
research programme has two main areas of concentration, biomedical technology
and analysils of health gervices. Analysis into the human genome has been a
specific area of interast within this programme. The pursuit of
epidemiclogical research has concentrated on the two areas of etioleogy and
evaluation. The need to develop training into epidemiology is readily
recognised. An evaluation of MHR4 is currently underway and it is hoped that
the next framework programme for 1990-94 will have increased community funding
available for research., Excellent relations exist between the CEC and WHO as
indicated by the recent collaborative meeting with COMAC-EFID and the
forthcoming conference on health services research previously mentioned.

European Medical Research Councils (EMRC): In delivering the report from
the EMRC, Professor Danielsson noted the good and profitable cooperation which
has existed with WHO. The outcome of the EMRC/WHO workshop on emerging
ethical issues in health research has previously been mentioned. The EMRC and
WHO have algo played an important role in making people aware of the
importance of field assessments of medical technology. In conclusion, the
Chair proposed a vote of thanks to Professor Danielsson for providing reports
from the EMRC over a ten year period and for fulfilling the important funection
of liaiging between the EMRC and the WHO.
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Monitoring of Progress Towards Health for All

& review of problems, solutions and future developments arising from the

ongoing process of moniteoring prpgress towards HFA wag presented by
Dr A. Nossikov (see Annex 1). The discussion may be summarised as follow,
together with the recommendatiomns put forward by the committee:

8.

The committee endorses a more flexible appreach to the application of
indicators. It is recognised that the indicators may play the role of
targets as they focus attention on an area of importance.

It is important that a gore of limited, guantifiable indicators continue
to be applied. More effort should be applied to testing the reliability
and validity of the indicators which are currently in place.

The role of WHO is important in guiding countries on using indicators.

It is recommended that WHO support a consultation for a small group of
people to review the possibility of proceeding with a Common European
Health Survey. This would be an important initiative of the Regiomal
0ffice. The Regional Director confirmed a willingness on the part of
EURO to take up thig invitation.

Quality Assurance of Health Services

Research In the area of quality of care and the activities of the Quality

of Care and Technologies (QCT) unit within EURO were reviewed by
Frotessor V. Cucie {(see Annex 2), Dr K. Staehr Johangen and other members of
the QCT ynit (see Annex 3).

A summary of the discussion and recommendations arising may be presented

az follaws:

EURQ is to he commended on the significant progress made in this area.

The importance of regearch into quality of care must be stressed if the
eycle of overconsumption of drugs is to be successfully truncated.

Recommendations to the Reglonal Director:

(a) Wider dissemination of the results of the Quality Assurance studies
undertaken by the wunit;

(b) The methodology developed within the Unit should be promoted at the
country level. Counkries should be encouraged to apply this
methodology to the study of variations within the country.

(¢} Produce a list of priority problems and topics needing research.

{d) Consider ways of providing better financial support for the
programme, Countries should he aware of the contribution of
regearch in this area to cost savings which may be achieved in the
delivery of health services.

ICE/RED 134
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9. Health Impact of the Enviromment

4 paper on research priorities to be addressed in investigating the
relationship between health and the environment written by Dr 3. MacGibbon was
reviewed by Professor V. Silano (see Annex 4). A comprehensive programme for
the development of an environmental health information system was presented by
Dr R. Sterm, Consultant, Environmental Health.

It is now generally accepted that the relationship between health and the
anvironment has become highly politicised in recent times. It must be
recognised that the two major groups of factors which have a hazardous effect
on health are environment and lifestyle. While there has been some debate o
the influence of the environment on health, there has been little debate on
the influence of lifestyle factors. An important function of WHO must be the
development of a methodology te highlight the balance between both gets of
factors.

It is recommended that WHO seek to stimulate the development of small
area registers and the collection of statisties within this framework. In
particular it is suggested that cooperation along North-South and Eagt-West
dimensions would provide the foundation for important developments in this
area.

It is recommended that WHQ collect and evaluate new scientific
information on aetiologies linked to envirommental factors. Areas of concern
include the effects of low dose radiation as many countries continue to be
concerned about the effects of Chernobyl, the possible role of pesticides in
Parkinsons disease and the influence of envirommental factors on Alzheimers
disease.

The Committee recommends to the Regiomal Director that the possibility of
establishing a European Regional Centre on Environment and Health be explored
and an interim report om progress towards this objective be prepared for the
next meeting of the EACHR.

10. Review of EURQ's Nursing Frogramme

Professor V. Wahlberg and Professor P. Komlosi presented a review of
EURQ's nursing programme (see Anmex 5). Following discussion it was agreed
that regsearch into the core needs and functions of the nursing profession and
the professional functioning of nurses is a legitimate function of WHO. The
committee iz satiszfied that WHO has given enough emphasis to this objective
within the programme.

It is recommended that the approach to addressing training needs for
nurses in member states should be strengthened with particular regard to the
development of holistie skills. For the development of future research on
nursing it is recommended that the role of the collaborating centres should be
emphasized and that future field work should be conducted through the
collaborating centres.

Ll. Brainstorming on the "HFA Policy Development' Vehicle

The faet that EURO felt that it was premature, at this time, to review
"HFA Policy Development' as a vehicle resulted in the topic being discussed
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within the alternative format of a '"brainstorming"” session. The main output
from this brainstorming session may be summarized as follows:

— The committee ig of the opinion that policy analysis is a relevant
activity for WHO EURO;

— Further development of methodologies for analysing health peolicies and
policy models in health care should be encouraged; In particular, the
importance of feedback systems within these models should be taken into
consideration as they may influence the final outcome of the policy
process within the health care system;

- In pursuing the objective of translating needs into policy and policy
into action, serious efforts should be devoted to the involvement of
greater community participation in this process;

- Continued research related to equity and systems transfer should also be
encouraged;

~ Marketing of results obtained through equity research is an important
undertaking which should be pursued;

— The initiation of case studies relevant to particular member states or
local communities should be considered as a means of investigating
particular questions and issues in policy research within the EURD
programme ;

- EURQ is asked to consider the possibility of presenting health policy
analysis as a subject for technical discussion at the Regional Committee
meeting;

- For the EACHR meeting in 1991 it is recommended that a more comprehensive
approach to this field should be placed on the agenda;

- It i recommended that the resources devoted to thig area should be
reviewed with a view to increase, given the importance of this task
within the EURO regearch programme.

12, Beyond 2000

Mr K. Barmard presented a report of a recent meeting which was concerned
with taking EURQ beyond the 'time wall' of the year 2000 and gearing up to a
review and possible updating of the HFA targets. The ensuing discussion took
the form of a brainstorming session which enabled all present to identify
areas in which significant developments might be expected to impact health
gtatus and health care provision in member states through the turn of the

century.

In summarizing the cutput of this brainstorming session, it is reasonable
to conclude at the outset that the prevailing "social-democratic' wview of the
future is moderately optimistie. Primary events, predictions and trends may
be categorised as follows:
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. litical F

The decreasing importance of the nation state as a political entity in
Europe is predicted. The eminent end of the preoccupation with ideology may
algo be expected to be associated with this trend. A review of values and
options throughout Europe as a whole isg likely to lead to decreasing
inequality and the development of a more humanistic perspective
internationally. ,

Concern was expressed about specific social and demographic groups in a
state of uncertainty. Particular groups identified in this category include
the youth, the elderly and the very old. Within the present occupational
structure conflict might be expected to develop within geome gocial roles.
Particular areas of concern in this regard may be unemployment and
urbanisation. The potential for some 'drop-outs' from the process of
post-industrialisation should be considered.

Equity and Ethical Problems

Particular areas of concern here would be advancements in such areas asg
biomedical technology and organ transplantation, among others.

Seleptific and Technological Developments

The posgibility of solving the energy problem in the long term dawns.
Advancements in information technology will continue to effect change in
people's working lives. Genetic discoveries may be expected to open up new
areas of advancement in human wellbeing. The beneficial application of
medical technology may ultimately lead to changes in the site of medical care
delivery.

There are, however, some grounds for reservation about future
developments which should be recognized. Some caution is urged against being
toa "Buro-centric" against the background of a woraening global situation
where food shortages persist and economic and ecclogical crises become more
gevere. The posasibility that new totalitarian regimes may emerge in different
parts of the world must also be recognlized. The danger of sharpening the
North—-South divide must also be recognized and avoided, if possible. It ia
hoped that the new spirit emerging in recent months may translate into a
willingness to overcome this North-South divide.

To proceed with projections and planning beyond 2000 on a more systematic
basis it is suggested that EURO might consider putting together a small group
to examine the strategic options on a more systematic basis.

Dr J. Szczerban presented background information on the preparations
underway for the technical discussions on research for HFA plamned for the
forthcoming meeting of the World Health Asgembly. The Committee underlined
the importance of EURO putting together a coordinated document which
recognised the important role of research in the HFA strategy both in Europe
and in other regioms of WHO.
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After a broad ranging discussion which incorporated recognition of the
rapid developments in basic science and the short cycle between diszcovery and
application in some areas, the Committee noted the need to review a number of
areas of concern, particularly ethics, quality assurance and good practice.
It was suggested that a possible agenda item for the EACHR meeting in 1991 or
1992 would he a consideratiom of the application of scientific discoveries in
the area of reproduction, prevention of congenital disorders, ante-natal care
and screening. WHO is active in the promotion of healthy lifestyles, though
it ig difficult for some to change. A review of the evidence on obstacles to
lifestyle modification would be worthwhile. A cost/benefit analysis of
selected areag of biomedical research should be undertaken at some future time.

Recommendation 6 should be amended as follows:

"s working ligt of researech institutions participating in RHFA should be
¢irculated to governmments and eollaborating centres".

Recommendation 27 should be amended as follows:
"For a member of the EACHR who requires interpretation into one of the

official languages of the WHO, this should be made known in advance of the
meeting so that the appropriate arrangements can be made'.

Committee members were requested to identify those programmes, targets
and vehlcles which were of particular interest to them and for which they
would be willing to act as focal points as required (see Annex 6).

16. Qther Business

The question was raised a2z to how developments in Eastern Europe could be
incorporated Into broader cooperation with the West and with those
ingtitutions traditionally active in the West. It waa generally agreed that
among the intermational community of health scientists, the priorities for
cooperation could be considered as follows: (1) greater investment in
individual endeavour; (2) more open access to research networks by the removal
of bureaucratic barriers which may hinder the access of Eastern scientists to
Western networks; and, finally (3) supporting projects in Eastern Europe if
the project is in line with established priorities.

It was agreed that the seventeenth gession of the EACHR would take place
at EURO offices in Copenhagen from 19-21 February 1%91.

18. Closure of the sesgion

Dr Asvall thanked the committee for the work undertaken throughout the
session. In particular, thanks were extended to the Chair, Vice-Chair, the
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interpreters and to the outgoing members of the Committee. Dr Asvall noted
that after going through different periods of development, the committee was
definitely 'coming of age’'. The Chair concluded by thanking all invelved with
the meeting and particularly the staff of the Regional office for all the
agsistance and support provided throughout the meeting.
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ORGANISATION MONDIALE DE LA SANTE
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Apnex 1

MONITORING OF PROGRESS TOWARDS HFA
(problems, solurioms, future developments)

by
Dr A, Nossikov
Unit of Epidemiology and Starisries
Reglonal Office for Europe
Copenhagen




Introduction

At its thirty-fourth session in September 1984, the Regional Committzs
adopted, together with the 38 regional HFA targets, 65 essential indicators
groups of indicators® which were subsequently tested in the 1985 evaluation
exercige, In the light of the results of that first evaluation of the HFA
strategyb, 2 process of revision of these indicators tock place in which
many institutions and individuals participated. Taking into account the
results of these activities, the Regional Committee at its thirty-seventh
session in 1987 adopted a "Revised list of indicators and procedure for
monitoring progress towards health for all in the European Regiom
1987/1988". This set of indieators (73 essential, 63 supplementary) was
used in the 1987/1988 exercise to monitor nati¢omal HFA development, the
results of which were presented to the Regional Committee at its thirty-eighth
sesgion in 1938.

2. Main problems of the 1987-1988 monitoring exercise

The monitoring has proved an important tool which has improved over the
years. It has, however, highlighted many shortcomings and problems:

the relation of some indicators to targets is not specific enough,
making them not very useful in practice;

the non-quantitative indicators are ineffective, both as communication
and information collection tools. This is believed to be dues to:

(a) their complex and abstract formulation;
(b) the rigidity of the “indicator" format in reporting;

(e¢) the complexity of the issues addressed by the targets -
policies, processes, outcomes, etc.;

(d) the variety of approaches and solutioms both within and
baetween countries;

(e) the variety of actual and potential data sources relevant
to underlying publie health concepts.

- for many indicators, data are not available;

- many indicators are not sufficiently comparable;

Targets for health for all. Copenhagen, WHO Regionmal Office for
Europe, 1985 (European Health for ALl Seriaes, No. 1)
* Document EUR/RC37/8
Evaluation of the strategy for Health for all by the year 2000
Copenhagen, WHO Regional Office for Europe, 1986 (Seventh Report on
World Health Situation, Val.5)
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- the procedure used for the 1985 evaluation and 1988 monitoring
exercise generated a heavy workload for Member States and the
Regional Office; particular difficulties arose from the
simultaneous use of questions related to regional and glebal
indicators.

The following general conclusions were made:

- the indiecators have to be reviewed and, if appropriate and necessary,
reformulated, deleted or replaced according to the availability,
comparability, relevance and quality of dataj

- wherever possible, clear definitions and guidance should be
given on how to apply the indicators;

- the development and use of standardized measurement techniques
such as questionnaires for smoking, disability, ete. should be
supported.

The monitoring/evaluation process should be simplified by:

- using data and informatiom available in the Regicnal Qffice or
from other established data bases;

~ developing further the HFA data base, thereby making it possible
to establizh a continuous monitoring process; and

- hbetter coordination of the work of WHO headquarters and the
Regional Office in implementing monitoring/evaluation exercises.

These conclusions and suggestions were presented to the governments of
the Region and considered by the Regional Committee in September 198%* °.
They specially emphasized the need to strive for effectiveness through
simplicity and clarity, to reduce the number of indicators and to increase
their relevance and usefulness. Comparability of data must be ensured. The
whole monitoring process should be simplified.

3. Revision of the HFA indicators and monitoring procedure

In pursuance of these duties, a working group was organized in the
Regional Office® with the aim of utilizing as much experience as possible
from different monitoring systems, as well as the knowledge accumulated at the
Regional Office. The following general methodological problems came up
repeatedly during thig meeting.

* Document EUR/RC3%/4

® Report of the thirty-ninth session of the Regional Conmittee for
Europe (document EUR/RC39/REC/1)

° Working Group on Revisien of the HFA indicators and Momiforing
Procedures. Report on a WHO meeting. Copenhagen, WHO Regiomal Office for
Europe, 19230
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3.1 Relation of indicators to targets

It was felt that many indicators reflected what was available as
statistical data (mainly mortality, infectious diseases, sale figures), but
targets have (or some of them should have) a much broader scope. It became
obvious over and over again that there iz a lack of clarity about concepts and
definitiens of what indicators are purportaed to measure. For example, equity,
community participation, intersectoral collaboratiom, health promotion,
quality of care, ete., are concepts of the so—called 'new public health"”, for
which there is no sufficient theoretical framework developed yet, neither are
there clear definitions. Therefore, the concept behind the target cannot be
praperly addressed. If we look at the following model:

(a) Abstract theory (conceptualization)
N
(b) Auxiliary thecretical framework {indicators)

(c) Empirical measurement and statistical modeling.
we can quite confidently say that in the above-mentioned argas there is still

need for clarification of stages (a) and particularly (b).
Some important consequences of this are:

- the rather different understanding of these concepts in countries with
diffaerent traditions in public health;

— ngn-availability of quantitative indicators to measure these concepts
or, if some are in use, they have not been validated in cross-
cultural settings;

- a variety of models can, and actually do, currently operate, either
separately or in combinations with each other, in the different
countries or even within one and the same country.

L}

3.2 In some areas such as lifastyles and the environment, there is a large
chain of interlinked phases, e.g.

concept (health promotion, protection),
.o .
policy formulation,

establishing of control/supportive mechanisms,

behaviour/exposure,

!

N
health outcomes.

We can think of a range of indicators of input, process and outcome, but
it is diffieult to pick out one or two most appropriate and there is always
the problem of the long time lag and the multifactoriality. A number of
considerable changes were suggested and justified. Those which will directly
affect the 1990 evaluation are given below,




page 15
S089r

4, Praposed solutiong for the forthcoming 1990/91 evaluation

4.1 In order to overcome the shortcoming of the non-quanitative indicators,
as well ag the above-mentioned problems, a country report on the situation
regarding a given target should be introduced, i.e. "situation assessment'.

The situation assessment includes items from the present regional
non-quantitative indicators (and will in this way replace them), global
indicators (inecluding "Commen Framework: Evaluation 2") and additional
"reference points" suggesting what might be considered by reporting, both in
terms of issues and data sources.

For example:

Target 15 Bf 1990, EDUCATIONAL PROGRAMMES IN ALL MEMBER STATES SHOULD
ENHANCE THE ENOWLEDGE, MOTIVATION AND SKILLS OF PEOPLE TO
ACQUIRE AND MAINTAIN HEALTH

At present we have one non—quantitative indicator which reads:

Existence of programmes for Describe such programmes or campaigns
education and for the dealing with matters relevant to HFA
dissemination of accurate, (alcohol, smoking, physical axercise,
relevant and clear information balanced diet, sexual health, quality
aimed at promoting healthy of care, ...) as well as those
behaviour undertaken in schools and in the media.

Now it is sugerested to ask for the following:

Situation assessment

Give a brief description and assessment of any measures that have been
taken, in particular since 1988, to increase people’s understanding of their
health problems and ways of solving them. The following aspects might be
considered:

- what is the nature and type of health education programmes being
carried out at central, regiomal and local levels (e.g. promoting
healthy eating, non-smoking, exercige, accident prevention, ete.
or coordinated programmes covering a range of topics;

- what is the target population of the programme (general public,
young children, adult women/men, etc);

- what financial and manpower resources have been devoted to health
education programmes (rate of staff to target population, non-scaff
budget devated to programme=z, &tc.)}

- are the programmes formally monitored and evaluated and how?
what are the main regultg and obstacles?
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The situation assessment is shifting the emphasis from indicator format
to a more flexible format of having countries make out reports and stimulating
them to think the isgues through. This will increase the usefulness of
monitoring for the Member States and encourage them to produce their own
reports chronicling their prograss with the HFA targets.

4.2 About ome~third of the indicators are unchanged, about one-sixsth
reformulated, and a small number of new ones have been introduced. All the
others are either inecluded in the situation assessment or deleted. There was
ng time series available for the deleted ones, so there is no danger of
disrupting trends.

4.3 The global items and indicators are incorporated in the flexible
situation assessment and the regional set of indicators 5o as to aveid
duplication of reporting.

4.4 A distinction is no longer made hetween essential and supplementary
indicators, as some supplementary ones are very important.

4.5 Necesgary further improvement of indicators and measurement technigques
can only be achieved if meetings of experts are organized, focusing on
particular fields. There are some areas where development requires
significant investment in new methods - disability, environment, etc.

3. Future developments

There is still a signficant lack of population-based health data in the
Region, particularly related to morbidity, disability, behavioural patterns,
accegsibility and qualicy of care. On the other hand, many countries do
conduct different population=-based surveys at one time or another.

Supported by WHQ/EURO, gome promising attempts have already been made to
develop common methods and instruments for health interview surveys. From an
epidemiological point of view, it is quite clear that adequate planning,
implementation and evaluation of HFA strategies is not possible without
periodieal population-bazed surveys, the most cost-effective and appropriate
one to start with being a health interview survey. That is not to say that
they can solve all the problems, but in view of the new opportunities for
international collaboration in the Region, it i1s worthwhile considering the
possible role of the Regional Office in spomsoring the development and
implementation of the Common European Health Interview Schedule. This might
consist of a basic data set and a number of standardized interview modules on
specifiec topics, to be included on a rota basis, probably at 6-year intervals,
and focusing on problems tying in very clesely with national and/or regional
priorities. This will be the necessary and decisive step towards creacing
comparabie national health information systems, capable of supporting the HFA
strategies. Even in the short runm, it will increase the efficiency of country
resources spent on information. In the long run, gquite apart from the benefit
of realizing real implementation of the HFA strategy, it will reduce the
burden on the Member States if greater responsibility is assumed at central
level for coordinating the European Health Interview Survey and collating the
information.

Thig could be done by permanent staff or through independent coutracts,
but in any case it will be best supported by a collaborative agreement cof the
central health statistical offices.
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A related but separate issus Is the necessity of developing more
appropriate indicators in some areas, i.e. disability, qualicy of life,
lifestvles, environment, health legislation, family plamming, ete. It is
clear that despite the significant conceptual and preparatory work so far,
there is a lack of tangible and, in particular, practical indicators.
Therefore, time and investment in methodological work are needed, more
specifically in the light of the foreseeable redressing of the balance between
mortality and healthy functioning.

Finally, the function of EURQO as a health information centre,
particularly the WHQ/EURQ data bases, should be further strengthened.
Certainly, the Ragional Office should act as a pool of regional data bases,
keeping up—-to-date and reliable data on different topics. However, not all
data collection activities in EURO technical units could or ghould fit into
rhe HFA indicators and evaluation activities. It is supggested in the future
ta request countries to report to WHO/EURO at b-yearly intervals in order o
carry out the evaluation exercises. However, in the meantime to monitor
progress only on the basis of the information available to the Regionmal Office
through other regular sources. This is justified by the relatively slow pace
of changes in the situation and will relieve pressure on the countries too.

Countries are encouraged to produce their own health reports in lime with
the HFA strategy and the regional targets. This will increase the usefulness
of the HFA evaluation for the countries and, at the zame time, ztimulate the
exchange of information about achievements towards HFA. This, in tura, could
increase the impact of HFA policies. WHO/EURO should provide some guidance on
the best way to prepare and present health reports.

6. Conclusion

EACHR's advice is requested on the problem identified with regard te the
present monitoring procedures, the approaches and solutions suggested, and the
proposed future development of the monitoring process of progress towards HFA.
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IN SEARCH OF QUALITY
Viktorija Cucic

"Quality of care” is an area of health care for which it may be said.
although it exists for quite a fong time both in theory and practice,
that it still seeks its identity, which only now is in the process of
being successfully completed. Despite abundant written literature,
numerous theoretical elaborations, described mechanisms for
quality assessment and quality assurance, individual, institutional
and government committments, legal and statutary regulations,
there still exist dilemmas of semantical nature and significant
terminological differences. Therefore the Search for Quality is
always a new challenge, guiding the researchers to reattempt to
define it, or to enter into polemics with one of the already existing
quality definitions,

We shall try to avoid falling into this trap and to focus, in a fairly
simplified way, to only one dimension in this field.

Namely, the activities covered with "Quality of Care” (Quality being
related to intended outcome) may be considered in three
dimensions:

- evaluating (quality assessment) - which includes the comparison
results of factually rendered care with the outcome standards of the
best possible care under- similar- conditions; - - - L — e e L

- corrective (quality assurance) - which in addition to the
assessment includes also the undertaking of steps for the correction
of differences between the actual and ideal - or the best possible
care,

- research dimension - through which new knowledge about the
first two, as well as for answers to broader theoretical questions
concerned with the conceptualization of the quality of care, as a part
of the health sysiem are obtained,




The aim of this contribution is to define this research dimension of
the quality of care, to determine its place within the general theory
and classification of the research and research methods, and to find
the theoretical-conceptual basis as the departing point of the
research, and finally to consider some of the current research
preoccupations, as well as the future needs.

In the definition of the goals of quality assessment-assurance
efforts as those which should:

I. Improve health outcome, pointing out that the “research into the
quality of care can no longer be carried in splendid isolation from
other issues” Brook and Lohr (1) have in fact quite clearly located
the research in the field of quality within health system research.
2, Improve the medical practice (i.e. the process).

This research "aims at supporting the decision making process at all
levels of the health system with relevant information, in order to
achieve a more effective operation of the system leading to an
improvement in health of the population " (2). “The health system
is the complex of interrelated elements that contribute to health in
homes, educational institutions, workplaces, public places and
communities, as well as in the physical and psychosocial
environment and health and related sectors” (3).

This entire system within which the quality is borne was defined by
Donabedian in one -of his pioneer works in 1966 already (4) and the
topics oriented to the research which are much broader than health
services research. A series of variables used as quality indicators
were grouped by Donabedian in the following way:

- Characteristics of the settings within which the medical care
process takes place,

- Characteristics of provider behaviour in the management of
health and iliness,

- Client behaviour, client provider relationships,

- Characteristics of use of service,

- Characteristics of health and other ouicomes,
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It is evident that the scientific view in health system research in
general, and particularly in the field of quality of care is wide,
wider than in any other type of research, and that its scientific basis
does not originates, nor it can have an ornigin in only one scientific
field or a discipline.

Even a more narrow part of the research on quality focused to
health services only, in order to study the question in the field of
efficacy, effectiveness, efficiency, variation in use and the like,
cannot built its theoretical basis on medical sciences only.
Therefore the research in the field of quality of care are oriented to
build their body of knowiedge through a multidisciplinary
approach, i.e. on boundary fields between medicine, behavioural
science and social science, economics, biostatistics, etc.

This gives rise to research methodology used in the field of quality
of care. A widely accepted problem oriented quality assurance
paradigm consists of the following steps: routine observation,
problem identification, problem analysis, selection and
implementation of appropriate measures for problem solving and
checking whether the problem has been eliminated (5).

In each of the steps of this paradigm a research question may be
put forward and the answer to it may be sought through different
types of studies, different methodological approaches and types of
analyses. e o B Tt S

A detailed elaboration of the methodologies comes out of the
framework of this paper, and therefore it will be only mentioned
that quality studies according to their character may be:
descriptive studies, analytical studies (cross-sectional or
longitudinal), intervention studies, evaluation studies, futurological
studies, ete. The most frequently mentioned epidemiological studies

may be, owing 1o their subject-matter, any of the above mentioned
types of studies (6).
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A whole series of methods and research techniques well known in
medicine and other sciences are also used in quality research. Let
us mention only some of them:

- randomized clinical trial, as a very thorough evaluation tool,
comparison of regional variations in health care outcomes, pseudo-
randomization as a practical tool,

- group judgment techniques (Delphi, nominal group process), for
the establishment of criteria for appropriate care,

- decision analysis - as a tool for the assessment of risk and benefit,
- mathematical modelling, meta analysis, various computer models,

algorithms.

One may add here utility theory, generalizability theory (7) and
other theories used by researches when traditional measurement
theories do not offer sufficient answers to questions put forward.

As it was already pointed out, the research is directed towards the
"Search for the highest quality or the most effective health care
services” (8), i.e. their goals may be established as the search for
new knowledge for the heaith system improvement mechanisms at
all the levels of direct influence on the improvement of the result of
the care. Search for factors bringing about such improvement and
direct implementation of such results in the practice in order to
overcome the "gap between the elegant studies and methods of
researchers on the one hand, and the day-to-day lives of decision
makers in real health care organizations on the other” (9) is also a
significant goal and the task of such research.

A survey of the research in quality even for a short period of time
would be an extensive and complex task coming out of the
framework of this paper. We shall therefore only mention here
some important papers and results. We shall single out only some
research periods which seem to us to be of crucial importance,

A research period which has not been limited in time belongs 1o the
dealing with the question "whether quality of care is measured
better by focusing on the process of care (what is done) or the
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outcome” (10). The theoretical basis of these papers find their
origin in Starfield and Scheff (1972) (11) and Brook (1974) (12), to
be continued by a whole series of authors mentioned by Mc Auliffe
in his surveying publications (13, 14). These include Kane (1974),
Rubenstein (1977), Hulka and Rome 1979, Mates and Sidel. 1981,

Pointing out that these studies have only identified the research
directions but that they did not have a full medical knowledge for
the confirmation of deeper relations, Rhee S. stated in 1984 (15):
"In the area of scientific medicine the importance of the causal
relationship between the process of medical intervention and
outcome of medical care can never be overemphasized.” Although
many important studies were made in this field, their practical
implications were limited, but recent developments highligt a
number of research problems which remain to be solved and use of
modern information technology has given success to such studies..

Similar may be said for the research in the process field whose
beginnings go back to Lee-Jones pioneer studies and include a
number of researchers engaged on the formulation of the "implicit”
and “explicit” criteria, consensus conferences, and the like.

In his survey publication published in 1985, Donabedian mentions
the majority of these researchers and states that although until
1964 the greatest number of approaches to quality was developed,
and that from 1964 to 1984 all that is known was repeated,
unfortunately no answer was found to some system questions (16).

The research in the field of Qutcome of care represents a wide
research field, with a long (radition, which seem today of greatest
actuality than ever before. As an illustration of this statement may
serve these two quotations from papers published at the end of
1986:

"The rationale of the outcome approach is the clearest of all: As
health care aims at curing disease, arresting its progression,
restoring functional capacity and alleviating pain and suffering, the
quality of care should be measured in terms of the achievement of
those objectives” (Vuori, H. 1989-17).
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Slater Carl (10) states: “Ultimately, quality is a measure of the
adequacy of the processes of medical care, bur it only has meaning
and value if outcomes of medical care are improved, that is, if the
medical care is effective.”

From the very beginning of these investigations, when in the first
haif of the 19th century Louis systematically studied different
therapeutical outcomes (17) through to Cadmon, who in 1916
already understood the meaning of “end result”, Kohyl who
investigated preventable perinatal deaths (16), Brook who
elaborated in detail the outcome (19), right through to Tarlow, War
and collaborators who published one of the most recent research on
outcome in 1989, many researchers were of the opinion that "A
useful approach to thinking about ways to monitor the results of
medical care is to begin with outcomes and then t0 examine
variations in both the processes of care and the structural features”
(20).

Donabedian divides the studies on outcome into two big classes (16).
In the first of these classes are the studies in which favorable
adverse outcomes such as mortality and case fatality serve to
indicate or at least to suggest - a judgement on quality, in and of
themselves,

These are the studies which have analysed the differences in
postsurgical morbidity and fatality among hospitals. Some of them
succeeded to enter adjustments for differences in case mix that
might influence outcome independently of the quality of care (for
¢X. m. age, sex, diagnosis, length of stay, hospital occupancy, and so
on). Into this group of papers may be classified out own
experiences with fatality index (21).

In the second class of outcome studies are those in which the
identification of adverse outcomes is merely a 1irigger to the
assessment of antecedent process.
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The basis of the methodological approach in these papers consists
from the outcome specifications which is expected to be achieved,
furthe the statement whether they were achieved or not, and if
they have not been achieved that the process and the outcome are
analysed. The most significant studies in this group belong to John
Williamson from John Hopkins University,

The special category of outcome research consist the projects which
are currently in course in QCT Unity, WHO, Copenhague. According
to their character these studies could be classified as intervention
studies, because they also include immediate action and
undertaking of changes. They are also multinational studies, to
ensure the comparation in different national settings.  Their basic
decisions is direct applicability, in which the outcome differences in
eéveryday practice are used ag entry points for further activities
within quality of care. Let us mention only some of these studies:
Oral Health Quicome Study, Hospital Infection Control (continous
surveillance system for monitoring the outcome of surgery and
ensuring quality). Acute tonsillitis study, Appropriate Utilization of

Iron During Pregnancy, Mangnetic Resonance Imaging technology -
assessment, and so on,

Ross (22) is for the use of administration data on the basis of which
the outcome could be followed up, and Brook (1) speaks about the
use of noninstructive outcome measures, about themeasures "that
do not rely on obtaining " infdrmation ‘directly from patients or
physicians and that do not require medical record dara.” We have
used Im our environment such data in our studies, based on
secondary data, insurance claims files, statistical system and so on,
and we have concluded thar they may be very useful in the
assessment of the outcome and in the assessment of the variation in
health care (23, 24, 25).  Into this group of projects the current
project carried out by QCT Unit may be also classified:

1) Maternal and Child Heaith Data Base Trial --- A Tool for High
Risk Jdentification and Selection of Appropriate Intervention

Strategies for the Goal of Improved Health Care Quicome in Primary
Health Care
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This project addresses the European Health For All (HFA) 2000
targets for the reduction of maternal and infant mortality and in
appropriate technology assessment and quality assurance. The goal
of this project is to investigate whether the use of personal
computers and software are appropriate tools to aid in the tracking
of individual health status (surveillance and feedback) at the
primary health care level and the identification of risk factors in
local conditions. In particular, the information system’s essential
database structure would be tested 1o determine if it could facilitare
the detection of at risk mothers and infants, compliance with
intervention strategies and measurement of cutcome,

Methods: The system integrates the use of an essential database
comprised of key health status indicators and feedback mechanisms
with the information requirements of loca health care professionals
and field workers.  Strategies for local intervention would be
designed based on valid epidemiological data, health care resource
variables, and local health care priorities. Limited field trials in
primary health care clinics/sites in Europe and other regions will be
initiated during 1990.

One of the most recent outcome classifications has been given by
Davies, LM with collaborators, although he remained within the
framework of the theoretical elaboration (26 and annexed Tablel),

The researchers have been frequently in favor that “better
measures for assessing health ouwtcome in terms of both health
status and patient satisfaction should be developed” (27).

Patient satisfaction Tepresents an essential integral part of the
research projects carried out within the QCT Unit activities,

A constant research preoccupation ‘remains “the relationship
between process, intermediate outcome and final outcome measure”
(27), because it actually containts the question of a good, reliable
indicator which may be routinely applied.  This preoccupation is
formulated by Slater (10) int he following way: "It is unclear
whether the expected relationships do not exist or whether the




methods of process and outcome assessment are so deficient in
validity, reliability and sensitivity that the relationships are
missed”. Results have indicated that this is a healthy approach.

Research studies within WHO Regional Office for Europe
The report on technical disucssions at the thirty eight session of the
Regional Committee for Europe was published in the last issue of the
"Quality Assurance in Health Care" devoted in toto to the "World
Health Organization and Quality Assurance" (28) does not reflect
even approximately the research activities in actyal existence,
although it stresses that "much action research has been directed
towards cataloguing existing activities by hospitals, professional
bodies and consumers within countries.” It is also mentioned that;
"A number of international collaborative studies had been made on
outcomes in specific conditions.”

If we, however, bear in mind that health. system research are
directed towards the search for new knowledge directly applicable
in the decision making for quality improvement, then the answer
for the majority of key issues with which QCT Unit is involved are to
be found through the intervention studies. These questions are,
according to W. Wahb (29):

1. ommunication technologies: _information, computers in health
care, health policy and management;
comparison_of variations jn health care practices: cancer
screening, prostatectomy;
incentives and disincentives  for appropriate use of
technologies;
methodology of assessment and use of medical technologies:
the insulin pump study and management of diabetes in
general;

laboratory technologies: in diabetes, myocardial infarction,
hypercholestorolaemia;

imaging technologies: the basic radiological system (BRS),
magnetic resonance imaging (MRI), ultrasound imaging;
perinatal technology: _iron supplementation for pregnani
women and newly-born babies:
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safety in health care: hospital infection coniro I, biosafety: .
drug ytilization: use of antibiotics, therapy of respiratory

infections:

oral heajth; preventive measuyres,

The new research field directly opening also through a collaborative
study is the concept of effective quality assurance in regard to the
blood use,

There also remain significant research possibilities resulting from
the cooperation of the QCT Unit with other units within the WHO.
This cooperation in the best possible way illustrates that the
activities in the field of quality, and even research are not the goals
in themselves, but they are together with all others oriented
towards the general policy of "Health For All".

WHERE TO GO FROM HERE
The first question how to transfuse the powerful accmulated

knowledge collected by the research in the field of quality of care
mto everyday practice.  Are information flows here a choice
solution?

Komaroff (30) is in favour of: 1. Enhancing Information System
Development with Single Institutions (to include more detailed
clinical and laboratory data than currenty is used in typical system;
the development of physician feedback system). 2. Organizing
Multiinstitutional databanks with capacity to identify and monitor
interinstitutional and interphysician effectiveness of medical
practice,

Berwick (9) states that there will exist "four intellectual pillars for
quality research in the next decade. The topics are:

1. Effectiveness of care practices - or knowing what works,

2.  Appropriateness of decisions, or using whar works,

3. Execution of care - or doing well what works,

4. Purpose of care - or clarifying the values that tell us what
wish 1o do.
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‘There exists also a very marked need to elaborate more deeply the
theoretical part of quality research, i.e. to integrate considerable
multidisciplinary knowledge into a unique elaborated theoretical
model.  The existence of such integrated model would enable
further development of the research, more precise and more valid
research techniques and evaluation and testing possibilities to
develop increased effectiveness.

Only now, with the precise definition what we measure and how
we measure the studies in the field of the epidemiology of quality
of care would be made possible, as well as the research on how to
measure direct and indirect cost and benefit of medical care, where

benefits refer to expected patient outcome, when to stop and when
to give more care and so on.

Te many questions in the field of quality only partial answers were
obtained through the research, anbd some of them are only
indicated and are left to the future. According to Brook (1) these
also include:

- clinical validity of process measures - degree to which process
predicts outcome,

- physician-patient communication and how art of care or
physician style affected patient outcome.

The quality in PHC, that is its assessment and assurance in
community framework also represents an important research field

(31).

The quality of non-medical approach in PHC stands out here. There
are many other needs for research, as pointed out in references (32,
33). Some of thei‘n, considered particularly important, are repeated
several times and the demand for such research will persist.

It seems, however, that the time for the research in the area of
quality of care is to come. Recognized first as the need, demanded
ther in everyday practice the quality of care is getting its
theoretical shape more and more. This increases the demands for

new knowledge. The number of researchers also increases, and




they are finding their research topics in their own practical work
and the research methodology aids them to find the answers, In
this way the research is directly of service to the decision making.
Therefore in the field of the quality of care research - although
much has been done - their future is to come.




page 31

RaEun

Institutu za socijalnu medicinu, statistiku
istramivanja u zdravstvu

*

n

Za prevod materijala za WHO:

I. 11040 sl. mesta, odnosno swana 5 po 60.- dinara 300.-
2. 5819 sl.mesta, odnosno 3 strane po 60 dinara 180.-
3. "In search of quality", 21144 sl.mesta, odnosno

10 strana po 60.- 600.-
4. 1 pismo po 40.-
Ukupno 1.120.- dinara

Molim da se gornji iznos upiati na moj ziro rafun broj
60811-621-16-80700-14-35-01110-2
kod Autobanke, Jugobanke, PJ Beograd

Podnosilac raFyna,

Desanka MilekiE
SO Novi Beograd,

11070 N.BgdJurija Gagarina
35/96

Beograd,
27. januara 1990. godine







HEALTH FOR ALL

Annex 3

Background Document
for BACHR Heeting_

Co%nhagen, 20-22 February 1990
WHO/EIRO

THE SEARCE FOR QUALITT
A HEALTE POLICY PRIORITY POR WEO IN EUROPE

by

Kirsten Staehr Johansen, M.D., D.D.S.
Chief, Quality of Care and Technologies
Regional Office for Europe
World Bealth Organizatiom







page 33

n ‘?i.

The Search for Qualit
A Bealth Policy Priority for WHO in Burope

The European Region, despite 1its political, social and sconomic variety,
is characterized by a generally acceptable coverage of health care facilities
and personnel for the populaticn, This situation demands that efforts of the
WHO Regional Office for Europe (EURD) are orientated tovards the provision of

better health care by raising the quality of the vork performed by all
participants in the health care progess.

A number of WHO/EURO programmes have introduced this orientation duyripg
the last 10-15 years and some results expressed as quality criteria,
guidelines or other type of recommendations aimed to create the awareness of
the national health authorities, and health care providers are available for
wide vtilization, Quality criteria for drinking water, for air and othar
environmental factors, which are essential in preventing ill-effects on
health, as well as eriteria for quality of nursing care, having a healthy
child, etec. serve as guidance to some particular areas of health care,

The above efforts, although started a good number of years ago, have not
led WHO/EURO to introduce a coherent and comprehensive programme for the
quality of care uatil much more recently in 1982/83 when the document guiding

the policy for Health for All by the Year 2000 was finalized and when the
target No., 31 is clearly spelled out:

"By 1990, all Member States should have built effective mechanisms for
eusuring quality of patient care within their health care systams™ (1).

The announcement of target 31 has been followed by a structural
reorganization vhich hag c¢reated the programme Quality of Care andg
Technologies (QCT). This programme is arranged to design, promote and execure
studies which can gather dsta enabling WHO to elaborate standards, criteria
and guidelines, Such regulatory and guiding criteria serve for elaboration,
adJjusting or changing health polieies in order to improve the quality of care
offered to populatioms in the European Region. At the ssme time the QCT
programme has the challenging role to serve as a foeal point and stimulate the
developmeut of quality activities in all aress of health care under the
responsibilities of other WHO programmes and to attract the health authorities
and all health providers within the European Region to Introduce
systematically such activities (2).

The research initiated by QCT has been carried out as multinational
studies with uniform protocols. This approach has ensured the comparability
of results inspite of the diversity of conditions in different national
settings. In genmeral, such studies were concerned with the new technologies
having high cost, however, many well-established commeny technologies which
have never been adequately evaluated in the past have also come under
scrutiny. Amoung the technologies passed under critical review were:

- the insulin pump

- the use of antibiotics
- gurgical wound infections
~ magnetic resonance imaging

iren supplementation in pPregnancy, etc.




In dealing with these technologiae, a Zethodology has been elaborated and
perfected - & valuable step in the evaluation strategy is constituted by
observationsl studies of spontaneocus variations of the provision, util{zatioen
and outcome of various health care practices (3). This method, although leas
widely accepted and often considered with acepticism, has become a cornerstone
of QCT studies {(4). The evidence gathered from such nen-experimental outcome
studies frequently offer adequate suggestions for improving the eclinical
practice (5), From such type of studies i{s obtained valuable information
helping to define precise questions which will need further research and which
cannot be evaluated other than through randomized control trials.

A clearly certified evidence of the health benefit of such new
technologies remains heavily tributary to empirical evidence for the majority
of routine decisions takem. This situation leads to great variations in the
practices, in utilization of various PTocedyres, in cost of health care which
cannot systematically be justified by the resylts obtained, 3 more cost
conscientious utilization of the powerful tools which the contemporary
medicine has at its disposal could lmprove the quality of care without
continuously escalating the cost. Some of the projects chosen in this paper
will serve as examples for the statement made above.

QCT experience has proven beyond any doubts the value of international
cooperation in health service research related to quality of care.
Participation of specialists and centres from different countries in such
research has a number of advantages:

- to create or further develop the local expertise in a given area;

- to raise the level of awareness of health authorities or health care
providers in respect to quality of care which could help in implementing
the health policles in this field when such pelicies are alaborated;
obtaining data which results from a large diversity of conditions,
therefore, much more valid for elaboration of policies applicable to the
whole contipent or even to large parts of the world;
the time {nterval to gather statistical, significant data can be shorter
if the full cooperation 1s achieved,

Some difficulties are usually encountered irn such multinatiopal studies,
in particular, due to differences in medical practices and even in the
criteria for defining a partieular disease, in the interpretation of the
protocol as well as in the accuracy with whiech questions are answered and
records are kept. With time and perseverance these obstacles can be surpassed
and the expected results obtained together with the additional advantage ~ a
better understanding apd cooperation between specialists from various
countries,

The experience of QCT presemted in this paper will describe four
principal examples:

- management of diabetes
hospital infection
tonsillitis
uge of antibiotics.
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Some other armas such as:

- information systems for primary health care
- use of {ron supplementation in pregnancy
- ¢linical efficiency of magnetic resonance imaging etc

will not be analysed in viewv of the space restriction of the QCT project
in this area.

Dlahetes Mellitus

The QCT project in this area has started as an evaluation of the iasulin
pump. This nearly-developed device has been advertised as an advanced
technical solution for comtrolling the bloed glucose in diabetes. The
evaluation of the insulin pump has been dome in eight European countries using
a standard protocel with a multidisciplinary approach. From the 1219 patients
selected, 768 have agreed to take part in the study and only 341 participated
in the randomization. The sustained compliance of the patients with the study
was much lover and the drop=-out rate was an average of 208 (0 to 60%). One of
the major results of this study was the effect of tha self-monitoring of blood
glucose which has led to much better tesults than the insulin pump (6).

This conclusion which Is today supported by the International Diabetes
Federation (IDF), European Regions, has been fully supported by a large number
of specialists present at the conference held in Saint Vinceut, Italy, on
October 1989 where 3 declaration has been adopted with a view to improving the
care of diabetic patients and to avoid more complications such as retlnopathy,
end stage renal disease and particularly limb smputations.

Diabetes mellitus represents an ideal model for the implementation of
quality of care approach as the adequate control of the level of bleod glucose
cannot be achieved without active and knowledgeable patient participation

which is based on adequate communication between the medical personnel and the
diabetic (7).

A large mmber of countries in Europe are in a process of adopting this
view and the target clearly gtipulated by the Saint Vincent declaration to
reduce the limb amputation ratio by 50% should serve as an objective increase

in evaluating the gquality of the disease management in each medicazl
inzstitution,

The WHO collaborating centre on diabetes at the Cantonal Hospital,
Geneva, has elaborated a very simple-to-use clinical criteria to defipe the
high risk group patients for diabetic foot, With regard to the possibility of
the patient inspecting thoroughly his own feet, when this inspection 13 not
possible, for various reasons, the patient is a candidate for gangrene and

should be monitored either by a member of the family properly instructed or by
his general practizioner.

Similar approaches are necassary for other diabetic complications in

order to reduce thair Incidence and to improve the quality of life of the
patients.
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Hospital Infection Contrel

This constitutes an important indicator of the quality of care 1in
hospitals. Unfortunately, despite costly technologies and managerial
approches, not always fully accepted by hospital staff, the problem grill
remaina,

QCT has started with the surgical wound infections monitoring and has
encouraged centres in Europe to use a Danish conceived software (DANOP~DATA)
designed to be user friendly (8,9). Twenty two centres from 11 Buropean
countries participated in this project and results are available for more than
13 000 operations (10). The experience gained during the initial phase 18 now
used to perfect a WHOCARE software - computer assisted registration of
‘surgery. Such registration offers surgeons a tool to perform self-assessment
and to continuously compare these results with the scope of improving the
outcome and therefore the quality of care. The WHOCARE software will be
available io four of the WHO/EURD official languages (English, Fremeh, German
and Russian) and it is expected that a version for pilot testing will be
released in May-June 1990. A wminimum data Set cao be obtained uysing this
software enabling the user to make valid scientific comparisons.

Tongillitis Study

This constitutes a typical case of a very common medicgl practice being
evaluated as to i{ts effectivness and efficlency. The study is aimed at
obtaining objective data livking the variations in the utilization of elinieal
and microbiological diagnostic criteria and the antibiotic treatment of the
disease. The end points for evaluvation are the mmber of days of aick legve
and the duration of the febrile pericd as measure of the effectiveness of the
treatment applied for the streptococal infection, one of the common causes of
tousillitis. Twenty five out of thirty two European Member States of WHO have
entered this study and the collection of data 1s ongoing at present. Ip
Sweden, prelimipary results have triggered a suggested action (11), for the
rest of the countries the first results are expectad at the end of 1990.

Use of antibiotics

QCT, with the cooperation of the Department of Epidemiclogy, Univeraity
of Freiburg (F.R.G.), has organized a symposium on this toplec, Previcus
activities of WHO in this area of rationalization of the antibioric
utilization such as the meeting of Bealth Action Internatiomal in Penang
(Malaysia), as well as the collection of information on resistance to
authorities of various strains of pathogenic microorganisms, have constituted
the basic {oformation retrieved during the mentioned syaposium,

Four main topics have been addressed;

- antibiotic use in respiratory infections

- disrrhoea
- surgical wound prophylaxis
- urinary tract infections.

In each area, after the raview of the situation, recommendations for
research as well as for practical utilizati{on wvere made.




Among the major aspects which need to be Pursued are:

selection of drugs, dosage, duration of utilizatien, which for
respiratory and intestinal {nfections are egaential; _
Shotrter courses or lower doges as well as adeguace selsction of drugs
should be submitted to carafyl elinical trial and once the protocols
defined, standardized procedural manuals, designed to be ysed in
developing and industrialized countries, should be elaboratad.

Specific recommendations for the surgical wound and ur{nary traect
infections are given and a l{st of essential antibiotics which consider the
relative efficiency and the cost of the drug vas drafted and published (12).

The guidance given by the paper, briefly summarized, will be able to give
acceptable recommendations.

This brief review of the efforts made by QCT for a hetter quality of
health care cannot be closed without mentioning that a number of data and
facts have demonstrated that despite the level of developments of health
services in Furope, the health care delivery needs further improvement,

A recent epidemic of AIDS in a Enropean country, due to irrational
utilization of small blood transfusions in malnourished children, proved how
dangerous totally umjustified procedures can be,

Table 1

The large variation in surgical wound infectiom and use of antibiotics
for prophylaxis, which is seen in Table 1, demonstrated the fact that there is
a lot of space for improvement in this field, The data in table 1 vere
generated from the WHO/DANOP data study described earlier (10).

Percentages of overall infection, use of prophylaxis, proportim of emergency surgery and
praportion of interventions labelled as clean for & of the mst froqumt interventions

Mo of Ovacall infaction Uvarall sme of Drersll ruts of Propartion of operationa
oparaticns rata anciblotic prophylazia of semrpency laballed ap cleao
{Range ) {Eangs) {Rangs ! (Mange)

Coda %02
Operation for 550 3.l
iniquingl hernty
(10 cuntren) (0=-12,51) (88-1001)

Code 91&
Chalecyatanroay (1 ¥ &.41

{10 censrws) (0=-14.5L)
Code 1301
duesoeynthosia 1029 2.4 m.0%
{h contres) {1.1-},. 1) (0=1111
Code 1302
AMloplaatic &% 1,.1% o,

aprrationg
(1 cantred) {1.2-4.41) {0-84%)

Thedn & operacions azrount for MY of the toral umterial of ¥1% operations.




INFECTIONS INCIDENCE
DIFFERENCE 1988-1989

SUPERFICIAL WOUND INFECTION

1988

N. OPERATED 4182
N. INFECTED 233
INCIDENCE 7 5.57
STAND. ERR. 0,35

DEEP WOUND INFECTION

1988

N. OPERATED 4344
N. INFECTED 57
INCIDENCE 2 1.31
STAND. ERR. 0,17

The improvement which is indicated in Table 2 is reproduced after the
data recently collected in Italy by Dr D. Greco and collaborators (13),

QCT programme should coontin
continuously increasing the pumb
providers of care in rhe quality
the goal of health for
optimal quality of care poszible for the investment
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TERMS OF REFERENCE

QUALITY ASSURANCE TASK FORCE

The Quality Assurance Task Force should:

1. Provide a forum for discussion of quallty assurance;

2. Discuss periodically the development of quality assurance programmes;

3. Ensure proper cootrdination and cooperaticn of relevant technical units in
EURO in the planning, implementation and evaluation of quality assurance

programmes,

4. Identification of final product to be disseminated in Member States by
the office vehicle,
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PROTOCOL FOR STUDY OF PATIENTS WITH MYOCARDIAL INFARCTION

Family name!

Firstl names

an uf c.“t'r [ BC DR L B B BRI B B B B N B BN R BN B N R NE N NN BN N RE RN BT RN ORE N RN K RN RN R N RCRE RN NN N R N W 3 4 E

No- 0' .dnini'tr.‘iv. r.cord".lﬁl..l"'l.l"‘l."‘l!.'-l LB B S N B R R B B R

Serial no. of the enrallment in the study..cvivvnusnnrsnnsnsnnanane &

Date of registralion suiiivevssasinnaanrsnnrnnrnrssansnsns 'N.".‘l T H.._L..

M M D D Yy »
Saut 1-ﬂ.1lf E-flmlii Tes s e s AN s dimbnannandnnunnan st entubnuan 1O E

H!ight (cm) RN R A E R E R E R NN N R R NN N NN W A A I R A A AN a R R R 17 mi

ueight {kg) LI O I B LB B S BLBE BN B B L BB BB BEOE LI B NUNL Y BN B B BE N BE BN BN BN BE NN BN N N N RN R R R IR N R N ] 20 m

Dat' o’ birth B8 R RS AP R EEEE AT NSRS AN AR 23

R I S A
M M D D ¥ v

Review!? First[:‘l suandDE thirdES fourtthl HH!‘:DS vraraenns 29 l:

Data M"review....................... ............... anna 30

I S N A
S:;Wt&ut ot lm...l.,lug,lvh ad!. - M M DD Y Y
ate of patient L7, supuaacalive ea nat traced b s 3B
AEYE SV Pl [::] ¢ E:] [::] " [::
Situation of patient: in hospital D‘l not inhospital E:Z unknownD.. 3D [::

Detinitive diagnosis (1** reavisw only}t

Acule myocardial infarction:
definite L—:'t pnmibleDE noneDE insufficient data mh..” 38

Critaria for diagnosiss
Mistory of paint typicalD*l atypicalma nuneDS ne dat.a[:]4 e —

[
| [
ECG changess deﬁnitem‘l aquivncalDE utherDB nonaD-% no datags AOE
Serum enzymasi Elevated[—_-]1 equivocalljz normalDB no datal—-_—}# PN 4-1[___
Autopsy diagnosis:positive[:j'i negativema ng dataDS .......... N 42[:

Risk factorsi

Arterial hyperlension Q=n0 15 ye§7uounnnanas .




page 42

Diabetes mellitus O = not 4 % yosluerenrannaranens 44
Previous infarction Q" nor 17 yestuiiieninnnnnenes 85
Smoking habit C ™= No7 1 = yYes.ivivrvnnnan veras 46

Sarum cholestarol > 220 mg O = D01 1 ™ yesiivuieavreennnass 47

OO0

Serum triglycerides > 140 mg 0= N0t 1% YeSieerununnn veeeses 48

Decupationt
Present oceupational situation: O = unemployed 4 = retired or approaching retire-
meni Z = permanently disabled 3 = housewife 4 = not actively employed for anolher
reason 9 = aclively employed ..ivvicvvnnnnnns . Prrreaer e sesree 49

Level of education: primaryE:]1 sacundaryt:jz higher[:]3....”..... 30
Coronary heart disease educationt

Have you ever received instructien on myocardial infarction?
o'no 1nyes ‘.-.."......'....-......‘l--'.......- 51

L
M

O a0

Number of hospitalization during the interval ...viveceneeen Nr et e b

Reason for sach hospitalization:
1CD code

et e eerraeerrerereaerareaana et beenaana seeresesenesiieee 53 e

¥ EEwaEa 28 ARFAF AR AGEnanaa "'."ﬁ.--Iqll....‘..p;"..l|||l--.q'||l 57

:

LR R R R R R L I R I I T b1

L [
NUMbDr o? dﬁyi 1“ CCU LA R R N L L R I R N I I I T R bs [::[:]
Number of days in hospilal wardeeiveeceesvnsvonnanns svrssssnnann wrnmsvee &7

5

Complications in the intsrval:

Congestive heart failure! O = nos 4 = yes; 2 = UNKNOWN severernnnn sereesre 69 [::
Shﬁck AR R R R R R T R E R 0‘—"“0: ‘lzyes;E=unanwn As dddsvaans 70 r—"—"
—_

ThFUMBQ“EMbOIISm LI B B N BB Y BN N N B N A B Y 0""0; 1=y95; aﬂunknowl‘l LI B B B B B A R ) 71 C
Cardiac arresl ,.vesssesssvsnsnas O = nog 4 = yes: 3 = unknown ..iieseacas 72 [::
Reinfarction ..... sEmrErsssencaan 0 =nus 1 =yes; 3= unknown ......... ve 73—
a L_-
Aﬂgiﬁﬂ Pectoris LR IR B B B R N B ) 19 % o = no; 1 = yES; 3 = unknﬂwn LI I B R NI I Y 74 E:j

ICD code
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Treatment {n the {ntervall

Systematic rehabilitation program ......o O = N07 1 % YOS vuvirrnnrnnnnnns 79
Beta blockers ,...inuvnrsnsnssnnssssnnnes Q" ng; 1 = TS s ey B0
Calciblockerteessunrsnssnsnsnasunnoinnsnass D ®ngj 1 @ Y®S i iensvasananas B1
Nitriles .ovinssnvnssnnsaneonsnenavernses O = nor 1 & b T v
Diuretics,uuvvnrsnvnnnsnnonniennnnnnnnsne @ % N05 1% YOS o0 uvnnrnnnnrnnss 83

ANt arrhy AmiCSeuenrissrnenaticnnaesnssee O 005 12 yos uuyernnns veres B4

ANt icoaguUlants. .o snrsnrsocannnsusenees O = Ngs 4 = YBE it iemraan veees 85
Thrombolytics sovuvnsnnssaceansasinnnanss O 2 N07 1 ® YOS oiitiunnnnnnnnnn. Bh
Digitlalis wuvevssvnvnnnnnneicnansnsnnenes 02007 1% Y05 oiurininnnnnnn... 87
PTCA sovvavsannsnnssnsavansvissssansnnses O @ ot 4 = Y88 . iisinaietinan,, B8

CABG Y Y N N Y R N R R R R R E T e . 0 = No; 1 = yﬂs sassasnannsvenss B9

Others ... ccviinnas rvsadvenrnnsesvunren @ I N0 1 * YOS tinianeenns veees 70

UNOo0000a0nmn

Specific activity scalet

Can you carry 24 1lh up eight steps or carry objeéts that weights at least 80 ib or
do autdeor work (shovel snow, spade soil), or do recreational activities (skiing,
basketball, squash, handball, jog/walk S mph).

. O-n°= 1-)’95 PAa s hkm b aaaAbun g ?1 D if no gﬂ ‘LD 92

Can you have sexual intercourse withoul stopping or garden, rake, weed, rollar
skate, dance fox—trol, walk at a 4 mph rale on level ground.
o = nD} 1 = YES LE R B R R E RN EREN N NN NN 92 D 1f nﬂ gﬂ tﬂ 93

Can you perform to completion any of the following aetivities:
Shower without stopping, strip and make bed, clean windows, map fleors, bowl, play
golf (walk and carry clubs) walk 2.% mph, dress without stopping.

°=“°; 1=yes W 4w R R E R RN E Y FATYAOEE A LR R B B Y LR B 93 | —
S

During the interval to what extent was your usual lifestyle disrupted because of
problems with your heart disease,

a4 great deal notl at all
1 2 3 4 5 b 7 ttaannananrnenrnaas srsasunaan sarien 94—y
-
During the interval how many hours of work (paid or unpaid)
did you lose BECAUSE OF YOUr Nearl diSease..ueeeseerereenenennnss 93 r-r——r-7——j
How would you judge your present state of health:
good had
1 2 3 4 5 & LR E T R T L T e
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How would you judge your general state of health
compared to the olher people of your own age.
better worse
1 z 3 ‘ 5 6 7'.I.Ill'lt'.liliﬁl.lll'liithlldll 100 r""'—
How much of the time during intarval has your health limited your sacial
activities (like visiting with friends or close relatives)?
all the time not at all

1 E 3 4 ﬁ b 7.Itul..l-twai--llct---lontol.otun 101 :

Try to make an overall judgment of your total quality of the 1{fe at present.

totally totally
satisfied dissatisfied
1 2 3 4 5 b 7..Il.lill|i. IIIII lil-l'lb.-llﬂtl-l 102 E

Circle a number on sach at the following scales to indicate how often you feel
tach phrase has applied to you during the intervall

all the time not at all
~ 1 feel that I am useful and needed 1 2 3 4 103 E:]
= I feel downhearted and Hluye 1 2 3 4 104 [:]
= 1 feel nervous and anxiopus 1 2 3 4 103 E::
- 1 feel calm and can sit still easily 1 r-4 3 4 104 [:]
= 1 fall asleep easily and get 1 2 3 4 107 [:]
a good nightl's rest
- 1 feel energetic, active ar vigorous 1 2 3 4 108 E:j
« I feel tired, worn out, or exhausted 1 2 3 4 109 [:]
= 1 have felt longly 1 2 3 4 110
= My love/sex life is full and complete 1 2 3 4 114 Egg
= 1 have felt loved and wanted 1 2 3 4 112 E:]
- 1 have been happy, satisfied, ar 5 2 3 4 113 E:]
pleased with my personal life

Please make sure that you have considered each of ihe statements and have
circled a number on each of the scales,

Patients own experience of treatmant during the interval.
How satisfisd are you with your current treatment?
very satisfied very dissalisfied
6 5 4 3 2 1 o- L R I R R I I N R R O N R T, ‘114 r——

How well controlled do you feel your heart disesase has heen recently?




very wvell controlled very poorly controlled
6 5 ‘ 3 2 1 ° L I I R I R A I ) 11$ E

Does ragular controlled exercise help in the management of your CHD?
strongly agree strongly disagree
6 5 4 3 2 1 Oilitil‘-t--nooo||¢|| ------ 116D

Does cantralling hypertension, diabetes, sticking the dietl, stopping smoking help
to prevant another heart attack,
strongly agrae strongly disagree
6 5 4 3 2 1 o|l...5.‘..ﬂ.Q1|IIIIIIIIIII 117 D

Would you recommend this form of treatment Lo someone else who nesded this

treatment?
yes, I would definitely no, 1 would definitely
reconmend the ilreatment nat recomaend the Lreatment

6 5 4 3 2 ;! 0\00;0.;14..1..- -------- TR 115 E
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PROTOCOL FOR STUDY OF PATIENTS WITH CONGESTIVE HEARY FAILURE

Family name?

First name!
Nﬂ Qf c'nt.r:llolii-llidllII!.'I.IIp".lIIQIOI.IUill!'ll-l'.---....... 5m

Mo of administrative record,

Serial. No of enrollment in the 27T Y vertesnsavannrae 7 CT T T

Date of the stud FOPOsSaAls it nann tosnnasrassans 11
Y pree o110

MM D D Y ¥
Date of review ..... U |
L T

M M DD ¥ ¥
sﬂx: 1=malﬂf E=femal¢...............-.-.--... ----- L R R N N N T N T, 23 E:]

HElght (ch lln.li--ll.!-!ult.l--ln.i.lt'lll!iltllIl#io!qli---..u.-' 24m
wEight (kg) lloillt-nnt---nqcttnnnlooltt-n-n.oti---.10--..-.--...... 27 E-‘I:]
Date Df bil"f-h:.u..---un.--.... ------ "4 bwvsanaan Y rswma LR 30

L] T

M M DD Y VY
State of patienti............ O = dpad; 1 = alive; 2 = not traced ........ 36 E:j
Hospitalization of the patients ....... O = MO 1 = ¥YBS tovuinnnnrnnnn cees 37 E:]
Number of hospitalization during the interval L A 1. E:]

Reason for each hospitalization ..... Paseescrrasuannsrinnaasnsaass 39 ICD code
LT [ T

F e N E et E R AN EmEa st anan e e trenana rrasasanrrvenrasssnnnssadZ ICD coda

L.t [ I 1
Number of days in hospilal ........... tausnas Ciieraans Frrr s ateaaaa faesaa s 47 [::
- Date of detection 0f CHF (by phySiCian)e...vesesnnnrnn... 38— — "][_7*_3

DECUPEIiOﬂ H fdsmaamdvrroanEaoy e, () 54 m

What is your present occupational situation?
C = unemployed; 1 = retired or approaching relirement: 2 = permanently diga-
bled; 3 = partly disabled: 4 = hpusewife: 5 = not actively employed:
b6 = aclively employed..uovssernr. N ear e Prsreraas A reeraraeanaus 55 E::

- Does your work invalve?

1) = a considerable physical effort.




2 = fregquant travel.
3) = both., !
o) ] ﬂ.ith.r one nor th. oth.r?idllililiiillllItii-li--i-till-

- What is tha averages taxable monthly income of Lhe household?

4 = helow Lhe national average.
2 = the sams as the national average.

3 = above the nltiﬂnll av‘rag’oit|0|Ill|||0|||l|o|lo|ot||odotloiltdttnn 57
= Lavel of educationt 1 = primary; 2 = secondary; 3 = high8r ..veessnesa.. 58
- CHF sduczation!

Have you sver received instruction on CHF?
o = NQj; 1= y!i K] AN R YRIREATOYERSERLARRRE RN L 2T

U 0o

For how many monihs have you been atiending the medical center? ......, &0

i

Etiologic factarss

Coronary artery diseas@ssssvas YOS s nnnnrannrannsnrss b2
Previous myocardial infarction... S YBS sianssasenwsavasss 83
Valvular heart dise3se .ceivvvasvnnranas Y85 arsensrerraseians
HyperlensioNesssvssasssassnnsannsnanans yes

Previous myodcarditis.ecuciucanviviavonnan yes

Diabketes mellitus ' - YES wsunussarnarnsnnsns &7

Dooocoad

- Madical datal .
CardiothanCic ratio (2) PR B YR SRS ARAEESEERFES SRR A PP At s s s Aa a

i

Systolic bloed pressure (mm Hg) ....... terssneenn sasrasssneraasavies 70
Diastolic blood pressure (MM HQ) wvecuiiiinvevnnntnaninnannnsnsrnnns 73

Heart rate (b/m!n) LI B I BN B B B B BN BB BN B BN N BN B B RN BN N NN BN NN NN N

ilili

Sg canssrsnassnarasanarnesy @ =007 1 = ¥85 iiienntnran
Pulmonary rales sesssasaaes 0 = 005 1 = yes .avan
Hepatomegalia (GM) cuvuivnnensnssnssuvsnnnrasnanvus
Jugular venous distension., O = no; 1 Y85 caseasnsenas
Peripheral edema susassenss Q =105 1 = ¥85 sunuvsas
Serum sodium (mMO1/1) sasvsnnronsanrsasasanssasssnsnas

Serum potassium (mmal/l) .........
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H.m@glﬂhiﬁ (g/l) ..l'll.ll!l'.ll-.ll'l!lll ----- llllit-"i--;.gn-.;...-. aq

H.ﬂltDChfit (2’ li'IIIlII'itli.l!'l.!i.ltllllIIQ!'I.--I..--..j--q...... q1

ik

Treatment)
Digitali®eesieiiniiiianrnaatsararnsnaee O ® Dot § = Y®E seiiianirincansans 93
Lassidareuascnicnassssrrensecsnnnsnenee O = noy 1 % YRS i irrrtar e 94
Spironclaclone....cuviiccnaisnninneniees O 2 nge 4 = b4 R )
Hydrochlorolhiazide...ooinviivennannses O = no; 4 = YOS tntiirnansrnrnasss Th
ANy obther diurelicCieeeecconenncessnsees O = ng; 4 = b4 1 N 24
Isosorbide dinitratle, viuennssssnsnnese O = nos 1 a YOS i tiicannrssnnns T8

Hydralazing,ssoicanassscrcnsnasovnnnass 3 = nog 1 = 4 1. S

ACE . . v cvvvsnnrnna e tasaatsamnanna seese 02005 1 2 85 Luiiiiinnennena.. 100
PraZOSIN.cunanratenersvnnnsnessasrenna 0=mn0; 13 y#s vuvuiiviinnnnnnne. 101
Antiarrhy thmiCs.cueeninennerensonnns e 0 =00 1 = yes Liaiiiiiineeee.. 102
Anticoagulants....... badesaan vesessnaas O = noy 1 = yes .......; ..... eee. 103

HO0ooooooDnoo

Specific activity scalet

Does your health has limited you to carry 24 1b. up eight steps or to carry
‘uhjects that are at least 80 1b. do outdoor work (shovel snow, spade spil},

do recreational activities (skiing, basketball, squash, handball, jog/walk

2 mph),

1= yes > 3 month; 2 = yes £ 3 month; 3 = no T r e st esest e s beraE sy 104 [:]

if nu go tn L N N L N N E Y R 105

]

Daes you health has limited you to have sexual intercourse without staopping, gar-
den, rake, weed, roller skate, dance fox=trol or walk al 4 mph on level ground?
1=y95}Emonth;2=y95£3mnnth;3*“0 LR B LR N R I O B T a8 e aaa 105[:]
if nO gﬂ tb LR LR R L N I I B R O I I 106m
Does your health has limited you to perform to completion any of the following

activities: shower without slopping, sirip and make bed, ¢lepan windows, mop
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flpors, bowl, play golf (walk and carry clubs), walk 2.5 mph, dress wilhoul
stapping.
1 -3 y.ﬁ } 3 month‘; 2 = y.s £ 3 maﬂtht; 3 B ND senvvannss 106 E:j

During the past month to whal extent was your usual lifeslyle disrupled because of

problems of CHF.
all the tLime not at all
1 2 3 4’ 5 6 7..'!0'..!"‘..!!'!!!' llllllllllll 107

In general would you say your health is:
excellenty 2 = vary goods 3 = good; 4 =fair; 3 = poOr ciaevansnnnaaas 108 [:]

-
u

1 = definitaly true: 2 = mostly true: 3 = not sure; 4 = mostly false;
5=d.finit'1y ‘Filse A e s onas d @830 EEFNN Y S AEERES *u B rEwR ok d b d bAoA RN A e 109

Are you as healthy as anybody you know of your age?
1 = definitely true: 2 = mostly true; 3 = nol sure; 4 = mostly false;
5 = dﬂfinitely falsﬂ N T L R R N Y R R 110

Are you somewhat ill?
1 = definitely true; 2 = mostly true,
During the past month haw much of the time have you felt downhearted and blue,

all the time not at all
1 2 3 4 % & r amvasemansnun severass 111 E]
During past month how much of time have you been a very nervous person.
aill the time not at all
1 2 3 4 5 & 7 llllll v e mw bk by @ R RS R R R 112D

During past month how much of the time have you sleep easily and gel a good
night's rest.
all the time natl at all

1 2 3 4‘ S 6 7.I.III.I‘Illllll.'..ll‘ll.l.ll’i‘lt 1135

During past month how much of the lime have you felt calm and peaceful.

all the time nat at all
1 2 3 4 % & 7 tiatnvsnannnnssnns Cemmasarrasenunns 114
During past month how much of the time have you feltl cheerful, lighthearted.
all the time not at all
1 2 3 4 5 b 7 seaanaansnssnasnsnns srsrsraaanaaan 113 [:]
During past month how much of the time have you felt energelic active or
vigorous.
all the time nol at all

1 E 3 4 5 6 7|ll.iilll.l.i.lll'..lll'!Il...i‘il 11&D

During past month how much of the time have you fell tired, used up or exhausted.
all the time not atl all
1 2 3 4 E & AT IR I 117 E:j

Buring past month how much of the time have your sex life been full and complete,

all the Lime not at all
1 2 3 4 5 6 7l!!'!lllllllll-lllii'liltd" iiiiii 118D
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During past month how would you judge your total quality of life.
totally satisfied totally dissatisfied
1 2 3 4 5 b 7 '."‘l-I'!'..ll'iiﬁiﬂiﬂ.llilllltlil 119 :

Patient's own experience of treatment during the intarvali
How satisfied are you with your current treatment,
very satisfied very dissalisfied
1 2 3 4 5 & 7 LR RN N N T N N N R R R R 120 [:

How well controlled do you feel your CHF has been recently?

very well controlled very poorly controlled
1 E 3 4 5 b 7 * e wwvaan LB N RN NN T TR RN IR E] 121 m
How satisfied are you with your understlanding of your CHF,
very salisfied very dissatisfied
1 E 3 4 5 6 7 el L I O O R O T T 122 D

How much of the time during the interval has your health limited your social acti-
vities (like visiting with friends or close relatives)?

all the Lime not at all
1 2 3 4 5 6 7 L T I T T T T . 123D
Would you recommend this form of treatment Lo someone else wilh CHF.
Yes, I would definitely Ne, I would definitely
recommend the treatment netl recommend the treatment
1 2 3 4 5 6 7 lllllll @k m At buwsaaa % @ % & F e FaFaaa * w 124
‘ . L_j
How would you judge your total gquality of life at present,
totally satisfiad totally dissatisfiad
1 E 3 4 5 6 7-|Illtl--lqddlinllols ------ + % 4 bumw 125

Does regular controlled exercise help you in Lhe management! of your CHF.
strongly agree strongly disagree

(]
1 2 3 4 5 6 7 '..."ll*..‘.'.ll.... IIIII a8 &E b FrEeRw 12& D
(3

Sticking to your diet makes your eating out difficult?
strongly agree strongly disagree
2 3 4 5 b 7 LR R RN RN NI A I.I.i'l.IIIIQIO 127
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DRAFT

1989 EURQPEAN CONFERENCE ON HEALTH AND THE ENVIRONMENT

Working Paper V : Research Priorities

1. INTRODUCTION

This paper first describes, in general terms, the important
current issues in environmental health, defining three overlapping,
and inter-related, contexts in which European research effort is
needed, ie. for global, regional and developing countries problems.
QOf course, the overlap is not just geographical: it will also be
clear that, for example, chlorinated £luorocarbons (CFCs) causing
ozone depletion also act as greenhouse gases; and that there may be
interactions between pollutants, for example ultra violet radiation
(UVR) and tropospheric ozone, or the effects of algal metabolism and
fossil fuel combustion. Similarly research proposals may be relevant
to more than one problem. For example, finding the best ways of
preventing the health problems arising from rural use of biomass
fuels in developing countries may contribute to conservation of O
absorbing forests and prevention of land erosion. But the only
practicable way of presenting issues and discussing research needs is
on a discrete basis, .

Subsequently an attempt is made to reach conclusions about
what kind of research could most usefully be carried cut to aid the
resolution of the problems identified; and some specific
recommendations are made.

1.1 There have bheen several important changes in recent years in
the approach to problems of health and the environment. These
include recognition that

{1i) indirect effects, secondary to changes
in the environment (affecting the £food
chain, for example) need to be evaluated
as well as the direct effects of
environmental peollutants on  human
health;

(ii) protection of the environment cannot be
censidered in isolation from human
activities essential for preserving or
improving the overall quality of human
life (the «concept of '"sustainable
development") and

(1ii) the broad definition of health adopted
by WHO (encompassing physical, mental
and social well-being)} implies that the
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state of the environment is also
directly important for human health,
rather than sclely because of possible
indirect, adverse effects on rhysical
health.
These changes in approach will be reflected in the selection
of priority issues for research.

1.1.1 1In seeking to define these priorities it is obviously first
necessary to decide what are the major problems related to health and
the environment and to consider if research is needed in the context
of methods for predicting or detecting, and/or understanding the
mechanisms involved in the production of an adverse effect, and/or
evolving effective methods for preventing or mitigating the problem.

There are three possible scenarios in which environmental
health problems may require European research effort:

(i) Global
(ii) Developing countries

(iii) Regional

1.2 Before separately considering these, it is necessary to draw
attention to common problems which should first be tackled if we are
to have the capability for detecting and preventing changes in the
environment which are of potential, direct or indirect, importance
for hman health.

(1) At present there is a lack of
inforration about normal fluctuationg
in eco-systems, and the extent to
which perturbation as a result of the
effects of pollutants can be
compensated. Without knowledge of
natural variability more, or less,
significance than is warranted may be
attributed to changes associated with
pellutants. The generation of
historical data is obvicusly a
long-term undertaking, but field
research could be carried ocut to
provide some indication of natural
variability by looking at physically
similar situations.

(i1) Predictive tests for toxic effects of
chemicals on eco-systems are usually
pased on physico-chemical data and
information from single species. But
te what extent do these provide
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reliable indicators of the chemical’s
potential to cause adverse effects on
an eco-system? This situation is, in
2 sense, parallelled by the criteria
fer concern  about  environmental
effects being, for many pecple,
related to individual species of plant
or animal instead of to the functional
integrity of the eco-system as a
whole; only rarely can the selected
species be taken as an indicator
species for particular  habitats.
Finally not enough is understood about
critical points of interaction between
higher - organisms and their
environment.

2. GLOBAL PROBLEMS

2.1 Recognition of the existence of global problems, such as ozone
depletion in the stratosphere and global warming has stimulated
international interest in the enviromment as a whole, and its
relationship to human health, as well as major efforts to solve these
particular problems. As a result, the ozcne depletion problem is
well understood in terms of cause and what needs to be done to limit
further depletion. The risks of adverse effects on human health
(skin cancers and cataracts) are poorly quantitated; but a more
important gap in our knowledge relates to the effects of increased UV
radiation on other animals and on plants such as the phyto-plankton.
The extent to whic¢h an increase in UV radiation might interfere with
photosynthesis and thus affect crop yields is not known.
Nevertheless, since measures have already been agreed internatiocnally
to phase out-the use of CFCs, research into the effects of ozone
depletion must have less priority than research directed towards
answering the questions related to global warming, since measures
which could be introduced to limit the increase of greenhouse gases
in the atmosphere are both less clear and more controversial. fThere
are gaps in our understanding of the factors involved in balancing
CO, release into and absorption from the atmosphere; the effects of
global temperature change; and the most practicable countermeasures
Lo adopt. Much research has already been carried out in these areas
internationally and any new efforts should be coordinated with the
programmes of, for example, the Joint Global CQcean Flux Study, the
UNEP/World Meteorological Organization and the International
Institute for Applied Systems Analysis. The most important questions
are discussed below.

2.2 Past emissions of C0, will continue to affect atmospheric
levels of this most important greenhouse gas for decades to come .,
And it is too soon to know whether targets, such as 20% reduction
from present levels of CO. emission by the year 2005, are realistic
and likely to be achieved in the timescale proposed. An important
need is, therefore, for reliable estimates to be made of global and
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regional temperature changes for a variety of situations covering
best and worst case assumpticns in terms of atmospheric €O, levels.
Cnly when this infermation is available can meaningful atﬁempts be
made to assess the extent of associated changes in sea level and
rainfall; and effects on the environment: fresh water and coastal
eco-systems, (including the effects of climate change on the life
cycles of pests and plant diseases) and natural vegetation. The
pessibility of more direct effects on human health must also be
considered: eg. changes in the prevalence of tropical diseases; the
possible effects of CO° on the toxicity of pollutants; fleooding of
heavily populated delta areas; decrease in supplies of fresh water
as a result of sea water incursion; and loss of food crops. There
may also be implications for human activities such as waste disposal
and the siting of installations.

Better understanding of the likely scale of environmental and
human health effects is essential for attempts to prioritise and plan
countermeasures, and will involve multi-disciplinary co-operative
efforts, including, for example, from meteorologists, oceanologists,
marine biologists, terrestrial ecologists and other environmental
scientists as well as public¢ health professionals.

2-2.1 But of fundamental importance for the future of cur planet is
the identification of the best means for preventing further
progression, or where possible achieving regression, of the
greenhouse effect. Can anything be done to minimise the effects of
C0, already produced? Work is needed for achieving better under-
standing of the factors influencing the levels of CO, in the
atmosphere. What is the relative importance of physical (temperature
related) and chemical (photosynthesis related) factors in controlling
sea surface/atmospheric interchange; what is the extent of natural
carbon recycling, and what are the critical factors in determining
this? To what extent does atmospheric CO, balance the effects of
increased UVR and tropospheric ozene on phy%o—plankton? What can ke
done to limit deforestation and to promote reforestation? And work
is urgently needed on how best to achieve a global reduction in co,
emissions from combustion of fossil fuels. This will includé
research into ways of achieving greater fuel efficiency as well as
alternative energy sources. These latter issues are complex, It
will not be sufficient to explain the reasons for preserving rain
forests. It will also be necessary to provide help in achieving
alternative means of sustenance for the populations involved. Also,
a similar percentage reduction in (0, emission camnot be expected
from developing countries as from devéioped, given the former’s real
need for continuing development and their total dependence in some
areas on the use of bio-mass fuels. Thus the developed countries,
witich are anyway responsible for the major emissions of greenhouse
gases, must be asked to find the most effective ways of tackling this
global problem, even at the cost of changes in lifestyle. An obvicus
long term alternmative is greater investment in nuclear power as an
energy scurce - but much will need to be done to rebuild public
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confidence in its safety. 1In the shorter term, research is needed on
the feasibility of wind, wave and solar power sources as well as on
the conversion of biomass to gaseous and liquid fuels. There is need
for an assessment of the health impact of available energy options.

2.3 But until the many uncertainties described in the preceding
paragraphs have been resolved it would be premature to propose
research on possible effects of gleobal warming on human health.

3. DEVELOPING COUNTRIES’ PROBLEMS

Some of the environmental health issues affecting developing
countries have been referred to above, since many such countries are
likely to suffer aggravation of their existing problems as a result
of climate change. There is, therefore, even greater need for
developed countries to work with developing countries to evolve
practicable methods to combat the effects of droughts and floods on
¢rops, livestock and living conditions. As already mentioned, global
interests in preserving eco-systems ({such as rain forests) and
species cannot be served unless alternative means of food and enerygy
production are developed. The concept of sustainable economic
development is egually applicable but even more challenging in
developing countries. As was pointed cut at the wWorld Conference on
the Changing Atmosphere (held in Toronto in June 1988) effects of
rapid population growth in many regions also contribute to the
problem of globally deleterious environmental change. The long-term
solution (te rapid population growth) resulting from economic growth
and greater affluence is inadequate for dealing with these urgent
problems — and in some situations the population growth rate may make
it less likely that sufficient economig development can be achieved
to raise the overall standard of living. Thus research needs are
related to plant breeding, c¢rop protection, energy production,
marketing and population growth.

3.1 * Economic development is inseparable from use of potentially
hazardeus chemicals, predominantly in agriculture and/or industry.
Much has already been done in this area, eg. UNEP/London quidelines
on exchange of information of chemicals in trade; FAO’s Code of
Conduct for distribution and use of pesticides; WHO/UNEP/ILO’ 5
International Programme on Chemical Safety’s hazard evaluations and
training courses in chemical safety; and ODA and bilateral aid
programmes. Despite these efforts some thousands of deaths have
occurred from mis-use of pesticides. There is need for greater
scientific expertise and improved administrative structures in
importing countries to make proper use of the available information
on chemical safety. Research within developing countries is needed
not only to identify the particular situations most likely to be
associated with risks to health and the envirenment, but also the
most likely manpower resource to develop scientifically and/or
administratively. This type of research is also needed to identify
major pollution problems so that limited resources for control can ba
applied to the priorities. For instance, indoor air pollutien in
rural communities in develcping countries may pose a far greater
health and environmental hazard from use of bio-mass fuels in poorly
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ventilated surroundings, than outdoor air (or water) pollution from
industrial chemicals.

3.1.1 Although this indoor (and unflued) burning of biomass fuels
such as wood, agricultural waste, dung, etc. (or coal) only provides
about 10% of global energy requirements, it constitutes the largest
fraction in terms of numbers of people using it - about 2/3rds of the
world’s population, The smoke contains a variety of noxae including
polyaromatic hydrocarbons {PAHS) . Manifestations of ill-health
wiich are thought to be related to such indoor air pollution include
chronie obstructive lung disease and associated cardiac disease,
cancer of the lung and nasopharynx and low birth weight and acute
respiratory infection in children: and food borne infections as a
result of inefficient heating of food. Also there are associated
disadvantages for the wall-being of these populations, arising from
the time spent collecting fuel, the depletion of forests (and
resulting land erosion) and wastage of wvaluable fertiliser. The
research needs are obvious - and form part of those already discussed
in the context of economic development,

3.1.2 Although rural indoer air polluticn is currently the greater
health problem, one cannot ignore the effects of increasing traffic
density in urban areas, and, with the populaticn increase and influx
to urban areas, the increasing mumber of pecple being exposed to
vehicle exhaust pollutants, including lead. While, as already
indicated, it may be possible to identify and minimise potentially
hazardous point source emissions without resorting to costly
monitoring and control procedures, there is no way that vehicle
emissions c¢an be improved without considerable commitment of
resources. This emphasises the need for research in developing
countries to identify national environmental health priorities.

3.2 The additional hazard of global climate change makes research
to enable eccnomic development to proceed (by facilitating better
understanding and management of chemical hazards, and food
production/crop protection) even more important. But it will be
essential for developing countries that estimates of the climatic
effects of global wamming are reliable, since the costs of any
unnecessary deflection of scarce resources from averall development
plans to development of countermeasures will be great.

4. REGICNAL ISSUES

To turn now to regional issues, ie. shared problems of
Buropean countries.  Most developed countries have already tackled
the major environmental pollution problems associated with direct ang
definite adverse effects on human health, Different types of
question must now be faced and different kinds of research activity
will be required to solve the present problems. For example, wet
acidic deposition, which although most cbviocusly capable of causing
severe effects on the environment may also give rise to possible
indirect human health problems; and there is the issue of potential
adverse effects of (multiple) low dose exposures on the environment
andsor human health. There is relatively little difficulty in
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establishing a causal relationship between acute adverse effects on
health and gross pullutants, but we are now confronted with the more
difficult question of possible longterm effects from low dose
environmental exposures, when a causal relationship over time may be
difficult to establish, and exposure data insufficient to ascertain
the existence of a dose response relationship. Environmental
radiation is important in this context and has given rise in some
countries to questions of "clustering” of certain disease, such as
childhood leukaemia, in relatien to point sources of discharge.
There are also health problems related to cccupational and domestic
exposures; and to  lifestyle and wurban deprivation - in which
environmental factors may be important even if contributory rather
than predominant. Finally we need to look at questions of risk
agsessment for chemical and radiation exposures — and risk manage-
ment, for example in the context of waste disposal and accidents.

4.1 However, before considering problems which are solely, or
Predominantly, of regicnal concern, attention needs to be given to
those aspects of global issues where regionally based research is
needed as part of the international effort. Regional modelling is
necessary to refine predictions of climatic change in Europe and then
to predict the effects of eq: climate change on vegetation and crop
production; rise of temperature on fisheries; sea level rises on
beaches, sediments, erosion and aceretion; and salt water incursion
into fresh water resources. Although national situations will vary,
there may be advantage in joint European research to examine possible
effects of climate change on waste disposal, and on - coastal
installations such as nuclear power stations,

4.2 Of regional air pollution problems, wet acidic de sition is
perhaps the only outcome with definite and widespread environmental
effects. The issue of indirect health effects is less clear cut - as
is the question of origin of the noxious gases involved in the
production of "acid rain”, Although there is no doubt that
emissions of 50, and NOx from power stations (and domestic coal
fireg) and vehiéie exhausts were/are involved, the present position
is that while measures to control sources from coal combustion have
been successful in reducing levels of 50, (and particulates) there is
little evidence of improvement in urban concentrations of NOx — and
knowledge of sources is incomplete. The contribution of algal
formation of eg. dimethyl sulphide, subsequently transformed into 80,
for "acid rain" production also needs to be carefully assessed.
Particularly in spring and summer, this may be an important source of
atmospheric 50, . Thus, possible questions to be addressed in order
further to limit aeid deposition include sources of NCx, and
eutrophication of algae (where do the nutrients originate, and in
what quantities?)

4.2,1 Regarding human health effects of acid deposition, the most
important issues relate to the possible censequences of (i)
mobilization of trace elements into lakes and streams, which can
result in increased concentrations in plants and plankton, utilized
as food by fish, shellfish and game, which in turn become human food:
(ii) acidification of drinking water supplies with leaching out of
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potentially toxic materials, such as aluminium, from watersheds and
sediments; (iii) release of ey, lead, copper, cadmium, and zinc from
plumbing materials,

4.2.2 Lead is discussed later in this paper. Of the remaining
possible adverse consequences of acidification for health, the
question of aluminium ingestion and Alzheimer’s disease most needs
addressing. More information from European countries on the
prevalence of Alzheimer’s disease, using agreed criteria for clinical
and/or histopathological diagnosis, and taking account of the
proportion of elderly people in the population, would be useful,
together with some assessment of aluminium intake. It would be
interesting if tea drinking habits could be documented, since a cup
of tea containg about 2 mg of aluminium; but the other aspect that
needs investigating is the absorption of aluminium from different
dietary sources (including water) with reference to factors such as
pH and, possibly, speciation.

4.3 Other possible problems of urban outdoor air pollution are
related to NOx¢, diesel fimmes and particulates (including lead). 1In
addition to being a source of acid deposition, NOX is important in
the formation, by photolysis, of tropospheric ozone - the levels of
which are increasing in many European, as well as North American,
cities. Ozone acts as & greenhouse gas and is also capable of
damaging plants, including c¢rops. In this latter respect it may act
together with the increased amount of UVR reaching the earth as a
result of ozone depletion in the stratosphere, More detailed
monitoring of NO2 levels is required in an attempt better to define
the most important sources and reduce the emissions — for the purpose
of limiting both acid rain and tropospheric formation of ozone.

4.3.1 Particulates comprise a mixture of different sized particles
of varied chemical composition. Work is needed to characterise
inhalable sized particles and their chemical composition, In
addition to lead, PAHs may be an important component is some urban
areas. Although the need to reduce exposure to lead is well
recognised, there is still debate about a threshold for the effects
of lead on infant neuro-behavioural development. And animal models
for assessing this type of neurotoxicity are virtually non-existent.
Thus research could usefully be conducted to improve the database.
Completion and possible enlargement of the survey in European
countries of children’s teeth and blocd lead levels, together with
assessment of IQ and behaviour patterns, would be valuable,

4.4 As already indicated at the beginning of this regicnal
section, most of the obvious urban pollution problems have been dealt
with in developed countries and we are now left with the very
different problem of many trace organics being present in the urban
envirenment, of unknown significance for human health. The resource
implications for both industry and govermment of assuming that all
these organics are of equal, and hazardous, importance and therefore
controlling and monitoring them according to standards determined by
the best "practicable" means of reducing emissions, would be great.
it would probably be more cost-effective to seek to establish a
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scientific basis for control by carrying out research to determine
which organics, and at what level, give grounds for concern and
therefore have priority for control and menitoring procedures, The
questions to be answered include what can be learned from structure
activity relationships, together with any existing toxicological
data, of likely toxicity; and at what levels are pollutants present.
Depending on this information, short term tests may be indicated to
characterise the genotoxic potential of particular chemicals. With
this kind of database it would be possible to see which chemicals
warrant control. Work of this kind has been undertaken in Europe but
a concerted research effort is now needed. Ideally this should
include some attempt to formulate a methed for cost-benefit analysis
to be applied to any proposed control measures in relationship to
neasurable benefits which would ensue.

4.4.1 At this point it should be noted that the question of
micropollutants is common to drinking water as well as air, Drinking
water taken from rivers downstream of major towns and industrial
areas contains many trace pollutants. In addition, ¢hlorination,
particularly of upland peaty waters, results in various halogenated
organic chemicals. The approach suggested above for determining
priorities for trace pollutants in air would also be applicable to
drinking water.

4.5 Turning to the indoor air environment - there are several
reasons why this may present greater potential hazards to human
health. Firstly, the fact that some individuals {(such as women and
small children and the elderly) may spend 80% or more of their time
indoors; secondly, the concentration of certain noxae common to both
indoor and outdoor air may be several times greater indoors that
outdoors;  thirdly, the indoor envircnment may present additional
hazards in the form of volatile organics, tobacco smoke, radon, and
viable particulates. Attempts to conserve energy by improving
insulation (and decreasing ventilation) may aggravate the situatien.

4.5.1 Of the indoor air pollutants present in greater quantity, than
in outdoor air, NO2Z may be present at high concentrations in houses
where gas is used for cooking; and lead levels in household dust may
exceed that in road dust or garden soils. The question of research
on the effect of lead on neurophysiological development is mentioned
above. The effects of NO2 are less clearly understood. There may be
a link with non-specific respiratory illness (particularly in young
children) and reduced pulmonary function. Potentially a more serious
cause for concern is the level of carbon monoxide which may arise as
a result of incomplete combustion processes, such as in situations
with inadequate air supply for open flued combustion appliances, or
with inadequate ventilation in rooms where flue-less appliances are
used. As is well-known carbon monoxide poisoning can be lethal, but
sub-lethal exposures can result in disability which may not be
attributed to carbon monoxide, There is still need for education
about the dangers of faulty flues /heaters — which may be particularly
relevant in considering the problems of urban deprivation (see
below),
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4,5.2 Organic compounds arise from a variety of sources within
buildings, including from building materials themselves, furnishings,
paints, household cleaning agents, personal toiletries and from
smoking tobacco. Of this heterogeneous group formaldehyde and wood
preservatives (pesticides) have been most investigated, Urea
formaldehyde is much used as a bonding agent, and urea formaldehyde
foam as an insulator. Even at low concentrations formaldehyde is
irritant to mucus membranes, but of more concern is the question of
its possible carcinogenicity. But the risks related to levels of
exposure below the threshold for irritant effects would be very
small. The levels of risk associated with use of organics for woed
preservation processes are already under review in the European
community.

4.5.3 In terms of non-viable respirable particulates, the major
problems were related to asbestos and, more recently, man-made
mineral fibres, where both risks and remedial action have been
sufficiently well delineated as not to warrant current research
priority. But the situation is different with viable tespirable
particulates. These include small insects, protozoa, moulds and
fungal spores, bacteria and viruses. Relatively little is known
about these indoor air particulates. Concentrations are dependent on
availability of nutrients, and favourable conditions of humidity and
temperature, Bealth effects include mild or severe allergic
disorders, and - infeections ranging from the common cold to
Legionmaires disease - the latter being particularly associated with
large buildings with water cooled air conditioning. Because of the
range of causative organisms and of health effects, the best way to
deal with the problem of indoor air viable particulates is to seek to
define the conditions which are least conducive to their growth.
Again, the question of increased levels of viable particulates in
pocrly ventilated and damp conditions may be relevant to the problems
associated with urban deprivation.

4.5.4 Passive smoking

Tobacco smoke contains carbon monoxide, acrolein, aldehydes,
NOZ2 and an aerosol of tobacco tar. Until recently the adverse health
consequences of passive smoking were considered to be irritant
effects and, in children of smokers, low birth weight and increased
incidence of respiratory diseases, It is now known that there ig a
slightly increased relative risk of lung cancer associated with
passive smoking. In the domestic situation all that can be done is
te educate towards, and encourage a change in lifestyle. But wWHO's
Healthy City programme will have also to consider the problem in
office blocks, etc. and public places.

4.5.5 8ick Building Syndrome

This syndrome is prevalent in offices with forced ventilation
systems and partial recirculation of air. Health effects reported
are somewnat non-specific, consisting of eve, nose and throat
irritatien, mental fatigue, headache, dizziness and naugea,
Nevertheless they are potentially disturbing and likely to lead to
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absenteeism. Although many factors, including most of the indoor air
pollutants described above,.have been.associated with this syndreome,
no real cause has been established.

In general, for all these indoor air pollutants arising from
building and/or furnishing materials, and the activities of
cocupants, there is a need to develop ways of assessing the scale of
the resulting problem and the hazards associated with particular
materials. Also, it will be necessary when drawing up design values
for ventilation of buildings to keep in mind the question of balance
between energy conservation and ventilation, and between real
preblems (such as hypothermia) and possible hazards from exposure to,
for example, NO2 and organic compounds.,

4,6 Radon

Exposure to the short-lived daughters of radon gas in houses
needs to be considered separately, not just because it is concerned
with radioactive rather than chemical (or microbiological) agents,
but also because radon’s origin is "extrinsic"; also it is possible
that the risks, in some households, may be of quite a different order
of magnitude from that associated with any of the pollutants
discussed above. The prineciple cause of high raden levels in homes
is the nature of the ground on which they are built, coupled with the
construction of the building. Geological characteristics which
determine radon levels include, eg. rock type, radium content, air
permeability, wetness and fawlting. Although there is a substantial
body of data about radon levels in houses, a comprehensive European
geological survey to delineate radon-prone areas would be informative
and a necessary preliminary to considering a co—ordinated study of
radon related disease in occupants of houses with high radon levels.
At present, the magnitude of the risk from radon in the home is
estimated mainly from epidemiological studies of uranium and other
miners all of which show excesses of lung cancer; there is
supporting evidence from animal experiments. Epidemioclegical studies
related to exposure in the hcme are now underway in scme countries.
It is ¢lear that the risk of developing lung cancer as a result of
exposure to radon is strongly influenced by smoking habit, and it
will be important therefore to try to conduct studies in which
allowance can be made for this confounding factor.

4.7 Qccocupational exposures

4.7.1 Radiation

The problem of extrapolating risks frem the high dose, high
dose rate situation applicable to the atomic bomb survivors, to the
low dose, low dose rate context of workers occupationally exposed to
radiation, is obviously highly relevant to estimating risks for the
general pepulation, exposed to even lower levels of environmental
radiaticn, Thus there will be advantage if worker studies of
sufficient statistical power can be carried out teo provide more
direct evidence of risks associated with these types of exposure,
wnich can be of practical use in considering dose limits., IARC is







