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Opening of the Forum

The Forum was opened by Dr Torben Pedersen, the President of the Danish Medical
Associations. He noted that the Forum had started in December 1984 as an informal meeting co-
hosted and co-sponsored in Copenhagen by the WHO Regional Office for Europe and the Danish
Medical Association. The purpose then had been to explore how cooperation might be
established between the medical associations and WHO to define the role of the profession with
regard to the European regional targets for health for all (HFA) 2000. That meeting was attended
by representatives of 15 national medical associations as well as the President of the Standing
Committee of Doctors of the European Union and the World Health Organization.

The First Joint Meeting between WHO and National Medical Associations on HFA in Europe
was subsequently held in October 1986 in Vienna, attended by representatives of 33 national
medical associations and, for the first time, of eastern European countries. The Second Joint
Meeting was held in Paris in 1987 and the Third in Sofia m 1988, In 1990 the Fourth Joint
Meeting in Rome established the group as a Forum and set up the Liaison Committee to prepare
the work and follow-up the decisions of these meetings. Since then, the Forum had met in
Helsinki, Basel, Utrecht, Budapest, London and Stockholm. Now, Dr Pedersen was delighted to
see the eleventh session of the Forum return again to Copenhagen. He noted some of the
significant topics that had been considered by the Forum and the importance of some of the
decisions that had been taken, and mentioned the recommendations adopted in 1993 recognizing
the leading role of the medical profession in quality of care development. He also noted that a
new topic would be introduced during the current meeting, aimed at combating torture and aiding
doctors who were under pressure to breach their ethical obligations in this respect.

Dr Pedersen felt that the Forum now provided an opportunity for colleagues from virtually every
country of Europe to meet and exchange views, an impressive achievement that could hardly
have been anticipated in 1984,

Statement by the Permanent Secretary of the Danish Ministry of Heaith,
Mr Ib Valsborg

Mr Valsborg extended a welcome to the Forum, noting the fruitful discussions that had followed
the first meeting in Copenhagen in 1984. He referred to the partnership with WHO, and the global
health development agenda and WHO’s important role in global HFA renewal. The fundamental
objective was to improve health, and the role of the medical profession in achieving this objective
was the important basis for the work of the Forum. He was pleased to note the participation of
eastern European countries. In his view the agenda for the Forum was very challenging with issues
of policy and vision being discussed together with specific and concrete matters. Mr Valsborg
referred particularly to the discussion on the Ljubljana Charter, which he felt had been a long and
creative process. Inevitably there had been compromises but the end result had been a document
setting gnidelines for the implementation of soundly based health reforms which could be
reasonably financed. Professional ethics were an important component. The Charter set a series of
values and principles for change for the benefit of all European countries.

Denmark had not experienced systematic structural change in its health services but had rather
favoured a process of evolution aiming at improvements in health and in the quality of health care
delivery systems within a context of cost effectiveness. These were also important elements in the
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Ljubljana Charter. Other principles in the Charter which focused on patients’ rights, strengthening
management and improving quality of care were all relevant in current Danish health care policy
development. The health system in Denmark was based on a high level of knowledge and quality.
These were important objectives for all international initiatives on health care reform, and in pursuit
of these objectives the discussions in the Forum would be extremely useful.

Address by Dr J.E. Asvall, WHO Regional Director for Europe

Dr Asvall extended the delegates at the Forum a warm welcome, again noting that it had been
13 years since the Forum had started its life here in Copenhagen. Since then a number of exciting
developments had taken place. He hoped that the Forum would always feel that Copenhagen was
its natural home.

He felt that the meetings of the Forum had created across all the medical professions in Europe a
more shared understanding of vision and interests concerning health improvement. The Forum
had made possible many new ties of friendship and understanding. It remained important that the
Forum committed itself to concrete work and actions around specific problems.

Dr Asvall noted that five United Nations organizations were established in Denmark, which was
an extremely generous host. WHO had arrived in 1956 and there had been very fruitful
cooperation with the State of Denmark over the intervening years. He thanked the Permanent
Secretary for this cooperation, noting also that Denmark had inspired many important health
developments internationally, e.g. Denmark had showed how to deal with the HIV and AIDS
epidernics in a humane and proper way. These experiences in Denmark had been a model for
many countries. Dr Asvall also noted that WHO had a large number of collaborating centres in
Denmark. Cooperation between WHO and the Ministry of Health in Denmark had been very
good, and he particularly emphasized the important developments in Quality of Care which had
led to the creation of a national policy for quality improvement,

Dr Asvall noted that the Regional Office for Europe was the centre of WHO’s activities in the
European Region, which included 870 million people. The Office had over 500 staff, who were
excited about the opportunity to participate and contribute to the meeting of the Forum, Dr Asvall
also welcomed Dr Serguei Litvinov to the Forum as the new Director of Programme Management.

Dr Asvall went on to emphasize that there were clear scientific and professional reasons for
establishing the Forum of Medical Associations. It was very important for WHO to be in close
contact with the profession of medicine, as with the other health-related professions. He hoped to
see greater interaction and mutual influence in the future. WHO was committed to a wider public
health view of health experience and health improvement in Europe and also to greater
understanding of the principles and procedures which could lead to more effective health system
performance.

Dr Asvall noted some impressive achievements of the Forum. In particular, he emphasized the
Tobacco programme. In the last year, 23 European airlines had committed themselves to smoke-
free airtine flights in Europe. Dr Asvall highlighted the development of other professional fora. The
EuroPharm Forum had now been running for several years. Recently a European Forum of Nursing
Associations had been established at a meeting in Madrid at the end of 1996. A steering committee
for this Nursing Forum had met at the Regional Office for Europe immediately preceding the
Forum of Medical Associations. He hoped that it would be possible for these fora to look at issues
with similar objectives, and to develop joint projects, for example, in primary health care.
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The Ljubljana Charter

Background, process and outcome (Dr M. Vienonen - WHQ Regional Office for
Europe)

Dr Vienonen spoke of the importance of an integrated approach to health care reform focusing on
public health, health promotion, financing, quality of care, involvement of health system
providers and professionals and the involvement of citizens. The Ljubljana Charter had been the
result of a sustained process of analysis of health care reforms from those perspectives, with the
purpose of establishing policy principles and relevant WHO action plans. Sixteen parallel
working groups had focused on the analysis of reform issues in an effort to create evidence-based
health care reforms. A book would be published shortly providing this analysis in summary
form. Other relevant documents included:

= the Declaration on the Promotion of Patients’ Rights in Europe, resulting from a European
Consultation on the Rights of Patients, held in Amsterdam on 28-30 March 1994;

= the Health in Transition Profiles (HITS), currently being produced by the Regional Office,
dealing with the changing health systems within countries experiencing economic transition.

Pr Vienonen highlighted some conclusions from the analysis.

. Health care reforms were most successful when focused on the providers rather than the
funders of care.

2. Govemments should “row less” and “steer more™.

3. Reform implementation proceeds best where it is developed incrementally, utilizing pilot
and demonstration projects.

4. Whilst market mechanisms had a role to play in promoting choice, quality and cost-
effectiveness of care, the financing of health care systems should be such that universal
coverage and equitable access by all people is assured. To guarantee such solidarity,
governments must play a crucial role in regulating the financing of health care systems.

Against this background, the Ljubljana Charter provided a vision based upon values and
knowledge. It was a consensus statement which had been in preparation for two years. Extensive
consultation had taken place with countries and professional networks. The Charter had been
developed in Hillergd in early 1996 and had been an inevitable compromise between those
countries that wished to see much more detail and those that wished only to see simple, short
statements. However, Dr Vienonen felt that most countries had been reasonably satisfied with the
outcome. Six principles had been affirmed. Health system reform should be:

driven by values;

targeted on health;

centred on people;

focused on quality;

based on sound financing; and
oriented towards primary health care.

e el o

In reforming health care, change should be managed according to the following agreed principles:
» reforms should be based around health policy;
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people responsible for reforms should take account of citizens’ views;

reforms should focus on reshaping health care delivery systems;

reforms should give emphasis to the reorientation of human resources;
management should be strengthened;
wherever possible, reforms should be based on learning from experience.

It was essential to avoid two-tier systems.

The management of change was focused around the WHO Action Plan for Health Care Reforms
in Europe. In addition, WHO hoped to be in a position to develop a knowledge base on health
care reforms, as a clearing-house concerning health care reforms and related issues in Europe.
This would allow for the analysis of well-selected priority issues. It was hoped also that it would
be possible to build up networks on heaith care reforms, and to carry out in-depth country work.

Lastly, Dr Vienonen focused on the role of medical associations in understanding and promoting
the principles of the Ljubljana Charter, which he suggested should act as a beacon for all
countries to move in accordance with their own special circumstances but also in accordance
with a common and shared set of principles.

Ljubljana Charter: report (Dr A. Milton - Sweden)

Dr Milton noted the political changes in eastern Europe and the new economic order. He also
reflected on the drop in economic activity and production in many countries. These changes had
inevitably affected health care.

In western Europe, there had also been dramatic economic changes, with increased discussion
about the organization and financing of health systems. There was an increased emphasis
everywhere on effectiveness, budgetary restraint, consumer choice and patient participation.

He noted the process by which WHO had arrived at the Ljubljana Charter, but also that the
European Forum of Medical Associations had not participated in the discussions before. The
profession had an inevitable interest and a set of relevant beliefs. These included the importance
of solidarity and the financing of health systems based upon taxes or obligatory insurance
premiums. There should be equal access to the health care system and equity of provision within
the system. All citizens should be able to participate without discrimination. Patients should be
treated according to their medical needs. Patient participation and empowerment were important
principles.

Dr Milton noted that the profession had always been interested in public health-related Inatters,
although in some better-off countries historically this had not been a preoccupation. It was now
inevitably more of an issue when resources were scarce. The profession had the responsibility to
use resources in a responsible way and to provide good-quality care.

However, on the other hand, it was vital that doctors were properly rewarded in a fair way. They
should be consulted through their medical associations if the processes of health care reform
were to be successful. They should be consulted by WHO and national governments.
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On the issue of primary health care, Dr Milton noted that there was currently no real consensus in
Europe. It certainly should be strengthened for patients and should provide easy access to well
trained physictans. It should consider health promotion and disease prevention as well as therapy.
It should be staffed not only by doctors. However, beyond this, there were some failures to reach
a common view. Should primary health care be staffed only by general practitioners or by other
specialists as well? Should it adopt a gatekeeping role? On these issues, there was no real
consensus. In many countries, traditions and systems were different.

It was also important to emphasize that medical professions should not simply accept a reduction
in resources devoted to the health care on the part of governments. Governments should give
health care a higher prionty. The profession had a right and a duty to speak out on such matters.

In his view, the Charter was an important but slim document and did not provide a blueprint. The
processes by which its principles were implemented were all important. The whole process of
producing the Charter has focused interest and provided an opportunity for full discussion.

Discussion

Poland asked why in the text of the Ljubljana Charter the medical profession was largely
ignored. The central role of the physician should be stressed. Further, the present conditions of
health in a number of eastern European countries had not been properly considered. For example,
in three or more countries in the east of Europe, there had been massive protests within the
medical profession concerning the working conditions and earning capacity of members of the
medical profession. There were miserable conditions of work for doctors in some of these
countries and this should have been reflected in the Charter. Although the principle of equity had
been emphasized in the Charter, the concept of rationing should have been taken more
specifically into consideration. Lastly, the Charter did not deal properly with the considerable
differences in health status in the different countries in Europe.

France felt that the Charter and its fundamental principles were extremely interesting. Again, it
was surprised that the central role of physicians had not been adequately mentioned. Family
medicine should have been emphasized.

In response, Dr Vienonen indicated that the document had concentrated throughout on the role of
hea]th professionals, which of course included physicians as a very important element. However,
in terms of total numbers, nurses outnumbered doctors substantially. The conditions of work for
the medical profession in eastern Europe were significant but it had not been appropriate to
include references to these problems in the Charter.

Dr Vienonen made a similar comment concerning rationing. The Charter was not intended to
provide a blueprint and therefore there had not been a great deal of detail provided on methods of
approach. There would be a great number of events and activities following after the publication
of the Ljubljana Charter, including one which would deal with the development of priorities in
health care provision. He referred to the discussion on primary health care with an emphasis on
family medicine. He recognized that references to these concepts could have been stronger in the
Charter although there was some difficulty in the transiation of the terminology concerned.

Dr Milton noted that the Charter would be implemented by governments and that there would not
necessarily be a significant role for physicians. However, he emphasized that although there were
indeed many professionals working in the primary health care setting, most patients did need to
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see a family doctor who could always refer patients to other professionals if that was clinically
appropriate,

Dr Asvall noted that the Ljubljana Conference had been a ministerial conference with all
delegations officially appointed by ministers. The Ljubljana Charter had been established at that
level. Ministers would also of course be officially represented at the Regional Committee.
However, within this context, there would be a series of technical meetings at which WHO
would be able to influence the pattern of implementation of the recommendations in the Charter.
Here the Organization had much greater freedom of expression. Dr Asvall noted that the Charter
that was published was different from the one proposed by WHO which had contained more
details in a more challenging document. In his view, western European governments had
generally not wanted to see that much detail in the Charter, and had preferred to see a shorter,
less specific document. However, in no circumstance would the Charter have included references
to issues such as specific working conditions of heaith personnel.

The World Medical Association noted that the Charter had essentially been drafted before the
Ljubljana Conference had taken place. Attending the final session of such a conference was not
useful in influencing the shape of the charter. It was necessary to be involved at an earlier siage
in the process. It was important that individual medical associations put pressure on governments
at the stage that such documents were being developed. It was very important that governments
should consult national medical professional associations at an early stage. Some countries did
include professionals who were not civil servants as part of their national delegations.

The Czech Republic referred to health care reforms in that Republic since 1989. There had been a
number of ministers of health, but now a new system had been proposed based on the Ljubljana
Charter with an important role specified for the National Medical Association. In the context of
the Czech Republic, the publication of the Ljubljana Charter had been extremely helpful.

Report of the Liaison Committee (Part I) (Dr A.J. Rowe)

Dr Rowe started his report by discussing the financing of the Forum. He noted that the
availability of funds from WHO to support the Forum would decline. He also noted the very
substantial help given to the Forum historically by host national medical associations. In
addition, those medical associations represented on the Liaison Committee funded in total the
expenses of their members attending that Committee. Historically, host medical associations had
provided very generous hospitality, but the Liaison Committee now recognized that it would be
difficult for smaller national medical associations and felt that it was appropriate to offer some
guidance on minimum levels of expenditure.

He noted that WHO's financial support was not limited to assistance with the costs of attendance
at the Forum by the newly-emerging medical associations from the newly independent states.
WHO funded invited speakers and also provided considerable administrative and technical
resources to the Forum.

He reflected on the Liaison Committee’s decision that it was not appropriate for national medical
associations whose first delegate was supported by WHO funding to send extra representatives at
their own expense. The WHO funding was intended to enable national medical associations to
support a delegate and where the national medical association wanted to send two representatives
the Liaison Committee felt that it was no longer reasonable to justify WHO support.
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The Liaison Committee had come to the view that financial support should now be sought for the
Forum from other sources. It had established a small working group of the Liaison Committee to
identify and investigate such sources and to make recommendations to the Forum.

The Liaison Committee had recommended that the financial contribution from national medical
associations should now be increased to 900 ECUs, with appropriate adjustment for extra members,
observers, etc. This increase would only produce an increased revenue of US $3000—4000, but
the Liaison Committee felt that if the Forumn was looking for external support, NMAs should be
making a real contribution to the actual costs of the Forum. For example, US $3000-4000 would
cover simultaneous translation in only one language.

Dr Rowe then moved on to discuss other items. He referred to the forthcoming discussions on the
Ljubljana Charter. He noted that Dr Milton had taken part in the working group discussions
during the Ljubljana Conference as President of the Forum. Substantial time had been allocated
in the agenda for the Forum discussion of the fundamental principles contained within the Charter.

Dr Rowe referred to the review of Health for All which was being conducted both globally and
regionally by WHO. In June 1997 the Forum would be asked for comments and this would
provide the national medical associations with an opportunity to make a substantial input. The
first phase of the Consultation would be concluded by November 1997, and he asked that the
Forum authorize the Liaison Committee to draw together views on the document from national
medical associations. These views would need to be provided quickly when the Consultation
took place.

In discussion, Dr Asvall indicated that the best place for input would be to national governments.
The Consultation document would be sent to the Liaison Committee of the Forum. WHO would
suggest how reaction to the document might be obtained from other sectors and organizations
within countries, including national medical associations.

The Ljubljana Charter — discussion

Principles for medical associations’ participation in health care reforms
(Dr A. Milton - Sweden)

Orientation towards primary health care (Dr K. Kancler - Slovenia)

Dr Kancler noted the different forms of primary health care provisions within different countries.
Primary health care could be provided by primary care doctors, not including specialists, or by
such primary care doctors and specialists working together as primary health care practitioners.

He referred specifically to the situation in Slovenia, and to primary care paediatric clinics in
which specialists could be involved in providing primary level paediatric care, supported by the
paediatric services of secondary care hospitals. Such primary care “dispensaries” implemented
the principle of providing curative, social and preventive medicine together and of treating the
child as a whole as part of the family.

Such a formula for the provision of comprehensive care could be provided for adults, for
example with the inclusion of privately practising specialist doctors working alongside primary
level doctors on the basis of agreed joint practice methods.
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European Union of Medical Specialists (Dr L.P. Harvey)

Dr Harvey noted the wide diversity of cultures and practices throughout the European Region. It
was essential in order to achieve high-quality care for doctors, to be able to practise well in good
conditions, on the basis of good training and continuous medical education. This concept had
underpinned the development of specialists in primary care, ¢.g. the family doctor. More
governments wanted 10 see cost-containment in health service delivery, and the concept of
evidence-based practice had gained ground. However, such practice was usually not cheap. It
was important to note that some politicians view the development of family medicine simply as a
means of trying to contain costs.

Primary care teamn working included nurses and other health care professionals as part of the
primary care team, Nevertheless, the doctor was the natural leader, and retained the diagnostic
prerogative. However, he noted that other health care professional groups were now making
claims for diagnostic independence and the resources to support treatment patterns dependent
upon their own diagnoses.

He noted that a number of specialist activities could be included in the definition of primary care:

family medicine and general practice
paediatrics

obstetrics and gynaecology

general medicine

dermatology

psychiatry.

More and more specialists were leaving hospitals and providing services in the community in
response to public expectation. In general the public wished to be seen by specialists, but with an
inevitable use of family doctors as signposts to care. The public were increasingly litigation-
munded and protection for the profession was good training and support, with patients being sent
to the correct type of doctor and appropriate specialist expertise as quickly as possible.

European Union of General Practitioners (Dr C. MacNamara)

Dr MacNamara introduced the Evropean Union of General Practitioners, which was a professional
representative body promoting the interests of general practice and general practitioners throughout
Europe. The objective was to achieve specialist-level training for this group of doctors and to
ensure that primary care was properly resourced. The Union welcomed the Ljubljana Charter,
which made a significant step in this direction.

It was clear that the primary care system should include a cohort of specially-trained general
practitioners. The European Union of General Practitioners felt strongly that such a cohort of
doctors had a great deal to offer. Changes were needed in the structures and organization of
primary care and increasingly such doctors would work within teams,

There was a great diversity of working practices amongst primary care practitioners. Some acted
solely as gatekeepers to care whilst others provided ad hoc treatment in association with
specialists. Some had extensive investigative and diagnostic responsibility. Such practitioners
worked best where a general practitioner has proper training and an adequate infrastructure.
There.a .is no single European tradition, but a number of traditions. It is possible for general
practinoners and specialists to co-exist in primary care for some time.
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The European Union of General Practitioners wish to see over a number of years a consensus
emerge on the expanded role of general practitioners at primary care level. However, they were
not looking for confrontation. Those involved in gatekeeping must change and improve their
practice and respond to the wishes of patients. There was good survey evidence that patients felt
more able to talk about their problems with general practitioners than with specialists. However,
even general practitioners had some way to go here, for again there was survey evidence that a
significant number of patients emerged from a general practitioner with a prescription that they
did not wish to receive. The future lay in putting patients at the heart of practice; in listening to
patients more; and in developing a democratic interaction with patients.

Stll too often, training was hospital-dominated and too strongly oriented towards diagnosis,
investigation and treatment. The prescription of medicines dominated. There were well known
pressures to prescribe in clinical practice but nevertheless the profession must address this
imbalance. It was possible to achieve significant reductions in drug expenditure, as had, for
example, been achieved in Ireland in the preceding five years. Ultimately the achievement of the
role of the general practitioner would turn upon political will and the agreement that vocational
training was essential on a Europe-wide basis. Appropriate infrastructure must be provided. It
was important to be aware of enthusiasm for general practitioners based on false budgetary
considerations and an assumnption that such doctors would be less costly.

Discussion

The Netheriands enquired about the role of occupational medicine in primary health care.
Dr MacNamara reflected the usual expectation that the occupational health doctor would inform
the primary health care physician about relevant clinical matters.

The Junior Doctors’ Representative expressed appreciation of the opportunity to be involved at
the Forum. The representative emphasized the importance of a well-functioning primary health
care system, but felt, however, that such a system could not take over the functions of secondary
and tertiary care. Even with an increased emphasis on prevention, disease would not disappear.
He referred particularly to the development of “health-promoting hospitals”, and the necessity of
seeing changes in the intemal working conditions for doctors. Increased service and clinical
demands were not being sufficiently met by increased resources. Still too often, patients waited
in overcrowded and out-of-date facilities, which lacked appropriate staff and equipment. This
was often associated with deteriorating working conditions for physicians, who were exposed to
overwork and stress, and an inappropriate distribution of work. Postgraduate training was all too
often still poor. Junior doctors hoped to see a policy statement on this issue.

France referred 10 the responsibility of physicians at all levels to protect and promote health and
to provide appropriate health services and staff. Again too often, reference was made to
improving the health system without adequate attention to the involvement and needs of the
health professionals working within it. This must be emphasized.

Germany emphasized the continuing involvement of specialists in primary health care and the
important element of patient choice. They did not agree that only general practitioners can
provide such care,

However, the Regional Director referred to the history of the primary health care debate and the
1978 Alma-Ata Conference. This had focused on the priority to be given to primary health care
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and its development. This had provided the origins of the current development of HFA policy, in
which primary health care is felt to be a comerstone for health care system development.

WHO believed that health problems must be dealt with in a continuum of health promotion,
disease prevention, therapy, treatment and care, and rehabilitation. Therefore there was no
dichotomy between clinical medicing and public health, these were the same issues. He noted
that 95% of clinical problems did not require a high-tech solution.

For WHO, a significant problem was that potential knowledge was often poorly applied. Nobody
was doing enough work in health promotion and disease prevention, which was often not
politically supported. It was also often not taken sericusly by national medical associations.
Looking at sectors such as accidents and smoking, it was clear that an enormous amount of
pathology could be prevenied.

Within treatment itself, there was a great potential for redirecting resources. Currently many
ineffective things were being done. People who did not need to be there were cluttering up
hospitals. Many medical problems were not properly taken care of as professionally as they
might be, for example, diabetics with complications. In some studies of diabetic management,
and in some hospitals, only a relatively small proportion of patients were treated to acceptable
standards of care. The distribution was flat so that many patients were being inadequately treated
and only a fraction of the available health gain was being achieved. The reason was that many
clinicians had no systematic knowledge of what they were achieving in terms of outcome. What
Was mecessary was a commitment to continous quality improvement by the professions,
represented by national medical associations.

Many patients needed individual, family and social support, rather than high-technology
Interventions. Such support need not only come from doctors, but from nurses and other
members of primary health care teams. However, there was a necessary involvement of specialist
care in primary health care, and specialists and general practitioners should find more productive
ways of working together.

Greece expressed disappointment that the CP had not been invited to participate. Reference was
made to the Pan-Hellenic Association and to the need to take a comprehensive view of primary
health care development including social protection and social security. In Greece’s view, it was
necessary to establish an ad hoc working group to draft proposals. Patients were entitled to a free
choice of doctor and hospitals, but the danger of the primary health care system was the creation
of distance between general practitioners and specialists. Specialists could provide health
promotion and disease prevention, etc. In developments in general practice, such as general
practitioner fundholding, there was the danger that patients would be left at the primary health
care level for too long before proper referral.

Belgium referred to the particular health service difficulties in the CCEE and NIS, but reflected that
the situation was also relatively poor in western Europe. Too may people were excluded from
health care systems. A series of reforms had attempted to control health system expenditure, but
there were reservations about continuing free choice by patients, Something better for the future
needed to be created.
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Fundamental principles (Dr A. Milton — Sweden)

Paragraphs 5.1-5.5

The following points were made regarding the fundamental principles contained in paragraphs
5.1-5.5 of the Ljubljana Charter,

Belgium: Primary health care should be free of charge, although this was likely to be more and
more difficult to achieve in the future.

Belarus informed the Forum about the development of an ethical code for doctors which had
been discussed and agreed with the Ministry of Health and which had their support. It was
important to protect the health improvement role of NMAs.

Kazakstan informed the Forum about cooperation between the Ministries of Education and
Health, so that health promotion and improvement was included in overall educational provision.

Lithuania spoke of the importance of the Forum considering the public health perspective,
including the promotion of health and health protection. These were insufficiently supported by
medical professionals at the moment. This was as much a priority as the treatment of diseases.
Consideration should be given to the establishment of a conference in the Baltic States on these
1550€5.

Dr Rowe asked what national medical associations should be doing on these subjects. What was
their general understanding of the term “health gain”. This was an important concept for all
physicians and there was an important role for NMAs and their members in promoting this view.
So far, probably only screening and immunization would have been considered in this context.
Also, should the profession do anything to promote this view amongst the public at large?

The Russian Federation said that the reforms of the health system had been associated with the
deterioration in the quality of service provided. The reforms had been launched with little
explanation to doctors and patients. Generally the population now believed that doctors were
responstble for the reforms. In the Russian Federation, funding and support was not widely
available for preventive and prophylactic medicine although some programmes had been started.

The Regional Director referred to the possibilities of funding preventive programmes. For
example, some countries had placed a levy on sales of cigarettes, and some of this money had
been used to buy out sports sponsorship. This had be done in some Australian states.

Erance referred to the liberal private system of outpatient service. Some citizens might refuse to
move to a totally public system of provision. Citizens’ views were extremely important in health
care delivery issues as well as in the development of health policy. It was important that such
matiers were discussed within Parliaments, including representatives of citizens themselves and
of health care workers.

Germany regretted that greater prominence had not been given to the importance of individual
responsibility. This concept should be at the top of the list of importance. State planping,
subsidiarity and solidarity were not the most important issues.
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Dr Milton emphasized the importance of NMAs influencing governments at national level,
particularly concerning the HFA. revision,

Dr Rowe referred again to the Charter on the Promotion of Patients’ Rights recently produced at
a Consultation in Amsterdamn. He thought it was extremely important that the current version
now included mention of the responsibility of patients. It was very important to achieve a balance
in the document between the rights and responsibilities of patients.

The Regional Director referred to the use of the word “citizen”. WHO used this in a fairly
conventional sense, referring to those people who elected representatives to governments. He
emphasized again how important it was to give local populations the possibility to be heard
concerning the quality of their local health institutions. :

The representative of the Euwropean Union of Medical Specialists, referring to the United
Kingdom, spoke of lay involvement in the Maternity Liaison Committee. In his judgement, the
quality of medical care was normally respected by the public, but the conditions of the delivery
of care were much more questioned. It was particularly important that patients’ groups should be
involved in considering issues to do with chronic disease. In his view, such groups were very
constructive in improving care at the local level.

The representative of the Nursing Forum felt that this was a fundamental issue, It was important
to make sure that citizens were listened to. Their influence should be articulated concerning
health policy development. Health policy-makers should create channels for the expression of
local citizens’ views,

Israel referred to the issue of the public becoming involved in debates concerning the allocation
of resources and priorities. In general, the public had little knowledge of these issues, and there
was a role for medical associations 1o bring these issues out for debate with the public.

Germany noted that its pharmaceutical budget had declined since 1992 without great protests
from the population. Patients recognized that the budget had to be reduced. It was very difficult
for citizens 10 adjudicate on what was or what was not a good health care system and how the
system could be reformed.

Belgium asked how citizens could share responsibility for their own health.

Dr Milton referred to resolutions of the World Medical Association conceming patients’ rights
and patients’ responsibilities. It was vital that patients were informed and listened to. On the
other hand, they should accept information, for example on lifestyle issues,

The Regional Director indicated that WHO was not saying that if individuals smoked they
should pay the cost of care for smoking-related diseases. There was a moral responsibility to treat
patients. Nevertheless, it was a dual responsibility here for both the citizen and the State. The
State should help individuals to take responsibility. It was important to focus our effort on
influencing those conditions in society that support smoking.

The United Kingdom indicated that it was important not to make moral value judgements
concerning clinical needs.
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Hungary referred to the difficulty of defining the needs of citizens.

Estonig referred to the increase in cost of health services and the problems of insufficient access
to health care.

Dr Vienonen reflected that the expenses of health care were inevitably income for others
elsewhere within the economic systern in any society. In his view, the profession would have a
better claim for the resources to respond to identify health needs if there was more equality of
costs. Why in some countries are costs higher than in others? Plainly in many countries there was
considerable amount of money to be saved on drug expenditure.

Dr Milron referred to the importance of ensuring that once the profession had done all that it
could, the government did not use the cost reductions as an excuse to make further savings on
health care provision.

Croatia referred to pressure from the IMF to reduce the proportion of GNP it spent on health
from 7.5% to 5%. This would be a disaster for the whole system. Health care should be the last
item of public expenditure to be reduced.

Dr Milton supported this view. The public needed good health care and deserved the highest
possible quality of system.

Poland emphasized that what was lacking was reference to the proper and just conditions of
work for health care employees.

Lr Rowe replied that a form of words should be developed in which the Forum might advise
international institutions on the importance of expenditure on health care systems and the
working conditions of health care employees.

Germany emphasized a different perspective of the financial burden of health care contributions.
From this perspective, the delivery of health care itself was a secondary consideration.
Expenditure deficits elsewhere could be financed by drawing on health care financial provisions.

Dr Vienonen emphasized that financial requirements of health care systems were substantial. No
donor agency could possibly support the health care system in any country. One problem was
that many countries simply still had too many expensively-employed doctors.

Paragraphs 6.1-6.6
The following points were made in discussion on paragraphs 6.1-6.6 of the Charter.

United Kingdom: in developing health policy reform, it was very important not to change the
whole of the systern at once, but to pilot and evaluate changes before more general application.

Slovakia emphasized the importance of the free choice of doctor, either specialist or general
practitioner, within primary health care provision.

However, Dr_Vienonen emphasized that this choice might not be a very real one in remote
locations.
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Dr Milton asked whether the financing system could interface with the patients’ choice of
specialist or general practitioner.

Germany indicated that there were no particular rules in this respect. Most health insurance
schemes provided basic cover while some schemes could add additional cover on top of this.
There was a great variation in the types of schemes offered.

The Russian Federation emphasized that in that country patients could go where they want and
in developing health care systems it was very important to take into account public opinion.
Currently there was no medical oath in medical schools in The Russian Federation and an oath
had recently been confirmed three years ago and endorsed by the Government.

However, the World Medical Association emphasized that it was professionally inappropriate for
governments 1o endorse professional oaths. In response, The Russian Federation emphasized that
their oath had been affirmed by the judicial authorities in the country.

Kazakstan indicated that their government fully supported 2 professional oath.
Dr Milton concluded that NMAs must play a role in informing and communicating with citizens.

Hungary emphasized that the development of primary health care should not be at the expense of
acute sector activity.

The Russian Federation felt that the reshaping of health care delivery systems might lead to
damage to the medical profession.

Germany emphasized that it was necessary to build up and support those hospitals that were
needed although in Western Europe generally there were too many hospitals and patients in those
hospitals. Only those that needed hospital care should be in hospital at all.

France considered the current text unacceptable. The phrase “whenever necessary” was not
correct for economic and administrative reasons.

Dr_Vienonen emphasized that many acute hospital beds are occupied by chronic long-stay
patients,

Hungary considered it important that politicians should not see the reform of health care delivery
systems as simply an opportunity to reduce the economic resources available to the system.

Croatia emphasized the importance of continuing medical education.

Poland emphasized the potential danger of “multi-professional” teams if this reduced the contact
between doctors and patients.

Dr Vienonen emphasized the 1mportance of strengthening management capacity during the
process of health care reform.
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Dr Milton stressed the importance of NMAs emphasizing their views on the heaith care reform
process fo their governments. He also emphasized the importance of good communication
between the medical profession and the patients and the pubtic.

In conclusion Dr Vienonen emphasized the importance of translating the Ljubljana Charter into
national languages.

Other problems of the profession and their solution in a
changing society

German Intranet for doctors {(Bundesdrztekammer)

The Bundesdritekammer referred to the development of an Intranet within their professional
organization. The organization had a number of tasks concerning continuing medical education,
quality management, and promoting the use of cost-effective treatment options and practice
management. Overall, within the German health care system, financial resources were under
significant pressure. Therefore a need for faster and better information transfer between the
Bundesdrztekammer and professionals had been identified. What was needed was a COMMon
infrastructure for doctors and their representative bodies to support date of exchange, information
and communication,

Potential problems included security and confidentiality and this had prevented the use of the
Internet. It had been noted that the Swiss Medical Association had developed an Intranet as a
virtually private network for the medical profession and their statutory bodies. The
Bundesirztekammer had therefore decided to go down this road. Such communications would
include physicians’ reports, issues CONCerning remuneration, practice networking and the
development of electronic prescription methods. There was no access to the Intranet as
developed, from outside. Features of the system as developed included guaranteed availability
and transmission speed, access regardless of time of day or location, a pationwide system, a
technically open structure, the provision of appropriate maintenance tools, a browser for users, a
simple structure with easy navigation, and external Internet access as required. Access to the
system cost 50 DEM per month for individual doctors.

Accident prevention (Czech Medical Association)

The Czech Medical Association was a voluntary society which included some two thirds of all
doctors in the Republic. Some 104 scientific societies and medical unions were associated with
it. The Association was concerned about accidents as a major public health problem. In 1995, in
Czechoslovakia, there had been 175 000 traffic accidents, and in 1996, 200 000, That year, there
had been 150 deaths per 1 million population, over twice the rate seen in Scandinavia. Accidents
were the third cause of death among both men and women. Within the European Union, there
were in excess of 50000 deaths per year. The Czech Medical Association had noted the
declaration by the World Medical Association on road accidents and had contacted the European
Safety Council in Brussels. It had noted substantial advances in the scientific understanding of
accidents. In the Czech Republic, accidents had increased because of the process of catching up
with western lifestyles since the change of political system in 1989. There were many young and
inexperienced drivers and licences were obtained casily. Supervision by traffic police was poor.
The Medical Association had developed some targeted road safety plans and had established a
data system. It had promoted reductions in the leve] of drinking and driving. For example there
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was a more significant risk of young people convicted of drinking and driving losing their
licence. The Czech Medical Association hoped that this topic would be discussed more fully at a
next meeting of the Forum.

Physician autonomy and other issues (Lithuanian Medical Association)

The_Lithuanian Medical Association felt that the role of NMAs had been insufficiently emphasized
in the Ljubljana Charter. It was very important that associations negotiated positively with
governments on the basis of physicians’ autonomy. Physicians were professionally independent
rather than, as often before, civil servants. This placed the professional representation of physicians,
and NMAs, in a new situation. Related to this were issues concerning doctors’ salaries and working
conditions, and new contractual relationships between doctors and the State. Some countries had
seen strikes, or threats of strikes, from doctors concerning the level of their salaries and contractual
payments. If doctors were not civil servants, another question was who would take financial and
professional responsibility for medical exrors.

It was noted that licensing of physicians was renewable and if physicians’ associations were not
independent, licensing could be used to put pressure on doctors, for example through regulation
of the professional labour market. It was important that the profession had status. These were
issues that needed to be resolved at national and international level. A related issue was that of
voluntary or obligatory membership by doctors of the medical association. Also relevant was the
right or otherwise of doctors working as managers to continue to engage in a clinical practice.

In response, Dr Rowe indicated that Lithuania had outlined an enormous agenda. Autonomy was
at the root of many problems. There never could be any such thing as 100% autonomy. The
Liaison Committee had decided to establish an action group to look at all these issues, which
were fundamental to many of the concerns and topics discussed at the Forum. He noted that the
World Medical Association was also to consider this issue.

The Regional Director indicated that whilst the issues concerning professional autonomy were a
proper matter for the Forum to consider, it would not be possible for the Forum with the
participation of the World Health Organization to discuss matters such as doctors’ salaries and
working conditions

Report of the WHO Regional Director for Europe

Dr Asvall referred to continuing wars in the European Region, for example in Chechnya and
Tajikstan. However, he noted more positively that wars had ended in some other countries, for
example in Bosnia and Herzegovina and Croatia. He focused particularty on the process of health
system reform and reconstruction in Bosnia and Herzogovina, and the role of WHO working
with the Sectoral Task Force on Health and Social Safety, within a strict framework of neutrality.
WHO’s humanitarian work had continued in Bosnia and Herzogovina, Croatia and the Federal
Republic of Yugoslavia (Serbia and Montenegro). In Bosnia and Herzogovina, there had been
real success in encouraging the Ministers of Health of the two entities to think and work together,
and for example to sign a joint declaration on the future of the health care system in that country.
A process of slow reconciliation was under way,

In Croatia, WHO had worked with the Government and with the United Nations Transitional
Administrator for Eastern Slovonia. WHO had chaired the Joint Implementation Committee for




EURACP/CORD 03 03 03
page 17

Health under the UNTAES umbrella, which had brought together UNTAES and the Serbian and
Croatian party to consider health sector issues together.

He also noted an incident involving 1000 children in The Former Yugoslav Republic of
Macedonia. The children had been affected by anxiety and pain, and many had been hospitalized.
The location had been close to the Albanian border. There had been fears that some chemical
substance had entered the environment. WHO had established an expert group which had
determined the problem was neither chemical nor infectious. There had been a substantial
psychosocial element, and the problem had been dealt with by reassurance and reconciliation.

Dr Asvall noted that in Chechnya, the cessation of hostilities remained in place after the election.
In Tajikistan, there was continued fighting but at a low level.

In surnmary, therefore, 1996 had been a better year for armed conflicts in the Region. However,
the health sitwation had remained highly unsatisfactory in some parts of the Region and there had
been a continuing east/west health divide. For example, figures for infant mortality in Iceland
and in Turkmenistan were 5 and 43 per thousand live births respectively. In those two countries
the respective figures for matemnal mortality were 3 and 43 per 100 000 pregnancies.

A more encouraging sign was that economically some countries in the CCEE were now doing
better, with 5% or more growth in some countries.

However, health differentials were not just a matter for eastern Europe. For example in the
United Kingdom, the life expectancy of children born in social class V was eight years less than
those born in social class I. Children aged 15 in social class V had twice the risk of death than
those aged 15 in social class I or II. In a number of western European countries, there were
negative trends in communicable disease prevalence.

Dr Asvall referred 1o the diphtheria epidernic in the NIS in the early 1990s. WHO and a number
of other parties had commenced work in 1993 and in 1994 a major collaborative effort had been
launched to control the epidemic. The epidemic had not been normal as it had hit adults as well
as children. It reflected insufficient protection in a previously highly-immunized society with no
natural immunity, when challenged by a strong epidemic in children. The effort had focused on
the vaccination of the total population. Some 300 million people had been involved. Figures for
cases expected and observed in 1995 were 170 000 and 50 445 respectively. Until October 1996
the figures for expected and observed cases were 210 000 and 17 000 respectively. The campaign
had therefore saved some 300 000 cases and a mortality of probably around 30 000 deaths.

Dr Asvall went on to refer to the MECACAR campaign against polio. This had taken place in
23 countries and had involved 65 million children vaccinated twice in the same week. There had
been a very significant reduction in the incidence of polio cases between 1994 and 1996 as a
result of this campaign.

Also concerning polio, there had been an outbreak in Albania in April 1996. This outbreak had
commenced immediately after an immunization campaign, and many had erroneously linked the
outbreak 10 that campaign. More cases had developed between May and August and WHO had
provided an expert team which had identified that the outbreak was due to not to the previous
vaccination campaign but to wild polio virus. Some 160 cases in total had occurred. The whole
adult population up to the age of 65 had been provided with two rounds of polio itnmunization,
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Neighbouring countries, for example, Kosovo in the Federal Republic of Yugoslavia (Serbia and
Montenegro), Greece, Bosniza and Herzogovina and The Former Yugoslav Republic of
Macedonia had also been involved in the campaign, which had removed the Balkan focus of
polio virus. It was now clear that the virus itself had originated in Afghanistan.

Continuing to deal with communicable disease, Dr Asvall referred to the growing problem of
malaria in Azerbaijan, Tajikistan and Turkey. Most worryingly, in Tajikistan the malaria was due
to plasmodium falciparum from Afghanistan, Iran and Pakistan. It was very important to see anti-
malaria campaigns developing in these countries.

Tuberculosis prevalence was also rising in a number of countries. Also on the increase was the
prevalence of sexually transmitted diseases, highlighting the growth of risk factors for
transtission of HIV and for the later development of AIDS. An educational campaign was very
necessary in these countries. A simple but vital measure was to increase the availability of
condoms, sex and health education, etc. Many of the affected countries had no history of open
sex education.

Moving on to health care reform, Dr Asvall referred to the process leading up to the creation of
the Ljubljana Charter, and the development of multi-country groups to consider health care
reform issues, for example, CARNET, MIDNET and EASTNET. The MANAS and LUCKMAN
programmes had been developed collaboratively with Kyrgyzstan and Turkmenistan. He referred
to the CARAK programmes of maternal and child health being developed for the CCEE and NIS.
He emphasized particularly the enormous number of abortions per year in these countries,
probably some 9 million per year or 25 000 per day. Of all the regions of the world, only Latin
America bad a higher number of abortions, and particularly unsafe abortions.

Dr Asvall referred to the developments in quality of care. He emphasized the development of
national policies for quality of care development in both Belgium and Denmark, and work which
was ongoing in 11 other countries. For example, recently outcome indicators for stroke care had
been elaborated. Work on the diabetes programume was continuing most productively.

As regards smoking, the Regional Office had been less active over the last four to five years, but
this now needed to change. It was predicted that by the year 2020, some 2 million deaths per year
within the Region would be due to smoking, and that smoking would account for 20% of the
disability-adjusted life years. Some countries, for example Finland, had shown that it was
possible to develop a strong antismoking programme which could achieve reductions in cigarette
consumption. Dr Asvall referred most positively to the work of the Forum in promoting smoke-
free flights in Europe,

Referring to alcohol consumption, Dr Asvall emphasized the conference that had been held in
Paris in December 1995. Ten high-quality technical publications had been made available for this
conference, and taken together, these provided a complete set of the most up-to-date advice on
alcohol control issues.

Turning to the environment and healih, Dr Asvall commented on the development of NEHAPS
(National Environment and Health Action Plans) which had originated from the 1994 Helsinki
Conference. These plans were developed jointly between the ministries of health and the
environment, around models developed by WHO. Six countries had now produced NEHAPS, led
by the United Kingdom. Forty countries were in the process of developing their NEHAPS.




e D e o bbb T AT e B

EUR/ACP/CORD 03 03 03
page 19

Following on from the plans themselves was a series of individual projects for implementation,
and he hoped to see strong support for these from the World Bank and other international
financial institutions and donors. He referred to the coordinating and promoting role of the
European Environment and Health Committees. He hoped very much that it would be possible to
see 4 similar planning approach adopted concerning lifestyles and health.

Referring to the development of national health for all policies, he noted that 11 countries had
developed new policies during the year and that some of these were now finalized.

Finally, Dr Asvall referred to the growth of new professional networks. The EuroPharm Forum
had now been successfully in existence for some five years and he was delighted to see a new
professional Forum developed among the nurses.

Discussion

The World Medical Association referred to the renewal of health for all. The Regional Office was
anx10us to rece1ve input to this process from NMAs and this was an important opportunity.

Dr Rowe referred to the global and regional processes of HFA renewal and the recommendations
of the Liaison Committee. It was important that there was a clear flow of communication
between the World Medical Association and the Forum and these processes.

Germany referred to the generalised problems of economic stagnation and recession and the
difficuities in this sitation of maintaining standards of health care.

Dr Asvall emphasized that in many ways health care provision had progressed over the year, for
example he had mentioned the replacement of war by peace in some countries, and progress in
the control of communicable disease. There had been some economic improvement in some
countries, but conditions remained very difficult in many. There had been improvement in the
capacity of ministries of health to take account of the situation in a planned way. However,
accidents, cardiovascular disease, cancer, and sexually transmitted diseases had increased and in
many couniries there had been a further deterioration in health status. There was no great
willingness on the part of donors to support the health care delivery systems in these countries.
However, WHO did try to help individual countries with health care reform processes. He hoped
that donors would contribute in a coordinated way to well-integrated country-based plans.
Uncoordinated donations added complexity for the recipient governments. He referred to the
recent appointment of a WHO Public Health Adviser in Georgia and Armenia, supported by the
Govermnment of Norway.

Erance referred 1o the importance of information coming from WHO and being sent to
assoctations such as the World Medical Association concerning these differences in health status.
It was important to show solidarity. Such information had not always been made widely
available.

Belgium requested the provision of coherent systematic information.

Dr Asyall referred to the review of the HFA indicators currently ongoing in the Region which he
hoped would be published towards the end of the year. He offered to provide delegates with a
copy of the current HFA indicator floppy disc, which covered the HFA database from 1970 until
the present day.,
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Report of the Liaison Committee (Part ll) (Dr A.J. Rowe)

Dr Rowe referred to the great success of the Forum’s Statement on Smoking in Aircraft in 1996,
The Forum’s Statement on the Promotion of Patients’ Rights had been welcomed by the
European Union, the Council of Europe and the Commission on Human Rights. In response to
the Forum’s consideration of the needs for medical supplies and basic health care in Albania,
Azerbaijan and Georgia, the Fortun had requested a list of basic items of need from WHO. This
however was not easy to provide and he was now looking for a response from NMAs if they
were able to identify items of support which they could provide.

The Forum had been represented by the Danish Medical Association at the recent EuroPharm
Forum. On the agenda there was collaborative action between pharmacists and doctors
concerning smoking cessation. It was decided that collaboration could be based on local-level
dialogue.

Dr Rowe referred to the importance of NMAs circulating medical journals, etc. amongst
themselves, particularly to fellow associations in central and eastern Europe, and he had referred
to this point in a recent newsletter.

Dr Rowe referred to the nmew Handbook, which was larger and contained more detailed
information. He was very appreciative of the information that had been provided by NMAs and
of the work of the Norwegian Medical Association. This was now a most valuable document.
Dr Rowe referred to the interest in the affairs of the Forum by medical associations in the United
States and in South Africa, who were interested in seeing whether it would be possible to
establish similar forums. In the event, these associations were not represented at the present
Forum because of national commitments.

Offers 1o host the Forum in 1998 and 1999 had been received by the Israeli Medical Association
and the Polish Chamber and Association. Both offers had been recommended by the Liaison
Committee with gratitude.

The Forum now had to consider applications for membership from the Chamber of Physicians of
Croatia and the Federation of Russian Medical Association, The Liaison Committee considerad
that the statutes of these bodies fully conformed with the guiding principles of the Forum and
recommended full membership.,

The Liaison Committee had invited the Israeli Medical Association to attend its meetings as a co-
opted member,

The Liaison Committee had considered a statement from Dr Virbalis from Lithuania on
autonomy. This discussed the professional and financial independence of physicians, a topic
being studied at the Nordic School of Public Health and also by the World Medical Association.
Social, political and cultural factors in individual countries were highly relevant to these issues.
The Liaison Committee was therefore recommending the establishment of a small working group
to take this subject forward.

Dr.Rowe referred to industrial action by some NMAs in central and eastern Europe. These
actions concerned salaries and working conditions and were reported as not being politically
motivated but born of desperation. It was vital in each country to see that the working position of
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health professionals was at least reasonable and that they could carry out their tasks in a decent
working environment. However, it was not appropriate for issues concerning salary and working
conditions to be discussed at the Forum and the Liaison Committee had therefore drawn up a
document providing draft recommendations concerning the boundaries of the business of the
Forum. Dr Rowe then read the contents of this document to the Forum.

Dr Rowe refermed to contributions to the finances of the Forum from NMAs. The Liaison
Committee had decided to recommend an increase for members of the Forum to 900 ECU and
for observers to 450 ECU. The charge for extra representation by member NMAs would also be
450 ECU. The Liaison Committee had decided to recommend to the Forum that the possibility of
obtaining owside financial support should now be explored.

Dr Rowe referred to the membership of the Liaison Committee. The criteria so far had been that
membership should be offered to those countries which were willing to host the Forum. All
NMA members of the Liaison Committee bore the full cost of their attendance at the Commitiee.
However, it was very difficult to see a way in which small countries could realistically host the
Forum. Currently there were two large constituencies: EU and CCEE/NIS, and both of these
constituencies had two current members of the Liaison Comrmittee. The suggestion now was that
in each category, one member should be prepared to host the Forurm whilst the other member
should be prepared to host the Liaison Committee. This would broaden the base of membership
of the Liaison Committee and draw more countries into discussions.

Dr Rowe referred to the current consultation on the renewal of HFA. He asked that the Liaison
Committee should be authorized to coordinate and present comuments on the consultation, on the
basis of comments provided by NMAs. It was important that NMAs provided their comments in
a timely fashion.

In diseussion, £stonia asked that the Liaison Committee should act as a clearing-house for issues
coming from NMAs. The Regional Office should be active, asking for advice from UEMO, the
associations of specialists, the Standing Committee of European Doctors (CP), etc. Dr Rowe
replied that the consultation document would be sent to NMAs and that consultation would be
open to all interested parties.

France referred 1o the lack of official consultation of the Standing Committee (CP). This
represented physicians at all levels and had four working committees. The work of the Forum
was itself passed on to the Standing Committee.

Poland referred to the document defining the business of the Forum and wanted all NMAs to be
consuited prior to its adoption.

In reply, Dr Rowe referred to WHO’s position in this matter.

Switzerland reflected that the various European organizations were free to comment on
statements by the Forum, for example, UEMO, NMAs, WHOQ. It was difficult to move the
process along where every single organization was asked for an opinion. The European Union
NMAs had two representatives in the Liaison Committee and therefore could inform the
Standing Committee (CP) on the Forum’s affairs. This was similarly true for CCEE and NIS
countries. The Forum would of course ask for advice when needed.
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Defensive medicine (Ms L. Wapner - Israel)

Ms Wapner referred to the recent passage of the Patients” Rights Act of 1996, Other countries in
Europe had made similar enactments. She would discuss the Act, dealing with problems and
issues of specific relevance to the medical profession.

In general, the profession felt that the Act was hostile to their interests and contained certain
mistaken assumptions and provisions. The Act failed to note any responsibility of patients and
this has created bad feelings amongst the medical profession. Further, some discretion previously
enjoyed by physicians had now been given to Ethics Committees. As a consequence, it was
possible that information which physicians felt was dangerous might be revealed to patients.
Also their treatment might be enforced in certain situations felt by physicians to be dangerous.

The main issues involved in the Act were:
1. declaration of patients’ rights;

2. the question of informed consent, which took an extreme position, identifying the patient asg
autonomous and with the right to all relevant information;

3. provisions concerning medical records and confidentiality;

4. a basic right to secure a second opinion.

There were some problems. For example, the question of cost had not been considered. There
were real difficulties in the provision of all relevant information during the process of informed
consent, because of the number of languages involved. Informed consent was precisely defined.
There was no patient’s “right not to know” clause in the Act.

The role of the Ethics Committee was particularly controversial.
Draft statement on defensive medicine (Dr Y. Blachar - Israel)

Dr Blachar took up the theme of defensive medicine, which he saw as a real threat to good
professional practice. Those countries which were not yet experiencing this phenomenon should
do everything possible to avoid it. In countries where it exists, measures should be taken to
reduce the practice of defensive medicine.

Defensive medicine increased costs and created excess examinations and tests, In certain instances,
it led to the avoidance of proper patient treatment by professionals. It also harmed research.

Defensive medicine tended to be commoner in those jurisdictions where there is a high level of
medical litigation, or where jurisdictions tended to favour patients’ interests.

In his view, consensus guidelines were an excellent method of avoiding defensive medicine,
although too rigid application of guidelines might be to the detriment of the patient. The current
Israeli Act had gone to extremes and had forced the provision of an excessive amount of
information which was not necessarily in the best interests of patients. He noted the constant
pressure from the public towards absolute events and outcomes. He felt that in each society, a
full discussion was necessary so that the economic, social and legal factors leading to defensive
medicine should be curtailed. There had to be a balance between the interests of physicians,
patients and society in general,
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Discussion

France wanted to see a definition of defensive medicine.

Dr Asvall indicated that WHO shared the view put forward by Dr Blachar. It was very important
that countries did not go down the route of the United States. However, in order to prevent this, it
was necessary for the medical profession to deal with poor performance by doctors. Too often,
this was recognized but there was no reaction. The public now paid much greater attention to the
quality of care and this should be discussed openly. This discussion should be seen not as a witch
hunt but as a serious attempt to deal with a real problem.

Germany referred to the importance of the provision of sufficient documentation. Without good
documentation, it was very difficult for doctors to defend themselves against medical litigation.

Use, misuse and abuse of drugs

Use: Overview of prescribing and good prescribing practice (Dr K. de Joncheere
— WHO Regional Office for Europe)

Medicines are among the most powerful means doctors have to diagnose and treat patients and to
alleviate suffering. The development of industrially produced medicines is a relatively recent one
covering basically the last 50 years. New developments in the biomedical field and on
biotechnology and genetic engineering are even further revolutionizing the practice of medicine.

European countries spend between 8% and 35% of their health expenditure on medicines. This
investment, however, does not always render benefits. Studies indicate that some 7% to 10% of
hospitalizations are caused by drug-related problems. Antibiotic resistance is rising sharply and
depleting the therapeutic reservoir; it is widely attributed to irrational use of antibiotics.
Inappropriate use of medicines is a problem for all countries in the European Region.

European countries have been tackling inappropriate use of medicines often through
combinations of regulatory, administrative, financial and educational and information strategies.
Knowledge is not often available on the effectiveness of these interventions. These interventions
can be directed towards policy-makers, prescribers and dispensers, patients as well as the
community. Shifts in health care delivery, telematics and information technology, introduction of
new diagnostic and treatment technologies, trends towards self-medication and economic
evaluation of drug use are adding to the complexity of the problem. They also provide for
opportunities for enhancing more appropriate drug use.

In autumn 1996 the Regional Committee of the WHO European Region confirmed the
importance of this field.

What 1s appropriate use of medicines? In order to answer the question, methods of measurement
and references are needed. The references need to be based on consensus among health
professionals. These are also needed for making comparisons among prescribers, regions,
hospitals, countries and to determine the effectiveness of interventions. Treatment protocols and
standards and prescribing policies need be agreed upon by doctors, often in discussion with other
professionals, in their own working environment, be it at the hospital or in an ambulatory setting.
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The prescriber’'s knowledge is not enough to achieve rational use of drugs. Numerous studies
have indicated that behavioural aspects play an important role in deterrnining drug use.

All countries are facing rising expenditure on medicines. There is broad evidence from all
countries on patterns of irrational drug use, including polypharmacy (toc many drugs are
prescribed), undertreatment of patients (no drugs are prescribed or in too low doses), incorrect
drug use (use of drugs not related to the diagnosis or unnecessarily expensive), inappropriate use
of antibiotics, and irrational self-medication and self-prescription of medicines.

Self-medication is a phenomenon that exists in every society and is tending to increase in the
industrialized countries. A WHO study in Canada showed that 50% of the population observed
had taken medicaments in the 48 hours before the investigation, half of which had not been
prescribed by docters. Self-medication, while desirable in certain cases, may at times have
negative effects on the consumer, since the mode of action of the medicaments is rarely well
understood, the length of treatment is difficult to judge, and very often the manufacturer's
labelling does not provide sufficient data for appropriate treatment.

The question must be asked how drugs have managed to become so widespread, and in such
great demand and yet so badly used? When a doctor prescribes a drug for a patient, many factors
other than the biochemical properties of the drug come into play. The doctor is primarily
influenced by the education in therapeutics he has received. The promotional efforts of the
pharmaceutical industry play a considerable part, as information on new drug products entering
the market in many countries is often only available through commercial channels.

The criteria for obtaining a marketing authorization for a pharmaceutical product in many
countries in the European region are not strict enough, thus allowing for a variety of irrational
fixed dose combination products and frankly unsafe products to reach the patient.

Often expectations of society and patients also push the doctor into prescribing. Prescribing has a
powerful symbolic effect, confirming the roles played by the doctor and patient and maintaining
their relationship. The result may be a tacit complicity between the prescriber and the patient, a
complicity that may also include the pharmacist and the pharmaceutical industry since it places
the desired drugs at their disposal. On the other hand the genuine placebo effect of drugs has to
be taken into account.

The inappropriate use of medicines not only leads to waste of money, but also to ineffective and
unsafe treatment, exacerbation or prolongation of illness, distress and harm to the patient. Just a
few of the problems that may occur include: patients being under-treated, growing antibiotic
resistance and hospitalizations due to drug related problems.

Many different strategies have been developed over the years to enhance the appropriate use of
medicines, in western European countries as well as in CCEE and NIS and other continents:

»  Administrative and regulatory measures refer to restrictions on prescribing such as limited
(positive or negative) lists, maximum number and quantities of drugs per prescription, drugs
that can only be prescribed by certain specialists or in the hospital setting, structured
prescription forms, prescription auditing and disease management. Such measures also
involve the promotion of generics, controlling the number of products, practice guidelines,
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data sheet information as approved by the regulatory authority, and scheduling drugs for
different sales levels and distribution to certain levels of health care facilities.

» Financial interventions refer to patient co-payments, fixed or indicative budgets for
prescribers, price regulations and reference pricing, inter alia.

» Informarion and education strategies include printed materials, seminars and congresses,
drug information bulletins, textbooks and interdisciplinary discussion groups, face-to-face
interventions and feedback of prescription data to the doctors.

How effective are these interventions? It has been shown that printed material alone is not
enough to influence prescribing and that its effect has normally a short duration. Moreover
prescribers with irrational prescribing behaviour are less likely to read the printed materials. The
same can be said of limited drug lists and national formularies: they only become an effective
strategy when accompanied by a system that provides follow-up and wide dissemination.

Face-to-face interventions on specific therapentic problems have proved to be effective, as well
as focused educational campaigns in combination with widely discussed treatment guidelines for
specific well defined problems. Regular feedback of prescription data and comparison with other
prescribers has also been shown to be effective.

The impact of medical education on prescribing behaviour is not clear: most studies measure
knowledge and not behaviour. The influence of peers during internships on prescribing is widely
shown 1 different settings; however, prescribing practice in teaching hospitals is often irrational
and inconsistent. Due to the lack of systematic therapeutic training doctors do not acquire
sufficient skills to make rational decisions on drug choice and prescribing. Training is mostly
drug-centred, while in practice the doctor has to start with the patient and his clirical condition.
Most university education still concentrates on the transfer of knowledge and does not teach the
medical student the logical process of selecting a drug for a specific patient and the factors to
prescribe that drug appropriately.

In general 1t can safely be said that only the combination of different strategies accompanied by
regular follow-up and reinforcement has proved to be effective in rationalizing prescribing
behaviour.

In view of these problems, a few key questions need to be addressed by the individual prescriber
before prescribing a drug for a patient. Together they can be categorized under good prescribing
practices.

Is a drug necessary? First and foremost, the doctor has to decide whether a drug is mn fact
necessary for treatment of a problem or whether there is a better alternative. Headache, for
example, may be relieved by lying down in a quiet place; diarthoea is better managed by
rehiydration therapy than by a medicine.

Therapeutic objective and drug action. If the doctor decides upon the therapeutic objective (pain
relief, combat infection, rehydration and so forth) and that a drug is needed, the type of drug
action desired must be identified. For instance, in a person with infected chronic bronchitis and
some bronchial spasm, should an antibiotic, a bronchodilator, or a drug to loosen or liquefy the
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bronchial secretions - or more than one of these — be selected? If a bronchodilator is to be used,
should it be a sympathomimetic, a theophylline preparation or a corticosteroid?

The right drug. Having chosen the type of drug action available, the most appropriate form of the
drug must then be selected, taking into account efficacy, safety, convenience and cost.

Dose. Next the dose has to be considered: how often the drug should be taken, at what intervals and
how long treatment should be continued.

Having gone through these steps, it is important to recall that a prescription needs to be readable.
Numerous studies have indicated the problems oceurring from unclearly written prescriptions:
the wrong drug is dispensed or wrong directions for use are given.

Finally, the patient (or someone on his/her behalf) needs certain information about the medicine
if it is to be used effectively and safely. Patients should be active partners in the treatment
process, not passive receptacles for a medicine. They should know its name, understand what it is
for, and how it is meant to help. They must also know how to take it correctly.

In conclusion, rational treatment requires a logical approach and common sense. Prescribing a
drug is part of a process that includes:

defining the problem (diagnosis)

determining a therapeutic objective

choosing the appropriate treatment

starting treatment

providing the patient with appropriate information and instructions
monitoring the results, and

deciding on stopping, continuing or changing the treatment.

Doctors should have the knowledge and skills to choose the appropriate drugs for their patient.
They should know how to select, prescribe and monitor the treatment and how to communicate
effectively with patients and other health professionals involved in the patient’s treatment. Finally,
a good doctor needs to know how to acquire and deal with new information on drugs.

Doctors have a responsibility for the patient’s wellbeing, which cannot be passed on to others.
They can draw upon expert opinions, consensus guidelines and administrative measures, but the
final choice of treatment remains theirs.

Medical associations have a key role to play in supporting their members and the profession in
enhancing the appropriate uvse of medicines. They can do so by: disseminating publications;
initiating and developing programmes on continuing education in therapeutics, together with
governments, insurance companies, academic institutions and industry; participating and
implementing research projects on drug use; and intensifying interactions with policy-makers and
other health professionals in order to design and implement strategies that achieve optimal
therapeutic outcome of the use of medicines.
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Misuse: Overprescribing, patient compliance, pharmacovigilance (Mr A. Towse —
United Kingdom)

It 1s important to look at cost-effectiveness as well as effectiveness. Not only must prescribing be
effective, it must achieve health gain at minimum cost. Trade-offs must be recognized. Policies
may benefit some groups of patients at the expense of others.

Overprescribing wastes resources and can harm the patient. However, it is also important to
avoid underprescribing. Overprescribing can be dealt with through delisting ineffective products,
educating physicians, professional discipline, and a role for pharmacists. Financial incentives
need to be used with care. Lack of patient compliance is an underrated problem. Most of it is
under-compliance. Leaflets for patients and improved delivery mechanisms can help. A dialogue
between doctors and pharmacists and their patients is very important.

Adverse drug reactions (ADRs)are common but in most cases have very minor effects on
patients. Of the more serious effects we need to distinguish between those that are intrinsic to the
product and those that are extrinsic. The latter arise from problems of patient compliance and
medical error. Most intrinsic ADRs can be predicted and are also avoided by better management
of the patient. It is the identification of the more bizarre intrinsic types of ADR that is a key role
of pharmacovigilance. There is evidence in all countries of under-reporting of ADRs. More
effective pharmacovigilance reporting and more studies of the safety of marketed medicines
could reduce the risks in introducing new products, and may even permit earlier licensing, so
enabling more patients to benefit from new treatments.

Disease management approaches may lead to more clinical protocols, including prescribing. There
is potential for an enhanced professional role for pharmacists in ensuring a more cost-effective use
of medicines. The issue of professional autonomy is important. Evidence must include clinical
experience, and protocols may not meet the needs of particular patients. All policies involve trade-
offs and value judgements. The medical profession must take the lead in setting treatment protocols
and in creating an interdisciplinary approach to cost-effective prescribing.

Discussion
Croatia referred to the importance of the role of the pharmacist in good prescribing practice.
dustria referred to greater self-medication which was often seen as an attempt to reduce costs to

the public. However, self-medication often led to a greater consumption of pharmaceuticals.
There was a question as to whether physicians should promote self-medication.

Switzerland drew a distinction between self-medication provided with or without relevant advice.
Germany felt it was important that self-medication should be supervised by doctors.

Mr Towse said that his talk was referring to prescribed medicines rather than over-the-counter
medicines. There was good evidence that pharmacists communicating well with patients
improved patient cornpliance. A second role for pharmacists was advising doctors concerning
their own prescribing practices.

Dr de Joncheere indicated that there was good evidence of a positive contribution of pharmacists
from several countries. For example, both in hospitals and in primary health care they had a
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significant role in the work of pharmacotherapeutic committees. There were opportunities for the
development of information technology, e.g. the creation of medication profiles of patients
provided by information linkages to general practitioners and other doctors.

It was true that self-medication was on the increase. There had been a study in 1987/1988 and a
new study was now necessary. There was a tendency for governments to shift responsibility for
the provision of drugs from the publicly-provided to over-the-counter provision. However, there
was little relevant data on consumption or drug reimbursement costs. There was always a
potential for abuse of drugs in self-medication. The potential market here was huge.

Mr Towse referred to the size of the market in the United Kingdom as £1 billion per year for
over-the-counter drugs and £4 billion per year for NHS-prescribed medicines. In general, over-
the-counter drugs were simple remedies used for headaches and stomach problems. There was a
question mark about whether newer medicines would be allowed into the over-the-counter
environment. This was primarily a safety issue.

Swirzerland questioned the role of the pharmacist in making the actual prescription.

Dr Towse referred again to the role of the pharmacist in providing advice to both doctors and
patients. In the United Kingdom, new government intentions would allow for new opportunities for
doctors to contract with pharmacists for the provision of services. However, what was not an issue
was the possibility of pharmacists actually writing prescriptions. There were difficulties concerning
financial incentives when pharmacists were paid on volume of prescriptions dispensed, as it was
then difficult to combine this with an adequate incentive for the provision of objective advice.

The World Medical Association indicated that there was no question of the pharmacists sitting
alongside doctors dealing with individual patient’s diagnosis and management. However, doctors
could certainly use the general advice of pharmacists.

Germany referred to the importance of drug therapy in continning medical education. For
example, there were recent instances of doctors and pharmacists discussing prescribing matters
together in a pharmacotherapy circle. Both doctors and pharmacists had seen significant
improvements from such initiatives. It was very important to have the pharmacists involved.
Cooperation was needed. Quality circles on a regional basis might be one way forward.

Finland referred to the importance of targeting any changes on health improvements. It was
important to be not too much driven by money. For example, good clinical practice might need an
increase in the consumption of medicines in some areas. The health gain achieved by the increase
in the use of over-the-counter medicines had to be questioned, WHO should be instrumental in
telling governments that they should monitor carefully the over-the-counter situation. The national
medical associations should also be involved in this. Resources would be needed.

Norway referred to the question of therapeutic/generic substitutions. Some countries allowed this,
which involved the pharmacist making a decision about changing the prescription to the cheapest
available equivalent generic. This was a controversial practice but it was noted that four countries
have embarked on generic substitution programmes, namely Denmark, Germany, Holland and the
United Kingdom, with varying degrees of success. With a good regulatory system, the quality of
generic pharmaceuticals should be assured, leading to proper interchangeability of products. There
were powerful cost arguments for such substitutions.
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Lithuania talked about the provision of information about medical products which was often
inappropriate and msufficiently objective. With new information technology, WHO could help
with the provision of objective advice. NMAs should be interested in participating. The
development of limited lists was undesirable, as there should certainly not be excessive
limitation on the prescription of drugs, particularly by specialists.

switzerland felt that the question concerning the role of pharmacists in prescribing had still not
been adequately answered. There was however a significant educational deficit here arnongst
doctors and a better continuing medical education should deal with the issue of better
collaboration between doctors and pharmacists. There was some anxiety about pharmacists’
ambitons. Cooperation should not consist of control. For example, there was concern about
pharmacists’ survey of doctors’ prescriptions, interviewing patients to enquire whether the doctor
had explamed sufficiently about the use of the prescribed medicines or not. This whole area of
cooperation between the pharmacist and the doctor should be explored in one of the future
meetings of the Forum. There should either be a clear division between the two professions, or
the establishment of only one profession.

Abuse of drugs (Dr P. Brandt — Denmark)

Dr Brandt referred to his work with people with severe social, psychological and medical
problems, for example homeless people, criminal addicts, mentally ill people, prostitutes, drug
addicts, etc. The problem of drug abuse became visible in the 1960s, but euphoriants had been
used in the world for thousands of years. Nordic people had chewed birch bark to achieve
intoxication 30 000 years ago, and certainly the Vikings consumed mushrooms to similar effect.
Often at international conferences on drug abuse reference was made to the “Scandinavian
model”, which meant a tax-financed social security and welfare system. However, it was not true
that there was one single Scandinavian approach to the management Of drug abuse. In many
ways, Denmark differed from other Scandinavian countries and views there agreed more with
those of central Evrope. Denmark had abandoned abstinence from drugs as the only valid criteria
for success in drug treatment. Emphasis was now placed on minimizing the damage that drugs do
to the individual addict and on easing the hardship of the addict’s life. While there was still a
majority in the Danish Parliament against the legalization of cannabis and marijuana, the attirude
both of the general public and of the police force was rather relaxed. It was not believed that a
person who uses cannabis at some point will automatically start using heroin.

There were around 12 000 hard-core drug addicts in Denmark. The policy position of the Danish
Government was:

a refusal to legalize drugs

balancing control in prevention and treatment

emphasizing local preventive work

giving higher priority to treatment

making treatment options available as an alternative to punishment.

There was no long-standing tradition of research into drug addiction. However a considerable
amount of research is currently being funded by the Government, and statistics on addicts
undergoing treatment are being compiled. This should enable knowledge to be gained about
addicts’ “careers” and the effect of treatrment. Another promising trend was the increasing
involvernent of addicts themselves in the fight against drugs.
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In Denmark, methadone is often used for slow withdrawal as well as for maintenance. Of the
12 000 estimated hard-core addicts, 3800 receive methadone. Because of the problems of diversion
from 1 January 1996, legislation removed general practitioners’ rights to prescribe methadone to
addicts, and this responsibility has been transferred to the counties. However, there are doubts about
the prescription of methadone rather than heroin. Addicts often complained about the side-effects
and since they crave the effects of injected heroin there is no reason that oral methadone would
suffice. Therefore, the pilot projects in Switzerland on heroin prescription were welcome.

The Danish Parliament has just passed stricter legislation on drug pushers, with politicians
feeling pressure from the press and the public to take action. While this public indignation cannot
be ignored, drug abuse problems are not solved by repression or treatment alone.

International cooperation is crucial in dealing with narcotics, and cooperating bodies have been
established under the United Nations as well as the Council of Europe and the European Union.
This cooperation should not just extend to customs and police systems, but should also involve
projects and experiments concerning treatment and prevention, Within the European Union, the
importance of the EuroPol Drugs Unit and the European Monitoring Centre are increasing and the
Council of Europe has, through several initiatives, encouraged closer cooperation on demand
reduction by strengthening statistics, research, education and information on prevention strategies.

Discussion

The President of the Forum (also President of the Danish Medical Association) spoke for
Denmark. 1t was important that doctors as well as representatives of the organized medical
profession promoted the necessary logical and humane recognition that a drug addict must be
viewed as a human being with a disease, most frequently a chronic disease. The drug addict, like
all other patients, has a right to demand individvally organized long-term and possibly even
lifelong treatment to assist himn/her to function in society. The opinion of the Danish Medical
Association was based upon the target of harm reduction. The Danish Medical Association
viewed the following elements as essential in any national narcotics policy and urged all NMAs
to take these into consideration in formulating their own policy.

* A more humane approach by society and opinion in society,
» The right of the narcotics abuser to be treated.

« Harm reduction as a target for treatment, band-in hand with the target of realizing a
narcotics-free society.

« Differentiated treatment, with narcotics abusers having the right to individual treatment.
« Coordination between the treatment efforts and social support.

* A national programme for quality evaluation and quality assurance in the development of
treatment,

«  Police control directed against the suppliers and not against individual narcotics abusers.
*  No penalty for possession of narcotics for use by the individual.

*  Narcotics-free units in prisons, with the treatment of prisoners who are not narcotics abusers
ensured at the start of the sentence and arrangements to prevent non-addicted prisoners being
forced into narcotics abuse whilst in prison. Until such units are established, free syringes
and needles should be provided to prisoners,

+  The offer to more narcotics abusers of treatment as an alternative to a prison sentence.
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The establishment of such a long-term strategy for the treatment of narcotics abusers, together
with the allocation of necessary resources, would in the long term lead to savings in the areas of
the police force and the judicial system.

In discussion, Germany referred to the controversial nature of the discussions concerning the
control and supply of heroin.

Lithuanig referred to the growing problem of drug usage amongst young people, for example
ecstasy, and the possible legalization of such usage.

For WHO, Mr Cees Goos welcomed the discussion of drug abuse at the Forum and drew
attention to two related issues.

1. The close interlinkage between drug abuse and communicable diseases.
2. The severe psychiatric co-morbidity associated with drug abuse.

He also referred to the international debate concerning the therapeutic use of cannabis. WHQ’s
involvement in these issues was focused around the Expert Committee on Drugs which advises
the United Nations concerning controlled drugs under international conventions. The Expert
Cornmittee provided extremely important guidance and he hoped that it would be possible to
strengthen cooperation with the NMAs.

The President of the Forum referred to the relatively little that was known concerning usage of
ecstagy. Co-morbidity was an important issue, and included a number of significant medical
problems, tuberculosis, HIV, skin diseases, etc. In a survey of young people aged 1835 years in
Denmark, 10% of drug addicts had died after ten years.

Switzerland referred to the trials of the provision of heroin on a free basis to addicts. These trialg
were medically controlled but had led to reduced levels of criminality and co-morbidity. The
fundamental position was that addicts should be treated as patients, and this had been accepted
by the Swiss Federal Government.

Tobacco or Health Action Group (Dr A. Macara — United Kingdom)

Dr Macara reported on (i) smoke-free aircraft (NMAs' actions, 27 August 1996), and (ii) the
proposed NMAs’ action programme, including funding and functions of a resource centre,

Dr Macara said that he had written to national airlines in Europe on 30 August 1996, and the
timing had been extremely good because this was the point at which aitlines were beginning to
take action themselves. An approach from European physicians on the scale of the Forum had
been extremely influential. The assertion that smoking kills had been believed. In this instance,
NMAs had been working with the commercial interests of the airlines. There was now
considerable pressure from passengers for airlines to move on to a completely nonsmoking basis.

Against the background of this success, the Action Group have made an application to the
European Union’s action programme against cancer to establish a programme of work in relation to
tobacco or health. 1.1 million ECU had been requested and, in the event, a little under 500 000
ECU had been granted. However, this would be enough to establish a tobacco control resource
centre which would be located within the British Medical Association. The programme of work for
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the resource centre would be based upon the Forum's draft statement on tobacco and the work of
the Tobacco Action Group, Dr Macara was delighted to say that this Group had had an excellent
meeting and considered a number of suggestions, and had proposed some revision to the draft
statement. Dr Macara read the new draft, and invited the Forum to endorse the statement formally.

In discussion for WHO, Peter Anderson referred to the importance of smoking cessation training
courses and relevant WHO materials and asked that these should be reflected in the statement.

Croatig referred to the proposed plan of action and indicated that reference to this in the
statement would be helpful.

Dr Macara welcomed the endorsement of the action plan by the Forum and that of the revised
draft staternent. He proposed that the Action Group would establish a small technical meeting to
decide how to take matters forward, and that there should be a further meeting of the Action
Group before the end of June.

Lithuania referred to the importance of controlling advertisements for tobacco.

Dr Macara welcomed this comment and asked that control should be extended to the banning of
sponsorship of sports. However, he noted the reference in the draft statement to “comprehensive
control legislation™.

France noted that the issue of control of advertisements had been incorporated into previous
declarations by the Forum. They felt it was important that the Forum should establish a general
framework for the control of tobacco, and consider detailed issues within that. The question of
both direct and indirect advertising was important.

Dr Asvall referred to discussions going on within NIS countries about tobacco control and hoped
that the Forum’s position would be useful in those countries.

Belarus referred to a prohibition on television advertising for tobacco. However, the tobacco
firms had got round this by placing placards on the streets advertising cigarettes, and the medical
association intended to fight this.

The United Kingdom referred to a range of necessary tobacco control measures, including
taxation, health education, control of sales to children, etc. It was noted that a revised version of
the draft Statemnent would be available the following day.

Suggested project on management of torture victims
(Dr T. Pedersen — Denmark)

On behalf of the Danish Medical Association, the President of the Forum noted that for many years
the World Medical Association had worked to further understanding of the position of doctors and
medical associations in connection with the fight against the practice of torture and other inhumane
treatment of human beings, as well as other violations of human rights. In Tokyo in 1975 the WMA,
had adopted an important Declaration emphasizing the responsibility of medical associations in this
respect, to provide full support to doctors who helped hurman beings who had been subject to such
procedures. The Declaration of Tokyo contains an express prohibition against doctors in any way
participating in procedures which can assist in the exercise of torture.




EURACP/CORD 03 03 03
page 33

In 1989, the Standing Committee of European Doctors (CP) followed this Declaration by
adopting the so-called Statement of Madrid. This Statement recommended that an international
reporting system be established to ensure that examples of torture were publicized.

There had been a number of individual private initiatives taken in this area by member medical
associations. The work camied out by the Rehabilitation Centre for Torture Victims in
Copenhagen had been outstanding. Many similar initiatives had sprung up in other cities around
the world.

The Danish Medical Association now believed that such a reporting system could be established
in cooperation between the national medical associations and WHO's regional offices. The
Associauon now proposed the establishment of a network of forensic doctors with particular
expertise in identifying the evidence of torture. The aim would be that this network could obtain
Open access 1o prisons in order to speak with inmates and to report on their findings. The idea of
the proposal would be to assist doctors in resisting any pressure to transgress their ethical
obligation not to be involved in such acts.

The President of the Forum then proposed that a working group should be set up to analyse the
problems and the possible consequences of such a cooperation in order that the topic could be put
on the agenda for full discussion at the next meeting of the Forum. A number of positive
responses had already been made to these ideas as a result of consultation by the Danish Medical
Association.

Discussion

There was full support from the United Kingdom for an initiative which could be complementary
to the work of the Rehabilitation Centre for Torture Victims. The British Medical Association
would like to be involved and suggested that the International Committee of the Red Cross
should be asked to be involved and to assist.

Turkey expressed a strong wish to be involved in the work of the Working Group.

The Czech Republic wished to participate, based upon their experience of the establishment of a
group against torture which had been founded in the international section of their medical
association $0me two years ago.

Lithuania also expressed a wish to be involved.

France supported the initiative but asked for the full participation of the World Medical
Association. The issue of the sexual abuse of children in the European Region was raised and

France requested that this matter should be discussed at the next meeting of the Forum.

Germany expressed a willingness to contribute based upon work already done on human rights
issues.

Lr Asvall indicated that WHO would be pleased to participate.

The President of the Forum thanked all those who had spoken for their support and indicated that
the Danish Medical Association would now establish a working group.
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Evidence-based medicine (Dr L. Kleinebreil — France)

Dr Kleinebreil spoke about the rapidly changing world of the Internet, the growing understanding
of the human genome, and new sophisticated techniques for exploring and treating diseases. On
the other hand budgetary constraints are currently being universally imposed and increasing
numbers of people are being excluded from the health care system. In her view a gap is opening
up between this rapidly moving world and a very static medical practice. She noted that in some
countries, for example, the United Kingdom, attempts have been made to answer the dual
questions of how to identify effective interventions in the health field and rapidly disseminate
them, and how to ensure that they are integrated into clinical practice. This has led to the
development of new public health tools, two of which are evidence-based medicine and
contnuous quality improvements.

Evidence-based medicine i3 a four-stage method designed to yield the best possible response to an
individual question. It aims to make better use of existing resources based on the scientific
rationalization of health care. Stage 1 is to analyse the patient’s problem in order to derive a clearly
worded precise clinical question; stage 2 is to review the literature on this question; stage 3 is to
make a critical analysis of the articles obtained and analyse their validity and value in answering the
questions set; and stage 4 is to incorporate the useful information thus obtained in the clinical
management of the patient.

Continuous quality development is also a four-stage method designed to yield the best possible
response 10 a collective question. Based on the observation of findings in a population, this
approach aims to identify the most effective health care arrangements and practices. Stage 1 is to
collect information under field conditions from health care centres on a certain number of
clearly-defined indicators; stage 2 is to establish a body responsible for the confidential analysis
of the data and the benchmarking; stage 3 is to feedback comparative results to participating
centres, together with recommendations; and stage 4 is to incorporate the information obtained in
health care management at community level.

These two approaches are combined in a synergistic fashion in health care systems which aim to
promote health for all. Dr Kleinebreil then discussed the two approaches from the perspective of an
individual diabetic patient with poor diabetic control and significant complications. She reviewed
relevant information sources for an evidence-based approach, focusing on the Cochrane
Collaboration, the Scientific Association of French-speaking Diabetologists, the National Health
Research Council’s Pascal database and the MEDLINE international database. Critical analysis
focused on the diabetes control and complications trial (DCCT) had shown the importance of
glycaemic equilibrium measured by a glycosylated haemoglobin count of approximately six per
cent. To achieve such a balance in the individual quoted required the administration of insulin with
its plethora of difficulties of acceptance and risks of coma. In the region of France concerned with
this patient, the risk of heart attack or stroke is low. Therefore in this individual the risk of insulin
treatment significantly outweighed the benefit. Emphasis would be placed on controlling risk
factors through the adoption of a healthier lifestyle, and the patient's condition would be monitored
every six months.

The approach of continuous quality development focused on a standard reporting system used for
the past four years by 150 health care facilities in France. A comparative analysis of the population
in the part of France concerned shows that this is an elderly, mainly female population not
practising self-monitoring; 60% of the diabetic population do not undergo regular eye checks. The







