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Inevitably the growing economic and political integration in Europe will lead to attempts to integrate the
legal rules and the paralegal regulations, declarations,
and statements that govern medical ethics. There have
already been some moves in this direction.
The main institutions on the European scene are the
Commission of the European Community, the European Parliament, the Council of Ministers of the
European Community, and the Council of Europe.
The last of these is a non-EC body of which all
democratic states in the European region are members.
The Council of Europe has been the most active,
through resolutions in its committee of ministers and
its parliamentary assembly and through its standing
committee of experts in bioethics. Medical ethical
questions fall outside the scope of the Treaty of
Rome unless they coincide with questions concerning
consumer protection or other market related issues.'
This explains the relatively limited involvement of the
EC in the field. The Council of Ministers has, however,
recently issued a series of statements on AIDS. This
anticipates the probable inclusion of health and social
issues in the coming treaty on European union.
All these official bodies issue statements, declarations, and directives with widely different legal status.*
They are supplemented by powerful but less official
bodies like the Standing Committee of Doctors of the
EC and the Roman Catholic Congregation for the
Doctrine of Faith. Researchers interested in medical
ethics have also formed the European Society for
Philosophy of Medicine and Health Care and the
European Association of Centres of Medical Ethics.

ment on specific policy proposals whereas others have
been divided. Most have been single issue ad hoc
bodies, but some countries-for example, France
and Denmark-have established permanent ethical
councils.2 3
Apart from their stated objectives of fact finding and
policy making such commissions fulfil a variety of
other political purposes.4 So it is likely that the same
approach will be chosen at the European level, initially
in the form of ad hoc committees and perhaps later as
permanent organisations. But it is doubtful that such
commissions can represent the full width of the
cultural diversity in the EC. The Glover working
party on reproductive technologies authorised by the
commission managed to reach a consensus, but its
seven members did not represent the full diversity of
the EC.s

When in doubt form a committee
A consistent feature of the debates about medical
ethics in Europe has been that governments have felt
a need to establish investigative committees, commissions, or councils to discuss and clarify the problems.
Some of these bodies have been able to reach agree-

Genetic screening
European guidelines for the use of genetic information do not exist, although the EC has allocated
resources for research on the ethical issues created by
the use of genetic information in the general genome
research programme.9 During the planning phase of
this programme the emphasis was changed from
"prediction" to "medical importance" because of
sustained criticism of the programme's ethical basis.'0
Research on germ line treatment and somatic cell
treatment was deleted from the programme. The
future guidelines will probably be rather restrictive.

*Only directives issued by the European Commission or the
Council of Ministers have legal force in the member countries of
the EC. The European parliament can issue resolutions, but these
have no immediate legal force. Recommendations and resolutions
of the Council of Europe have legal force only in so far as they
influence the legislatures in the member countries.

Abortion, IVF, and embryo research
Almost every European country has had its own
commission on abortion, in vitro fertilisation, and
embryo research, and these have been supplemented
by the Congregation of the Doctrine of Faith,6 the
Glover working party,' and by the standing committee
of experts in bioethics (CAHBI).7 The guidelines
proposed vary from the relatively liberal to the conservative. The resulting legislation is also divergent,8 and
it is difficult to see how a common European policy
could be established. The commission took no action
after the Glover report and it is unlikely that any action
will be taken.
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Confidentiality of medical records
The rules concerning access to medical records vary
in the different member states. In some countries
patients have a right to access, in others the records are
the exclusive property of doctors. The discussion in the
official European bodies has mainly concentrated on
securing confidentiality when new technology is used.
The Council of Ministers is preparing a general
directive concerned with confidentiality of personal
information but this directive is still under negotiation.
The Council of Europe has issued a recommendation
on the impact of new technologies on health services,
which states that protection of confidentiality must be
secured in all systems.
Testing for HIV
The Council of Ministers of the EC," 12 the committee of ministers of the Council of Europe, the
general assembly of the World Health Organisation,
and the Standing Committee of Doctors of the EC have
issued statements on AIDS that underline the importance of voluntary testing and strict confidentiality.
They emphasise that any discrimination against people
who are HIV positive is an unacceptable infringement
of human rights.
It is, however, difficult to ensure full confidentiality
when access to testing for HIV becomes more widespread. In Denmark a private firm has already advertised a do it yourself test. They send out a blood
collecting device and analyse the blood sent back. The
amount of blood needed is small and there is no way of
checking that the person requesting the test is the
person whose blood is being tested.

Organ donation
Organ donation systems also differ. Most countries
have an opting in system where donors have to state
their willingness to donate, but some countriesBelgium is one-have an opting out system where
consent for donation is presumed if there is no
contravening statement from the deceased.'3 In recent
WHO guidelines on transplantation both systems are
described but no specific system is recommended.
A common policy would be preferable to increase
efficiency in procuring, distributing, and using organs,
but the exact design of the system will probably cause a
lot of discussion.
The general assembly of the WHO twice unanimously issued resolutions calling for the prohibition of
trade in human organs, and the Council of Europe has
issued a similar recommendation. Most European
legislatures have enacted laws to this effect, but a few
countries, such as Ireland and the Netherlands, lack
any legislation on organ donation.
Euthanasia and assisted suicide
Anyone working in medicine knows that euthanasia
is practised even though it is prohibited in all European
countries. It may well be called something else, but
there is no doubt that the main purpose is to hasten the
process of dying. The practice is publicly acknowledged in the Netherlands, although it is not legal. It is
estimated that 1 8% of all deaths in the Netherlands are
caused by the intentional administration of lethal
BMJ
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drugs.'5 A Dutch member of the European parliament
has proposed a resolution on the care of the terminally
ill, which urges the commission to work for the
introduction of voluntary euthanasia.'5 This proposal
is still under consideration. The legalisation of
euthanasia has been rejected by the Standing Committee of Doctors of the EC in its declaration on
euthanasia adopted in 1987 and by the World Medical
Association in its declaration adopted at the 39th world
medical assembly in Madrid in 1987.
The way forward
The problems that will face doctors in the EC in the
future are manifold, but two will give rise to ethical
debates: changes in the relationship between doctors
and patients, and problems with the just allocation of
resources.

Patients will want to be more involved in the
decisions about their treatment. They will want to be
better informed, but they will still want to be able to lay
the final responsibility for the decisions on their
doctor. These seemingly incompatible demands must
be incorporated in a new conception of the doctorpatient relationship. The main challenge for doctors
will be to resist the intrusion of legal mechanisms
without resisting the necessary changes in the relationship. Doctors will have to learn new ways of interacting
with their patients. It may be that what patients want is
not the emphasis on patient autonomy to the exclusion
of all other values which has dominated the American
scene. If cooperation, kindness, and friendship are
allowed a role a good relationship is more likely to
develop.
The allocation of health care resources will also
become more pressing in the new Europe. The discussion in Britain about the differences between the poor
north and the affluent south east is just a prelude to the
European discussion about these problems. The social
and regional differences highlighted in the Black
report pale in comparison to the differences between
the European regions.'6 And the differences in the
present EC will be greatly expanded if and when the
new democracies in eastern Europe are allowed to join.
The committee of ministers of the Council of Europe
has issued a recommendation on making medical care
universally available, which specifies a wide range of
health care that should be available to every citizen as a
right. This ideal is not yet fulfilled in the poor regions
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The parliamentary assembly of the Council of Europe
endorses a "right to a genetic inheritance which has not
been artificially interfered with" as a basic human right
in its recommendation 934(1982) and proposes the
establishment of a list of severe diseases for which
genetic treatment is warranted.
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Leadingfor Health: responses
Accountability and the NHS
David J Hunter
At various times throughout its history the NHS has
been accused of being both centralised, monolithic,
and bureaucratic 2 and decentralised, fragmented, and
insufficiently accountable.3 At the centre of this
paradox is the dilemma of accountability, an issue that
is discussed in terms of local and central accountability
in Leadingfor Health: a BMA Agenda for Health.4
At a formal level the issue of accountability is
deceptively clear and unequivocal.' Health ministers
and their officials in the four health departments of the
United Kingdom are accountable to parliament for all
that happens in the NHS. The health authorities are
the agents of the central department and its ministerial
head. But while the theory of accountability may be
clear, its practice is decidedly less so.

for health. It is this chain which threatens attempts to
unshackle management from political constraints.
Some believe this to be at the root of many of the
NHS's difficulties. Sir Roy Griffiths expressed concern
about the issue and attempted to solve it in 1983
by creating a management board (now the NHS
Management Executive) within the Department of
Health so as to engineer a separation between political
and managerial accountability "to achieve consistency
and drive over the long term."' But a neat distinction
between political and managerial accountability,
sometimes portrayed as a split between policy making
and implementation, is not sustainable in practice.
Political processes do not generate precise, clear
cut objectives or the criteria necessary for effective
managerial accountability to be achieved.9

The chain of command
The vexed issue of accountability has exercised
academic observers, former permanent secretaries,
and official committees for many years. All are critical
of current arrangements. The 1979 Royal Commission
on the NHS concluded that "detailed ministerial
accountability for the NHS is largely a constitutional
fiction."6 The report described the gap which exists
between the formal, detailed accountability enshrined
in the constitutional conventions governing the NHS
and the realities of managing what in practice amounts
to an extremely complex and diverse set of activities.
The present NHS reforms, as with earlier reorganisations, do little to resolve this longstanding dilemma.
The white paper Working for Patients" is at pains to
emphasise the importance of decentralised decision
making in order to free managers to be more responsive
to local preferences and the views of users. The
purchaser-provider separation, managed competition,
Nuffield Institute for
and the notion of money following the patient are
Health Services Studies,
University of Leeds, Leeds intended to achieve these aims.
But the white paper betrays an ambivalence evident
LS2 9PL
David J Hunter, PHD, director in successive NHS reforms when it refers to the "chain
of command" operating from the coal face of health
service delivery to parliament via the secretary of state
BMJ7 1992;304:436-8

Finding a balance
There are other features of the NHS reforms which
challenge prevailing notions of accountability. In
particular, there is the position of NHS trusts, which
may enjoy freedom from local health authority control,
though they remain accountable to the secretary of
state. If trusts grow in number it will not be realistic for
the centre to be directly responsible for them. The
NHS Management Executive is currently searching for
a solution to this problem that is compatible with
current conventions.
A little known report published by the House of
Commons Public Accounts Committee in July 1991
nicely illustrates the continuing dilemma in the context
of the management of the NHS in Northern Ireland."'
The committee is unequivocal in its view that as an
accounting officer the chief executive of the health and
personal social services, Northern Ireland management
executive, is personally responsible for the funds voted
by parliament and entrusted to his care. The committee
was "greatly concerned" by the chief executive's
answers to its questions and by his arguments that as
"day to day management responsibility had been
delegated to the Boards . . . [this] absolved him from

This is the third in a series of
articles responding to the
questions raised by the BMA's
document, "Leading for
Health. " The document looks
well beyond the coming British
election and raises questions
about health and health care
that will be on the agenda of
many countries into the next
century.
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of Europe, but the medical profession must actively
work to achieve it. These challenges must be met
individually, nationally, and at the European level. But
it will not be an easy task. Not only are there cultural
differences but the climate to discuss these issues varies
between the member states. It is not possible to discuss
freely euthanasia, prenatal screening, or abortion in all
states. The European Society for the Philosophy of
Medicine and Health Care (a neutral academic society)
had to move its 1990 meeting from Germany to the
Netherlands because of threats of disruption.
So unless we aim for the lowest common denominator we may find it much more dfficult to reach a
common ethical policy than a common defence policy
or a common monetary policy.

