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ABSTRACT

This report describes the progress made by the WHO European Member States in improving their health and the environment
situation over the last 20 years. The assessment focuses on the aspects of health related to clean water and air, to environments
supporting safe mobility and physical activity, chemical safety, noise and safety at work. These are the environment and health
issues arising from the four regional priority goals of the Children’s Environment and Health Action Plan for Europe (CEHAPE),
agreed at the Fourth Ministerial Conference on Environment and Health in 2004. The information collected by the European
Environment and Health Information System forms the basis for the analysis. The report also presents the public governance and
healthy public policy aspects of national policies on environment and health. The implementation of the CEHAPE in countries, its
impact and challenges related to it are summarized using the information collected through the web-based survey on CEHAPE
conducted in November 2009.
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Executive Summary

This report describes the progress made by the Member States of the World Health Organization (WHO)
European Region in their health and environment situation over the last 20 years. The assessment focuses
on the environment and health issues arising from the four regional priority goals of the Children’s
Environment and Health Action Plan for Europe (CEHAPE), agreed at the Fourth Ministerial Conference
on Environment and Health in Budapest in 2004. The indicators selected for the European Environment
and Health Information System (ENHIS) are the main tool of the analysis. The status of policies on
environment and health is evaluated using the data submitted by 40 Member States responding to
the WHO survey on environment and health policies conducted early in 2009, and the responses of 42
countries to the web-based survey on CEHAPE conducted in November 2009.

The analysis of the data on water-related risks to health concluded that population access to improved
water sources, sanitation and wastewater treatment has increased over the past two decades in most,
but not all, Member States. In many countries in the east of the Region progress is slow: more than
50% of the rural population in 10 countries have no access to improved sources of water, giving rise
to important health inequalities. Disease outbreaks related to drinking-water are registered even in
the most economically developed countries indicating that unsafe water remains a public health issue
throughout the Region. Harmonized surveillance systems for waterborne diseases and outbreaks are still
absent in a majority of the countries in the Region, as are systems for monitoring health risks related to
bathing water.

European Community legislation on water and health is an important policy driver throughout the
Region, including in areas beyond the European Union (EU). The United Nations Economic Commission
for Europe (UNECE)/WHO Protocol on Water and Health has become the Region-wide health regulation
in the areas of integrated water resource management, a sustainable water supply compliant with
WHO's guidelines for drinking-water quality and adequate sanitation for all.

Unintentional injuries are a leading cause of death in young people aged 0-19 years, with road traffic
injuries contributing the largest burden followed by injuries occurring in the home and in leisure settings.
Inequalities between countries are extreme, with mortality and injury incidence rates differing by an
order of magnitude between countries. The substantial overall reduction in traffic-related deaths over
the last two decades shows that these injuries and deaths are preventable. Unfortunately, in the last
decade this downward trend has halted in countries in the east of the Region, where a small increase
in mortality has been recorded, increasing the gap between the rates for the newly independent states
and EU countries to over 50% of the EU level.

There are wide variations in the national proportions of overweight and obese children, ranging from 3%
to over 30% in 11-15-year-olds. In many countries, the problem appears to be worsening in the recent
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years. At the same time, a substantial proportion (40-50% or more) of 11-year-olds in all countries in
the Region do not engage in sufficient physical activity; the proportion is even higher among 13- and
15-year-olds.

There is growing evidence that well-designed built environments and public green spaces enhance
physical activity patterns and reduce the risk of injuries. Tailored approaches are required for specific
groups of citizens to benefit from the full potential of public places and networks to exercise and be
physically active, and to be protected from threats to their safety in the urban, transport, home and
leisure environments.

The incidence of infant deaths from respiratory disease has been falling in most countries but is still a
significant health burden (12% of infant deaths overall), particularly in the eastern part of the Region.
From 5% to 25% of children aged 13-14 years suffer from asthma and allergies, indicating that these
diseases are an important and increasing cause of childhood illness in the Region. Air pollution, especially
inhalable particulate matter (PM, ), exacerbates asthma symptoms and recent studies indicate that it can
also contribute to the incidence of the disease.

Urban air pollution, especially particulate matter, also causes other significant health problems throughout
the Region, reducing the life expectancy of residents of more polluted areas by over one year. After
substantial decreases in outdoor air pollution in most of the Region in the 1990s, progress in the last
decade has been minimal. Over 92% of the urban population for whom relevant air quality data are
available live in cities where the WHO air quality guideline for PM, is exceeded.

In many countries, over 80% of children are regularly exposed to second-hand tobacco smoke in the
home and even more outside the home. Although regulations introducing spaces free of tobacco-
smoke, following the principles of the Framework Convention on Tobacco Control, have proved highly
efficient in reducing the impacts on health of tobacco, they have yet to be introduced or developed in
large parts of the Region.

Dampness and mould are now established as major indoor air quality problems that disproportionately
affect the health of disadvantaged populations. More than 20% of households live in houses where
dampness and mould are evident. Although approaches to reduce and eliminate these problems from
buildings are available, the relevant public policies need to be strengthened. The newly published Indoor
air quality guidelines should raise awareness of this issue in the Member States.

Policies and action to limit exposure to persistent organic pollutants and heavy metals in food and
to eliminate exposure to lead have achieved considerable success within the Region. Lead emissions
decreased by 90% between 1990 and 2003, mainly due to the complete switch to unleaded gasoline
in most of the Region. This has been reflected in a lower level of lead in children’s blood. Leaded petrol
is, however, still being used in some countries and exposure remains of health concern in populations
living near industrial hot-spots in the east and south-east of the Region. A full assessment of population
exposure to heavy metals is difficult owing to the scarcity of bio-monitoring data.

International cooperation on food safety has been efficient, with countries developing coherent standards
and regulations and thus ensuring the same level of health protection for a substantial proportion of the
European population. Environmental policies on heavy metals do not, however, give much consideration
to health in most countries, and certainly not proportional to the risks to health which such metals may
Create.

Environmental noise is perceived as the most common stressor: a quarter of the population in EU
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countries are exposed to noise levels leading to a wide range of health effects. Noise abatement policies
in many Member States need to be strengthened to address health problems effectively.

Safety in the occupational environment improved significantly in the 1990s but, in the last decade, the
improvement has levelled off in the eastern part of the Region.

Relevant data and information have become significantly more available and accessible over the last
decade, to a large extent due to the new requirements for improved monitoring and data exchange
between the Member States (resulting from EU legislation or international conventions) and to activities
coordinated by the European Environment Agency and WHO. The establishment of ENHIS has provided
an important and efficient tool for situation analysis. Nevertheless, data are far from comprehensively
available. The lack of relevant monitoring in large parts of the Region restricts the possibility of a
comprehensive Region-wide assessment of the situation.

In the case of several old problems, such as outdoor air pollution, many countries have exhausted simple
measures to control hazardous emissions and need to turn to more complicated, systemic approaches
to bring down population exposure levels further. Local measures are not sufficient, and regional and
international action is needed to achieve further progress in reducing pollution. In the eastern part of
the Region, air quality management systems have not been adapted to the changing evidence base and
identification of inhalable particles as a prominent and widespread health risk.

The scope of public policies varies significantly as regards environmental health issues. While traditional
hazards, such as those related to drinking- and bathing water, are subject to a broad range of activities
and include substantial involvement by health systems, issues related to indoor air quality, the prevention
of unintentional injuries or promotion of physical activity are some of the topics for which policies are
less developed.

The regulatory basis for action has improved significantly in recent years. International regulations,
such as new directives on air quality or on the management of chemicals, have been introduced in
the EU and are also followed in many non-EU countries in the Region. In non-EU countries, more
than half of the regulatory acts related to the environment and health have been created, revised or
updated in the last five years. For example, the UNECE/WHO Protocol on Water and Health supports
health-related regulations in the areas of integrated water resource management and sustainable water
supply throughout the Region; the Framework Convention on Tobacco Control promotes new action to
reduce exposure to second-hand tobacco smoke; and the Strategic Approach to International Chemicals
Management provides a new framework for chemical safety.

There are wide variations in the inclusion of population health between policies addressing different
topics. Health is well considered in policy development in most parts of the Region in relation to drinking-
water, outdoor air quality or food safety, but there are substantial differences between various parts of
the Region in relation to policies on bathing water. Explicit consideration of health in the development
of policies is still rare in relation to unintentional injuries, physical activity or heavy metals. However,
where issues such as unintentional injuries, physical activity or exposure to second-hand tobacco smoke
are concerned, health systems are involved in implementing policy even though health is not explicitly
considered during the formulation of policy.

The extent, methods of implementation and enforcement of policies related to the quality of drinking-
and bathing water, unintentional injuries, physical activity, outdoor air quality, second-hand tobacco
smoking or environmental noise vary widely between groupings of countries. In general, penalties for
infringement of regulations are more often used in the east of the Region and action plans to reduce
the risks more common in the west.
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There is less accountability for health in policies on dampness and mould, heavy metals and noise than
on other topics, as well as, in some groupings of countries, for unintentional injuries and physical activity.
The level of accountability corresponds to the existence and efficiency of health-relevant monitoring
systems and use of the available information for policy evaluation. The lack of reliable monitoring
systems generating data on widespread environmental health issues, such as outbreaks of waterborne
diseases or inhalable particulate matter, remains a problem in many countries of the Region.

Most countries involved their health systems in implementing policies regarding drinking-water, second-
hand tobacco smoke and food safety. Such involvement varied significantly between countries for most
other topics; this could, to some extent, be a reflection of differing distributions of responsibilities
within the public sector. In some cases, however, less involvement by health systems could be due to
inadequate resources and capacity in the health system.

In most countries, little attention is paid to the special needs of vulnerable groups in relation to all the
topics considered except unintentional injuries or physical activity. Social inequalities or gender issues
are relatively rarely addressed in those policy- and decision-making processes of relevance to children’s
environment and health. This may increase social inequalities in exposure and related health risks.

Despite overall progress in the collection and use of environment and health data, the availability of
information to prioritize, monitor and assess the effectiveness of action is unequal across the Region.
This hampers the effective use of resources and militates against sustainable action. The information
available to the public is limited, lessening their involvement in risk reduction and their support for
policies addressing the environmental determinants of health. The scarcity of data reduces the possibility
of carrying out risk analyses, setting priorities for action and monitoring their implementation.

Two thirds (28) of the 42 countries that responded to the CEHAPE survey have developed, and a further
10 are developing, a national or sub-national children’s environment and health action plan, mainly as
a component of other national policies or of the national environment and health action plans. In most
countries, the European policy framework (CEHAPE) has positively influenced interventions to reduce
the environmental risks to children’s health, the development of monitoring and information systems in
environment and health, public information and awareness and intersectoral collaboration. In a quarter
of the responding countries, however, the European plan has failed to mobilize human and/or financial
resources for environment and health issues, or to stimulate capacity-building or collaboration with
other countries that share similar problems.

The availability of skilled human resources, supported by a stable institutional base, is a key factor in
limiting the ability to plan and implement action to improve the environmental health situation, especially
in the eastern parts of the Region. When intersectoral collaboration is inadequate and ineffective,
the capacity to address old problems and identify emerging ones is further restricted. The lack of a
sustainable mechanism to ensure such collaboration, in particular the absence of dedicated budgets or
a too informal character, make both the collaboration and the pooling of resources difficult.
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Ce rapport rend compte des progrés accomplis par les Etats membres de la Région européenne de
I'Organisation mondiale de la santé (OMS) en ce qui concerne leur situation sanitaire et environnementale
au cours de ces 20 derniéres années. L'évaluation aborde les questions d’environnement et de santé liées
aux quatre objectifs prioritaires régionaux du Plan d’action pour I'environnement et la santé des enfants
en Europe (CEHAPE), convenu a la Quatrieme Conférence ministérielle sur I’'environnement et la santé
organisée a Budapest en 2004. Les indicateurs sélectionnés pour le Systéme européen d’information sur
I'environnement et la santé (ENHIS) constituent le principal outil de I'analyse. La situation concernant
les politiques relatives a I'environnement et a la santé est évaluée a |'aide des données fournies par
40 Etats membres ayant répondu a I'enquéte de I'OMS sur ce sujet et réalisée au début de 2009, et
des réponses apportées par 42 pays dans le cadre d'une enquéte en ligne sur le CEHAPE et réalisée en
novembre 2009.

Selon les conclusions de I'analyse des données sur les risques sanitaires d'origine hydrique, I'acces des
populations a des sources améliorées d'approvisionnement en eau, a I'assainissement et au traitement
des eaux usées a augmenté au cours des 20 derniéres années dans la plupart, mais pas dans tous les
Etats membres. Les progrés sont lents dans beaucoup de pays de la partie orientale de la Région : plus de
50 % de la population rurale de 10 pays n'ont pas accés a des sources améliorées d'approvisionnement
en eau, une situation qui donne lieu a d'importantes inégalités de santé. Les données sur les flambées
de maladies liées a I'eau de boisson indiquent que I'eau insalubre reste un probléme de santé publique
dans toute la Région, y compris dans les pays les plus développés sur le plan économique. Des systemes
harmonisés de surveillance des maladies et des flambées d'origine hydrique font encore défaut dans la
majorité des pays de la Région, ainsi d"ailleurs que les systemes de surveillance des risques sanitaires liés
a I'eau de baignade.

La législation européenne relative a I'eau et a la santé motive dans une large mesure |'élaboration
de politiques dans la Région, et au-dela de I'Union européenne (UE). Dans la Région européenne, le
Protocole sur I'eau et la santé de la Commission économique pour I'Europe des Nations Unies (CEE-
ONU) et de I'OMS est devenu l'instrument de réglementation dans les domaines de la gestion intégrée
des ressources hydriques, de I'approvisionnement en eau durable conforme aux Directives de qualité
pour I'eau de boisson de I'OMS et de I'assainissement adéquat pour tous.

Les traumatismes non intentionnels sont la principale cause de déces chez les enfants et les jeunes agés de
0a 19 ans, les traumatismes dus aux accidents de la route représentant la plus grande charge de mortalité,
suivis par les traumatismes dus a des accidents domestiques ou provoqués lors d’activités de loisirs. Les
inégalités entre les pays sont énormes, et les taux d’incidence de la mortalité et des traumatismes varient
amplement entre les pays. La forte diminution générale du nombre de morts sur les routes au cours de ces
vingt derniéeres années est la preuve que ces traumatismes et ces décés sont évitables. Malheureusement,
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au cours de la derniére décennie, cette tendance a la baisse ne s’est pas vérifiée dans plusieurs pays de la
partie orientale de la Région. Une faible augmentation de la mortalité y a d'ailleurs été enregistrée, ce qui
a creusé I'écart entre les taux des nouveaux Etats indépendants (NEI) de I'ex-Union soviétique et les taux
des pays de I'UE a plus de 50 % par rapport au niveau de I'UE.

Il existe d’importantes variations dans les pourcentages nationaux d’enfants atteints de surpoids et
d’'obésité, allant de 3 % a plus de 30 % chez les 11 a 15 ans. Dans beaucoup de pays, le probleme
semble empirer ces derniéres années. En méme temps, dans tous les pays de la Région, un pourcentage
important (40-50 % ou plus) des enfants agés de 11 ans ne pratique pas suffisamment d’activité
physigue, ce pourcentage étant encore plus élevé chez les enfants agés de 13 et 15 ans.

Il 'est de plus en plus apparent que I'aménagement d’environnements batis et d’'espaces verts publics
bien concus favorise I'activité physique et réduit le risque de traumatismes. Des approches personnalisées
doivent étre adoptées pour des groupes spécifiques de citoyens afin qu'ils puissent pleinement profiter
des réseaux et des espaces publics pour faire de I'exercice et étre physiquement actifs, et pour se protéger
des risques sécuritaires en ville, dans les transports, a la maison et dans les lieux de loisirs.

Si I'incidence de la mortalité infantile imputable aux maladies respiratoires est en recul dans la plupart des
pays, elle constitue toujours une importante charge sanitaire (12 % de la mortalité infantile générale), en
particulier dans la partie orientale de la Région. Cing a 25 % des enfants agés de 13 a 14 ans souffrent
d’'asthme et d'allergies, ces maladies constituant par conséquent une cause majeure et croissante de
maladies infantiles dans la Région. La pollution de I'air, en particulier les matiéres particulaires inhalables
(PM,,), exacerbe les symptomes de I'asthme et, selon des études récentes, elle peut aussi contribuer a
I'incidence de la maladie.

La pollution de I'air en ville, en particulier les matiéres particulaires, est également a I'origine d'autres
problemes sanitaires importants de part et d'autre de la Région, et réduit de plus d’un an |'espérance de
vie des populations résidant dans les zones les plus polluées. Aprés plusieurs diminutions substantielles
de la pollution de I'air extérieur dans une bonne partie de la Région dans les années 1990, des progrés
minimaux ont été relevés au cours de cette derniére décennie. En effet, plus de 92 % de la population
urbaine pour laquelle des données relatives a la qualité de I'air sont disponibles vivent dans des villes ou
les concentrations de PM, , dépassent celles prescrites dans les valeurs guides de I'OMS pour la qualité
de lair.

Dans beaucoup de pays, plus de 80 % des enfants sont régulierement exposés au tabagisme passif a
la maison, et ce pourcentage est encore plus élevé si I'on considére I'exposition a la fumée a I'extérieur
de chez eux. Bien que les réglementations visant a garantir des espaces sans fumée, conformément aux
principes énoncés dans la Convention-cadre pour la lutte antitabac, se soient avérées particulierement
efficaces dans la lutte contre les effets sanitaires du tabagisme, elles doivent encore étre appliquées ou
élaborées dans de nombreuses régions d'Europe.

L'humidité et les moisissures sont maintenant considérées comme d‘importants probléemes de qualité
de I'air intérieur qui affectent de maniere disproportionnée la santé des populations défavorisées. Plus
de 20 % des ménages vivent dans des habitations touchées par I’humidité et les moisissures. Malgré
I'existence de stratégies de lutte et d'éradication, les politiques des pouvoirs publics y afférentes doivent
étre renforcées. Les toutes nouvelles Valeurs guides de I'OMS pour la qualité de I'air intérieur doivent
sensibiliser davantage les Etats membres & ce probléme.

Les politiques et les mesures visant a limiter |'exposition aux polluants organiques persistants et
aux métaux lourds dans I'alimentation et a éliminer I'exposition au plomb ont donné des résultats
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particulierement probants dans la Région. En effet, les émissions de plomb ont été réduites de 90 %
entre 1990 et 2003, notamment grace a |'adoption généralisée de |'essence sans plomb dans une
bonne partie de la Région. Ainsi a-t-on diminué la plombémie chez I'enfant. Cependant, I'essence au
plomb est encore utilisée dans certains pays, et |'exposition suscite toujours des inquiétudes sanitaires
chez les populations vivant a proximité des zones industrielles de I'est et du sud-est de la Région. Une
évaluation compléte de I'exposition des populations aux métaux lourds est difficile de par le manque de
données relatives a la biosurveillance.

La coopération internationale a été efficace dans le domaine de la sécurité sanitaire des aliments. Les
pays ont élaboré des normes et des réglementations cohérentes assurant le méme niveau de protection
sanitaire a une bonne partie de la population européenne. Cependant, les politiques environnementales
relatives aux métaux lourds ne portent pas beaucoup d’attention aux aspects sanitaires dans la plupart
des pays, et cette attention n’est en tout cas pas proportionnelle aux risques sanitaires suscités par ces
métaux.

Le bruit ambiant est percu comme le facteur de stress le plus fréquent : un quart de la population
des pays de I'UE est exposé a des niveaux sonores entrainant tout un ensemble d'effets sanitaires.
Les politiques antibruit de la plupart des Etats membres doivent étre renforcées afin de s'attaquer de
maniere efficace aux problémes de santé.

Si la sécurité s'est sensiblement améliorée sur le lieu de travail dans les années 1990, la situation a cet
égard a cessé de progresser dans la partie orientale de la Région au cours de la derniére décennie.

Des données et des informations pertinentes sont devenues beaucoup plus disponibles et accessibles
au cours des dix derniéres années, dans une large mesure grace aux nouvelles exigences en matiere
d'amélioration de la surveillance et de I'échange de données entre les Etats membres (découlant de la
législation de I"'UE ou de conventions internationales) et aux activités coordonnées par I’Agence européenne
de I'environnement et I'OMS. La mise en place de I'ENHIS permet de disposer d’un outil a la fois important
et efficace pour analyser la situation. Néanmoins, les données sont loin d'étre entieérement disponibles. Le
manque d’activités de suivi pertinentes dans une bonne partie de la Région rend difficile toute évaluation
globale de la situation au niveau européen.

En ce qui concerne certains problemes traditionnels comme la pollution de I'air extérieur, beaucoup de
pays ont épuisé les mesures simples de lutte contre les émissions dangereuses, et doivent se tourner vers
des approches plus complexes et systémiques dans le but de diminuer davantage le niveau d’exposition
des populations. Les interventions locales ne suffisent pas, et une action régionale et internationale est
nécessaire pour accomplir de nouveaux progres en matiére de réduction de la pollution. Dans la partie
orientale de la Région, les systemes de gestion de la qualité de I'air ne prennent pas en compte les
nouvelles bases factuelles, ni le risque sanitaire important et généralisé des particules inhalables.

Le contenu des politiques varie sensiblement en ce qui concerne les questions liées a I’'hygiéne de
I'environnement. Si les risques traditionnels, comme ceux liés a I'eau de boisson ou de baignade, donnent
lieu a tout un ensemble d’actions, dont un engagement substantiel des systemes de santé, les questions
relatives a la qualité de I'air intérieur, la prévention des traumatismes non intentionnels ou la promotion
de I'activité physique sont quelques-uns des themes moins repris dans les politiques.

La base réglementaire des interventions s’est largement améliorée ces dernieres années. Des réglementations
internationales, telles que les nouvelles directives sur la qualité de I'air et la gestion des produits chimiques,
ont été appliquées dans I'UE, et sont méme respectées par beaucoup de pays de la Région n'ayant pas
adhéré a I'UE. Dans les pays non membres de I'UE, plus de la moitié des actes réglementaires relatifs a
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I'environnement et a la santé ont été élaborés, révisés ou mis a jour au cours de ces cing derniéres années.
Par exemple, le Protocole sur I'eau et la santé de la CEE-ONU et de I'OMS soutient les réglementations
sanitaires dans les domaines de la gestion intégrée des ressources hydriques et de |'approvisionnement
durable en eau dans I'ensemble de la Région ; la Convention-cadre pour la lutte antitabac préconise la
prise de nouvelles mesures afin de réduire I'exposition au tabagisme passif ; et I'Approche stratégique de la
gestion internationale des produits chimiques fournit un nouveau cadre a la sécurité chimique.

Il existe de nombreuses différences entre les politiques élaborées dans divers domaines en ce qui
concerne la prise en considération de la santé des populations. En effet, dans la majeure partie de la
Région, la santé entre largement en ligne de compte dans les politiques relatives a I'eau potable, a la
qualité de I'air extérieur ou a la sécurité sanitaire des aliments. Il existe, en revanche, d'importantes
disparités de part et d'autre de la Région eu égard aux politiques sur I'eau de baignade. La référence
explicite aux questions de santé est encore souvent absente du processus d’élaboration des politiques
relatives aux traumatismes non intentionnels, a I'activité physique et aux métaux lourds. Cependant,
lorsque des problemes comme les traumatismes non intentionnels, I'activité physique ou |'exposition au
tabagisme passif sont en cause, les systémes de santé participent a la mise en application des politiques
et ce, méme si la santé n'a pas été clairement prise en compte lors de la formulation de la politique en
question.

La portée, les méthodes d'application et I'exécution des politiques relatives a la qualité de I'eau de
boisson et de baignade, aux traumatismes non intentionnels, a I'activité physique, a la qualité de I'air
extérieur, au tabagisme passif ou au bruit ambiant varient amplement entre les groupes de pays. En
général, les sanctions en cas de non-respect des réglementations sont plus fréguentes dans la partie
orientale de la Région, et les plans d'action visant a réduire les risques sont plus courants a I'ouest.

La responsabilité en matiere de santé est moindre dans les politiques relatives a I"humidité et aux
moisissures, aux métaux lourds et aux nuisances sonores que dans d'autres politiques. Il en est de
méme dans certains groupes de pays en ce qui concerne les traumatismes non intentionnels et |I'activité
physigue. Le niveau de responsabilité correspond a I'existence et a I'efficacité des systémes de surveillance
sanitaire et a |'utilisation de I'information disponible pour évaluer les politiques. Le manque de systémes
de surveillance fiables générant des données sur d’'importantes questions d’hygiene de I'environnement,
telles que les flambées de maladies d’origine hydrique ou les matiéres particulaires inhalables, reste un
défi dans beaucoup de pays de la Région.

La majorité des pays ont impliqué leur systeme de santé dans la mise en application des politiques
relatives a I'eau de boisson, au tabagisme passif et a la sécurité sanitaire des aliments. Cette participation
varie amplement d'un pays a I'autre dans la plupart des autres domaines, une situation qui, dans une
certaine mesure, peut témoigner d'une répartition différente des responsabilités au sein du secteur
public. Cependant, la participation limitée des systémes de santé peut étre parfois due a I'inadéquation
des ressources et des capacités du systéme méme.

Dans la plupart des pays, peu d'attention est portée aux besoins spéciaux des groupes vulnérables eu
égard a tous les themes concernés, a |'exception cependant des traumatismes non intentionnels ou de
I"activité physique. Les inégalités sociales ou les questions sexospécifigues sont relativement peu abordées
dans ces processus politiques et décisionnels pertinents pour I’'environnement et la santé des enfants, ce
qui peut aggraver les inégalités sociales en matiére d'exposition et de risques sanitaires connexes.

Malgré les progres généralement observés en ce qui concerne la collecte et I'utilisation de données

environnementales et sanitaires, la disponibilité des informations en vue de prioriser, de contréler et
d'évaluer I'efficacité des interventions varie de part et d'autre de la Région. Ceci empéche ['utilisation
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efficace des ressources et milite contre la mise en ceuvre d'actions durables. Comme I'information
disponible au public est limitée, la participation de ce dernier aux efforts de réduction des risques est par
conséquent moins importante, ainsi d'ailleurs que son soutien aux politiques agissant sur les déterminants
environnementaux de la santé. A cause du manque de données, il devient moins possible de réaliser des
analyses de risques, de définir les actions prioritaires et d'effecteur le suivi de leur mise en ceuvre.

Deux tiers (28) des 42 pays ayant répondu a I'enquéte sur le CEHAPE ont formulé (et dix autres sont
en train de le faire) un plan d’action national ou sous-national pour I'environnement et la santé des
enfants, notamment dans le cadre d’autres politiques nationales ou des plans d’action nationaux pour
I'environnement et la santé. Dans la plupart des pays, la politigue-cadre européenne (CEHAPE) a influencé
de maniére positive les interventions visant a réduire les risques environnementaux pour la santé des
enfants, I'élaboration de systemes de surveillance et d’information en matiere d’environnement et de
santé, I'information et la sensibilisation du public, ainsi que la collaboration intersectorielle. Cependant,
dans un quart des pays répondants, le plan européen n'a pu mobiliser les ressources humaines et/ou
financieres pour les questions d'ordre environnemental et sanitaire, ou stimuler le renforcement des
capacités ou la collaboration avec d'autres pays partageant les mémes problemes.

La disponibilité de ressources humaines qualifiées, soutenues par une base institutionnelle stable, est un
facteur essentiel, et toute carence a cet égard limite la capacité de planifier et de mettre en ceuvre des
interventions en vue d'améliorer la situation en matiere d’hygiéne de I'environnement, notamment dans
la partie orientale de la Région. Si la collaboration intersectorielle est inadéquate et inefficace, il devient
encore plus difficile de résoudre les vieux problemes et de déterminer les nouveaux défis. L'absence de
mécanisme durable assurant une telle collaboration, en particulier lorsqu’aucun budget spécifique n’est
affecté ou lorsque le processus est trop informel, complique la collaboration et la mise en commun des
ressources.
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Der vorliegende Bericht befasst sich mit den Fortschritten, die die Mitgliedstaaten der Europaischen
Region der Weltgesundheitsorganisation (WHO) in den vergangenen 20 Jahren auf dem Gebiet von
Umwelt und Gesundheit erzielt haben. Die darin vorgenommene Analyse orientiert sich primar an den
Sachfragen aus dem Bereich Umwelt und Gesundheit, die aus den vier vorrangigen Zielen der Region
aus dem Aktionsplan zur Verbesserung von Gesundheit und Umwelt der Kinder in der Europaischen
Region der WHO (CEHAPE) entlehnt sind. Dieser wurde 2004 auf der Vierten Ministerkonferenz Umwelt
und Gesundheit in Budapest angenommen. Als wichtigstes Instrument in dieser Analyse dienen die
fur das Européische Umwelt- und Gesundheitsinformationssystem (ENHIS) ausgewahlten Indikatoren.
Die Evaluation der Umsetzung der Handlungskonzepte im Bereich Umwelt und Gesundheit erfolgt
anhand der von 40 Mitgliedstaaten Anfang 2009 im Rahmen des Fragebogens der WHO tber Umwelt-
und Gesundheitspolitik Gbermittelten Daten sowie anhand der Antworten von 42 Landern auf die
webbasierte Befragung in Bezug auf den Aktionsplan CEHAPE im November 2009.

Die Analyse der Daten Uber wasserbedingte Gesundheitsrisiken kam zu dem Ergebnis, dass in den
vergangenen beiden Jahrzehnten in den meisten, jedoch nicht allen Mitgliedstaaten ein groBerer Teil der
Bevolkerung Zugang zu einer geregelten Wasserver- und Abwasserentsorgung und -behandlung erhalten
hat. In vielen Landern im &stlichen Teil der Region sind jedoch nur langsame Fortschritte zu verzeichnen.
So verfugen in zehn Landern mehr als 50% der landlichen Bevolkerung Uber keinen Zugang zu einer
geregelten Wasserversorgung, was mit einer erheblichen gesundheitlichen Benachteiligung verbunden
ist. Die Daten Uber durch mangelnde Trinkwasserqualitat bedingte Krankheitsausbriiche deuten darauf
hin, dass unsicheres Wasser in der gesamten Region, selbst in den wirtschaftlich entwickeltsten Landern,
nach wie vor eine Belastung fir die ¢ffentliche Gesundheit darstellt. Harmonisierte Uberwachungssysteme
fur wasserbedingte Krankheiten und Ausbriche gibt es in der Mehrzahl der Lander noch nicht, ebenso
wenig Systeme fir die Uberwachung von Gesundheitsrisiken in Badegewdssern.

Die Rechtsvorschriften der Europdischen Gemeinschaft im Bereich Wasser und Gesundheit sind eine
wichtige politische Triebkraft in der gesamten Region, also auch auBerhalb der Europdischen Union.
Das von der Wirtschaftskommission der Vereinten Nationen fur Europa (UNECE) und der WHO
gemeinsam ausgearbeitete Protokoll Gber Wasser und Gesundheit ist flr die gesamte Region zu
einer gesundheitlichen Vorschrift in Bezug auf die sektorlibergreifende Wasserbewirtschaftung, eine
nachhaltige Wasserversorgung gemaB den WHO-Leitlinien fir Trinkwasserglte und eine bedarfsgerechte
Abwasserbeseitigung fur alle geworden.

Unfallverletzungen sind in der Altersgruppe unter 20 Jahren eine fihrende Todesursache, wobei an

erster Stelle StraBenverkehrsverletzungen stehen, gefolgt von Verletzungen im hauslichen Umfeld und
im Freizeitbereich. Die Ungleichheiten zwischen den Landern sind ausgesprochen stark ausgepragt; oft
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liegen die Inzidenzraten fur Mortalitat und Verletzungen zwischen Léndern um eine GréBenordnung
auseinander. Die erhebliche Verringerung der Gesamtzahl verkehrsbedingter Todesfélle in den letzten
beiden Jahrzehnten zeigt, dass diese Verletzungen und Todesfélle vermeidbar sind. Leider wurde
dieser rickldufige Trend in den letzten zehn Jahren im Ostlichen Teil der Region unterbrochen und ein
leichter Anstieg der Mortalitat verzeichnet, so dass sich der Abstand zwischen den Raten fir die neuen
unabhdngigen Staaten der ehemaligen Sowjetunion (NUS) und den EU-Staaten auf Uber 50% des EU-
Niveaus erhoht hat.

Es gibt deutliche Unterschiede zwischen den Landern hinsichtlich des Anteils der Ubergewichtigen und
adiposen Kinder, der in der Altergruppe von 11 bis 15 Jahren zwischen 3% und Uber 30% liegt. In vielen
Landern hat sich das Problem in den letzten Jahren offenbar verscharft. Gleichzeitig hat in samtlichen
Landern der Region ein erheblicher Anteil (40-50% oder mehr) der 11-Jdhrigen nicht ausreichend
Bewegung; in der Altersgruppe von 13 bis 15 Jahren liegt der Anteil sogar noch hoher.

Es gibt immer mehr Hinweise darauf, dass sinnvoll konzipierte bauliche Umgebungen und 6ffentliche
Grinflachen zu einer Verbesserung des Bewegungsverhaltens und einer Verringerung des Verletzungsrisikos
fUhren. Damit bestimmte Gruppen von Biirgern das Potenzial 6ffentlicher Orte und Netzwerke optimal fir
korperliche und sportliche Betatigung nutzen kénnen und in ihrer stadtischen und hduslichen Umgebung
sowie in Verkehr und Freizeit vor Sicherheitsbedrohungen geschiitzt sind, werden bedarfsgerechte
Konzepte bendtigt.

Die Inzidenz von Sduglingssterbefdllen aufgrund von Atemwegserkrankungen ist in den meisten
Landern gesunken, stellt aber immer noch eine erhebliche Belastung fur die 6ffentliche Gesundheit dar
(insgesamt 12% aller Sauglingssterbefalle); besonders stark betroffen ist der dstliche Teil der Region.
Zwischen 5% und 25% der Kinder zwischen 13 und 14 Jahren leiden an Asthma und Allergien, was
diese Krankheiten zu einer zunehmend bedeutenden Krankheitsursache fur die Kinder in der Region
macht. Luftverschmutzung, insbesondere durch inhalierbaren Schwebstaub (PM, ), wirkt sich nachteilig
auf Asthmasymptome aus, und neuere Studien deuten darauf hin, dass sie auch zu einer Erhdhung der
Inzidenz der Krankheit beitragen.

Luftverschmutzung in stadtischen Gebieten, insbesondere durch Schwebstaub, verursacht auch
andere signifikante Gesundheitsprobleme in der gesamten Region und hat eine Verringerung der
Lebenserwartung der Bewohner starker belasteter Gegenden um mehr als ein Jahr zur Folge. Nach einer
deutlichen Abnahme der Verschmutzung der AuBenluft in weiten Teilen der Region in den 1990er Jahren
waren im vergangenen Jahrzehnt nur geringe Fortschritte zu verzeichnen. Uber 92% der stadtischen
Bevolkerung, fir die verwendbare LuftgUtedaten vorliegen, leben in Stadten, in denen der Richtwert der
WHO fur PM, | Uberschritten wird.

In vielen Landern sind Gber 80% der Kinder zuhause regelmaBig — und auBer Hauses in noch hoherem
MaBe — Passivrauch ausgesetzt. Auch wenn die Bestimmungen zur Schaffung rauchfreier Raume
gemal den Grundsatzen des Rahmenulbereinkommens zur Einddmmung des Tabakgebrauchs sich bei
der Verringerung der gesundheitlichen Folgen des Tabakkonsums als duBerst effizient erwiesen haben,
muUssen sie in weiten Teilen der Region erst noch eingefiihrt oder entwickelt werden.

Feuchtigkeit und Schimmel sind heute als wesentliche Probleme in Bezug auf die Raumluftgite
anerkannt, von deren gesundheitlichen Folgen benachteiligte Bevdlkerungsgruppen unverhaltnismaBig
haufig betroffen sind. Mehr als 20% aller Haushalte leben in Hausern, in denen sich Feuchtigkeit und
Schimmel deutlich bemerkbar machen. Auch wenn MaBnahmen zur Reduzierung bzw. Beseitigung dieser
Probleme aus Gebauden bereit stehen, so missen doch die einschldgigen politischen Handlungskonzepte
gestarkt werden. Die vor kurzem vertffentlichten WHO-Leitlinien zur Raumluftqualitat sollten in den
Mitgliedstaaten das Bewusstsein flr diese Problematik scharfen.
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Konzepte und MaBnahmen zur Begrenzung der Exposition gegenlber persistenten organischen
Schadstoffen und Schwermetallen in Nahrungsmitteln und zur Beseitigung von Bleibelastungen haben in
der Region beachtliche Erfolge erzielt. So konnten die Bleiemissionen zwischen 1990 und 2003 um 90%
gesenkt werden — hauptsachlich aufgrund der vollstandigen Umstellung auf bleifreies Benzin in weiten
Teilen der Region. Die Folgen sind an niedrigeren Bleiwerten im Blut von Kindern erkennbar. Allerdings
wird in einigen Landern immer noch verbleites Benzin verwendet, und im Osten und Stdosten der Region
ist die Exposition der Bevélkerung in der Nahe von Industriezentren weiterhin besorgniserregend hoch.
Eine umfassende Bewertung der Exposition der Bevélkerung gegenlber Schwermetallen ist aufgrund
der mangelnden Verfligbarkeit von Biomonitoring-Daten schwierig.

Die internationale Zusammenarbeit auf dem Gebiet der Lebensmittelsicherheit ist heute effizient,
und die Lander entwickeln zusammenhangende Normen und Vorschriften, so dass ein GroBteil der
Bevolkerung der Europaischen Region Uber ein vergleichbares Mal3 an Gesundheitsschutz verflgt. Bei
umweltpolitischen MaBnahmen gegen Schwermetalle spielen in den meisten Landern gesundheitliche
Aspekte nur eine geringe Rolle, vor allem wenn man sich die betrachtlichen Gesundheitsrisiken
vergegenwartigt, die von Schwermetallen ausgehen.

Umgebungsldarm wird als der am weitesten verbreitete Stressfaktor angesehen. Ein Viertel der Bevélkerung
in den EU-Staaten ist einer Larmbelastung ausgesetzt, die ein breites Spektrum an Gesundheitsfolgen
nach sich ziehen kann. In vielen Mitgliedstaaten mussen die Larmschutzkonzepte mit dem Ziel einer
wirksamen Bekampfung der bestehenden Gesundheitsprobleme verstarkt werden.

Die Sicherheit am Arbeitsplatz hat sich in den 1990er Jahren signifikant verbessert, doch war im vergangenen
Jahrzehnt im 6stlichen Teil der Region auf diesem Gebiet eher eine Stagnation zu verzeichnen.

Die Verfugbarkeit und Zuganglichkeit relevanter Daten und Informationen hat sich im vergangenen
Jahrzehnt deutlich verbessert, was vor allem auf die neuen Anforderungen an Uberwachung und
Datenaustausch zwischen den Mitgliedstaaten (aufgrund von Rechtsvorschriften der EU oder
internationalen Ubereinkommen) und auf von der Europaischen Umweltagentur und der WHO
koordinierte MaBnahmen zurlickzufthren ist. Mit der Einfihrung des ENHIS wurde ein bedeutendes
und effizientes Instrument fur die Situationsanalyse geschaffen. Dennoch kann von einer umfassenden
Verfligbarkeit von Daten nicht die Rede sein. Das Fehlen geeigneter UberwachungsmaBnahmen in weiten
Teilen der Region schrankt die Méglichkeiten fur eine umfassende regionsweite Bestandsaufnahme der
Situation ein.

Zur Bekdmpfung einiger lange verbreiteter Probleme wie der Verschmutzung der AuBenluft haben viele
Lander die einfachen MaBnahmen zur Bekampfung gefahrlicher Emissionen inzwischen ausgeschopft
und mussen nun fir eine weitere Senkung der Exposition der Bevolkerung zu komplizierteren,
systembezogenen Verfahren greifen. Fur weitere Fortschritte bei der Senkung von Emissionen sind
MaBnahmen auf lokaler Ebene nicht ausreichend; vielmehr werden regional und international
angelegte MaBBnahmen benétigt. Im 6stlichen Teil der Region wurden die Systeme zur Reinhaltung
der Luft nicht im Lichte der sich verdndernden Evidenzbasis und der Identifizierung von inhalierbaren
Partikeln als wesentlichem und weit verbreitetem Gesundheitsrisiko angepasst.

Die politischen Handlungskonzepte in Bezug auf Fragen des gesundheitsbezogenen Umweltschutzes
sind in ihrem Umfang sehr uneinheitlich. Wahrend die Auseinandersetzung mit traditionellen
Gesundheitsgefahren, etwa aufgrund mangelnder Qualitdt von Trinkwasser und Badegewadssern, mit
einem breiten Spektrum an MaBnahmen und unter erheblicher Beteiligung der Gesundheitssysteme
erfolgt, liegen fir Themenbereiche wie Raumluftgite, Pravention von Unfallverletzungen oder
Bewegungsforderung weit weniger ausgearbeitete Konzepte vor.

Die regulatorische Handlungsgrundlage hat sich in den letzten Jahren betrachtlich verbessert.
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Internationale Vorschriften wie die neuen Richtlinien fir Luftgute oder ftr das Chemikalienmanagement
stammen von der EU, werden aber auch von zahlreichen Mitgliedstaaten der Europaischen Region
auBerhalb der EU eingehalten. In Landern, die nicht der EU angehéren, wurden in den letzten finf
Jahren mehr als die Halfte der Rechtsakte aus dem Bereich Umwelt und Gesundheit eingefiihrt,
Uberarbeitet oder aktualisiert. So dient etwa das von UNECE und WHO ausgearbeitete Protokoll
Uber Wasser und Gesundheit als Grundlage fur gesundheitsbezogene Vorschriften auf dem Gebiet
der sektorlbergreifenden Wasserbewirtschaftung und der nachhaltigen Wasserversorgung in der
gesamten Region. Das RahmenUbereinkommen zur Einddmmung des Tabakgebrauchs beflrwortet
neue MaBnahmen zur Verringerung der Belastung durch Passivrauch. Das Strategische Konzept fiir ein
internationales Chemikalienmanagement bildet einen neuen Rahmen fir die Chemikaliensicherheit.

Aspekte der Bevolkerungsgesundheit werden je nach Themenbereich in sehr unterschiedlichem Male in
die Handlungskonzepte einbezogen. In den meisten Teilen der Region werden bei der Ausarbeitung von
Vorschriften fur Trinkwasser, Luftglte oder Lebensmittelsicherheit gesundheitliche Belange eingehend
berlcksichtigt, wahrend es in Bezug auf Vorschriften fiir Badegewasser deutliche Unterschiede zwischen
denverschiedenen Teilen der Region gibt. Bei Vorschriften Gber Unfallverletzungen, Bewegungsférderung
und Schwermetalle ist eine ausdrickliche Berlcksichtigung gesundheitlicher Aspekte in der
Politikge-staltung bisher noch selten. Jedoch sind die Gesundheitssysteme bei Themenfeldern wie
Unfallverletzungen, Bewegungsférderung oder Passivrauch auch dort an der Politikumsetzung beteiligt,
wo gesundheitliche Aspekte in der Politikgestaltung nicht ausdricklich berticksichtigt wurden.

In Bezug auf AusmaB, Methoden der Umsetzung und Vollzug von politischen MaBnahmen in den
Bereichen Trinkwasser und Badegewasser, Unfallverletzungen, Bewegungsforderung, Qualitat
der AuBenluft, Passivrauch und Umgebungslarm gibt es betrachtliche Unterschiede zwischen
verschiedenen Landergruppen. Generell werden im 0stlichen Teil der Region haufiger Strafen
far VerstoBe gegen Vorschriften verhangt, wahrend im westlichen Teil eher auf Aktionsplane zur
Risikominderung gesetzt wird.

Bei Konzepten gegen Feuchtigkeit und Schimmel, Schwermetalle und Larmbelastung — und in
manchen Landern fir Unfallpravention und Bewegungsférderung — ist eine weniger umfangreiche
Rechenschaftsablage vorgeschrieben als in anderen Bereichen. Dabei richtet sich der Grad der
Rechenschaftspflicht danach, ob effiziente gesundheitsrelevante Uberwachungssysteme vorhanden
sind und ob die verfligbaren Informationen gezielt zur Konzeptevaluation genutzt werden. Das Fehlen
zuverlassiger Uberwachungssysteme fiir die Gewinnung von Daten tiber weit verbreitete umweltbedingte
Gesundheitsprobleme wie Ausbriiche wasserbedingter Krankheiten oder inhalierbaren Schwebstaub ist
in vielen Landern der Region nach wie vor ein Problem.

Die meisten Lander haben ihre Gesundheitssysteme in die Umsetzung von MaBBnahmen in Bezug auf
Trinkwasser, Passivrauch und Lebensmittelsicherheit einbezogen. Eine solche Einbeziehung erfolgte
aber bei den meisten Themen von Land zu Land in sehr unterschiedlicher Form. Dies kdnnte bis zu
einem gewissen Grad auf Unterschiede hinsichtlich der Aufgabenverteilung im o6ffentlichen Sektor
zurlckzufihren sein. In einigen Féllen jedoch kann eine geringere Beteiligung der Gesundheitssysteme
durch einen Mangel an Ressourcen bzw. Kapazitaten im Gesundheitssystem selbst bedingt sein.

In den meisten Landern werden die besonderen BedUrfnisse gefahrdeter Gruppen in Bezug auf samtliche
der genannten Themen, mit Ausnahme von Unfallpravention oder Bewegungsférderung, nur marginal
beriicksichtigt. Soziale Ungleichheiten oder geschlechtsbezogene Fragen spielen in den fir Umwelt und
Gesundheit der Kinder relevanten Entscheidungsprozessen nur relativ selten eine Rolle. Dadurch kénnen
sich soziale Ungleichheiten in Bezug auf Umweltexposition und damit verbundene Gesundheitsrisiken
erhdhen.
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Trotz der insgesamt festzustellenden Fortschritte bei der Erfassung und Verwendung von Daten Uber
Umwelt und Gesundheit ergibt sich hinsichtlich der Verfligbarkeit von Informationen fir die Priorisierung,
Uberwachung und Bewertung der Wirksamkeit von MaBnahmen ein uneinheitliches Bild innerhalb der
Region. Dies beeintrachtigt den wirksamen Einsatz mit Ressourcen und erschwert nachhaltiges Handeln.
Da der Offentlichkeit nur begrenzte Informationen zur Verfiigung stehen, hat dies negative Auswirkungen
auf deren aktive Beteiligung an der Risikominderung sowie auf ihre Unterstitzung fir MaBnahmen,
die an den umweltbedingten Determinanten von Gesundheit ansetzen. Durch den Mangel an Daten
werden die Méglichkeiten zur Durchfiihrung von Risikoanalysen, Festlegung von Handlungsprioritdten
und Uberwachung von deren Umsetzung eingeschrankt.

Zwei Drittel (28) der 42 Lander, die auf den Fragebogen des CEHAPE antworteten, haben einen nationalen
oder subnationalen Aktionsplan zur Verbesserung von Gesundheit und Umwelt der Kinder ausgearbeitet,
und weitere zehn sind im Begriff, dies zu tun, meist im Rahmen anderer nationaler Politiken oder der
nationalen Aktionsplane zur Verbesserung von Gesundheit und Umwelt. In den meisten Landern hat
der europaische Grundsatzrahmen (CEHAPE) die MaBnahmen zur Verringerung der Umweltrisiken fur
die Gesundheit der Kinder, die Entwicklung von Uberwachungs- und Informationssystemen im Bereich
Umwelt und Gesundheit, die Unterrichtung und Aufklarung der Offentlichkeit sowie sektortibergreifende
Kooperationen in positiver Weise beeinflusst. In einem Viertel der Lander jedoch gelang es mit dem
europaischen Plan nicht, die personellen bzw. finanziellen Ressourcen fir Probleme im Bereich Umwelt
und Gesundheit zu mobilisieren oder mit anderen Landern, die ahnlichen Problemen gegenlberstehen,
einen Kapazitatsaufbau oder Kooperationen zu initiieren.

Die Verfligharkeit geeigneter Arbeitskrafte, die von einer stabilen institutionellen Basis getragen
werden, ist vor allem im Ostlichen Teil der Region ein Schlusselfaktor, der die Fahigkeit zur Planung
und Umsetzung von MaBnahmen zur Verbesserung von Umwelt und Gesundheit einschrankt. Wenn
eine sektortbergreifende Zusammenarbeit unzureichend und ineffektiv ist, wird dadurch die Fahigkeit
zur Auseinandersetzung mit alten und zur Erkennung neuer Probleme noch weiter beeintrachtigt. Das
Fehlen eines nachhaltigen Mechanismus zur Gewahrleistung einer solchen Zusammenarbeit — und
insbesondere das Fehlen zweckgebundener Haushaltsmittel oder ein zu informeller Rahmen — wirken
sich auf Kooperation und Biindelung von Ressourcen gleichermafBen erschwerend aus.
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B naHHOM f10KJIajie cofepsKUTCSl OMUCaHue Mporpecca, JOCTUTHYTOrO rocyaapcTBaMu-ujieHamu BcemupHoi

opranmzanun 3upaBooxpanenus (BO3), sxopgsmmmu B EBponeiickuit pernon BO3, 3a mocnennue 20 net B
YIIy4lIeHU CUTyaluu B OOJaCTH OXpaHbl 3[0POBbS M OKpY>Karollei cpefibl. [J1aBHOE BHUMaHUE yJelleHO
BOIPOCAM OKPY>KatoLLEeH cpefibl M OXPaHbl 310POBbS1, BLITEKAIOLMM W3 YEThIPEX PErMOHAILHBIX IPUOPUTETHBIX
3aia4, copMmyaupoBaHHbIX B EBponeiickoM miaHe paedicTBuil “OkpysxKaroliasi cpea U 370pOBbe feTein’”
(EOC3][1), kotopslit 611 coriacoBaH Ha UeTBepToil MUHUCTEPCKON KOH(EPEeHIMN TI0 OKPY>KarolIei cpefe
u oxpaHe 3710poBbs B Bypanewrre B 2004 r. B kauecTBe IMIaBHOrO MHCTPYMEHTA MpPU MPOBEJACHUM aHAJIM3a
ObLTM UCTIONB30BaHbI MOKA3aTeNn, OTOOpaHHbIe s EBponeiickoil nH(pOpMaIOHHON CUCTEMBI COLMATBHO-
ruruennyeckoro Monuropunra (ENHIS). Ouenka nonmuTuku B 06JacTU OKpY>Karoleil cpefbl U 3[0pPOBbs
OCHOBBIBA€TCS Ha [aHHbIX, KOTOpPbIe ObUIM NPEACTABJIEHbl COPOKAa IOCYApCTBaMU-WIEHaMU, NTPUCIIABLIAMU
CBOU OTBeThI Ha BonpocHUK BO3 B xojie o6cneioBaHys NOAUTUKY B 3TON obsacTu B Havase 2009 r., a Takke
Ha OCHOBaHMM OTBETOB COPOKa JBYX CTpaH, NoJy4yeHHbIX B Xoae oocaenoBanust EOC3]] B Hosi6pe 2009 r. Ha
6a3e IHTEpHET-TEXHOIOT N .

Ha ocHoBe aHanu3a JaHHBIX O pUCKaX JiJ1s1 3[I0POBbsl, CBA3AHHBIX C BOJIOH, C/IEJIaH BBIBOJ] O TOM, YTO B IOCIIE[JHUE
20 meT AOCTYN HAaceJeHMs K yIIyUIIeHHbIM CICTEMaM BOJOCHAOKEHMS!, KAaHATM3ALNY 1 OYMCTKH CTOYHBIX BOJ
ObLJ1 paciiupeH B OOJBLIMHCTBE, HO HE BO BCEX rocyapcTBax-ujeHax. Bo MHOrMX cTpaHax BOCTOYHOH YacTH
Pernona naGmnropiaeTcsl MUIlIb MEMJICHHBIN Mporpecc B 3Toi obnacT. Tak, Hampumep, B 10 cTpaHax cBblie
50% cenbcKOro HacesleHUs He MMEIOT JIOCTYyMNa K JIOOPOKayeCTBEHHOMY BOJOCHAOXKEHWIO, YTO MPUBOJUT K
3HAUNTEJILHBIM HEPABEHCTBAM B OTHOIICHUM 3A0pPOBbS. [JaHHBIE O BCIBIIKAX 3a00JICBAaHMUIl, CBSI3AHHBIX C
NUTHEBOI BOJION , TOKA3KIBAIOT, YTO BO BCEX CTpaHax Pernona, BKITFouas 1 HanboJiee pa3BUThIE B SKOHOMUIECKOM
OTHOIIICHUY CTPaHbI, HeGe30MacHask MUTHEBas BOJIa MPOIOIKAET OKa3bIBATh HEOIArONpUsTHOE BO3ICIICTBIE HA
3710pOBbe HaceseHus. B 6osblurHCTBe cTpad PervoHa Bee elle He UMeeTcs HU CTaHAapTU3UPOBAHHBIX CUCTEM
SMUAHAA30PA 32 3200JIEBAHUSIMU 1 BCTIBIIIKAMH 3a00JI€BAHNI, CBSI3AHHBIX C BOJIOM, HU CCTEMbl MOHUTOPHHIA
PUCKOB 115 3[10POBbs1, 00YCIIOBJIEHHbIX KAUECTBOM BOJIbI JIJ151 KYMaHUS.

OpHuM 13 BaxKHBIX (paKTOPOB, ONPEAEISIOIMX MOJMTUKY BO BceM Peruone, BKitouyasi CTpaHbl, HE BXOJISILLIME B
Esponeiickuii coro3 (EC), siBnsieTcst 3akoHOoaTebcTBO EBponeiickoro coooiiecTsa 1o Bojie ¥ OXpaHe 3/10pPOBbS.
HopmaTiBHBIMIOKYMEHTOM B OGJIaCTH 3PaBOOXPAaHEHUS TSI BceTo PernoHa, perimaMeH THP Y IOIIMM KOMIIEKCHOE
yIpaBleHNEe BOJIOXO3SMCTBEHHON JEATENbHOCTBIO, YCTOMUMBOE BOAOCHAOXKEHHE, COOTBETCTBYIOLIEE
TpeboBaHusIM “PyKoBOJICTBA O KOHTPOIIIO KauecTBa MUTHEBOI BOfIbI, pazpaboranHoro BO3”, u agekBaTHbIe
CaHMUTAPHO-MPOUITAKTHUECKIE MEPOTIPUSTHUS [IJIsl BCEX, SBISIETCS] NPUHATHIN EBponeiickoil 3KOHOMUYECKOM
komuccuein Opranuzaumu O6benuHenHbix Hauwit (EDK OOH) u BO3 IlpoTokon no npoGiemaM BOjbl U
310pOBBS.

OpHoll M3 BeAylIMX TNPUYMH CMEPTH Cpelud MOJIOAbIX Jofeir B Bo3pacte or 0 mo 19 jer sBnsercs
HenpeHaMEPEeHHbI TpaBMaTU3M, a HauboJbllee OpeMsl B 3TOM KaTeropuu MPUYMH UCXOAUT OT JAOPOXKHO-

TPAHCOPTHOI'O TpaBMATU3Ma, 3a KOTOPLIM CJICAYIOLIUM MO 3HAYMMOCTU UET TPaBMATU3M B 6LITy u 1npu

xv Health and Environment in Europe: Progress Assessment



NPOBEJICHNH JIocyra. B 3TOM OTHOIIEHNM MEeX/y CTpaHaMU CYIIECTBYET OPPOMHOE HEPaBEHCTBO: NMOKAa3aTesu
CMEPTHOCTH W YaCTOTBI TPaBM MEXKAy CTpPaHAMH pa3MYaloTCsl Ha MOPSmOK BeiamunHbl. CyIecTBeHHOE
CHIKEHME B LEJIOM CMEPTHOCTU B Pe3yJbTaTe JIOPOSKHO-TPAHCIOPTHBIX MPOUCIIECTBUIA 34 MOCJEIHUE JBa
HECSITHIIETHUS] CBUAICTEIILCTBYET O TOM, UTO 3TH TPaBMATU3M M CMEPTHOCTD BIOJHE MPEAOTBpaTMBI. OfHAKO,
K COXAJIEHUIO, B MOCJIE/IHEE IECATUIIETUE 3TA TEHIEHLIMS K CHUDKEHUIO B CTpaHax B BOCTOYHON yacTu Pernona
NPUOCTAHOBIJIACH: TaM 3a(pUKCUPOBAHO HEOOIBIIOE YBEIMICHNE CMEPTHOCTH, BCIIEACTBIE KOTOPOTO Pa3phiB
MeX/Ty MOKa3aTessIMU B HOBbIX HE3aBUCUMBIX rocyapctBax ObiBiiero Coerckoro Coroza (HHI') u B crpanax
- unenax EC Bwipoc o 6onee 50% yposust EC.

Mexpy cTpaHaMy CYIIECTBYIOT IIMPOKKE PA3INius B JIOJIE IETel C M30BITOYHOIM MAaCCOM Teja M OKUPEHUEM
— oT 3% po 6onee 30% pereit B Bo3pacte 11-15 net. Bo MHOrMX cTpaHax B MOCHEHUE TOfibl 3Ta Mpobiiema,
Mo-BUJIMMOMY, TIpHOOpeTaeT Bce Oojiee OCTpbIil xapakTep. B To ke BpeMsi Bo Bcex crpaHax Permona y
3HaunTenabHON yacTu 11-netHux (40-50% u 6osee) HefoCTaTOUEH YPOBEHb (pu3ndecKoii akTuBHOCcTU. Cpeau
13-nmeTHUX 1 15-1€THUX 3Ta 0JIs enle OOJIbIIIE.

[TosiBasieTcst Bee Goiblie (DaKTUUECKUX JJAHHBIX , CBUIETENBCTBYIOLMX O TOM, YTO TPAMOTHO CIIJIAHUPOBAHHbIE
MCKYCCTBEHHAsl OKPY3Karollasl cpefjia U 3esieHble 30HbI I OOLIEro MoJb30BaHus YJIYUIIAOT OOy KApTUHY
(pu3nyUeCcKOil aKTUBHOCTU M CHIPKAIOT PUCK TpaBMaTu3Ma. [l Toro 4rodbl rpaxjaHe MOIJIM B MOJIHOM Mepe
BOCIIOJIb30BaThCSl BCEMM BO3MOXKHOCTSIMU, KOTOPbIE OTKPBIBAIOT JIIsi HUX OOLIECTBEHHbIE MeCTa U CETU
(pM3KYyIBTYPHO-03[0POBUTENLHBIX OOBEKTOB, TJIE OHU MOTJIM Obl 3aHUMATHCS (PU3KYILTYPOH M CHOPTOM M
ObITh (PU3MYECKM AKTUBHBIMU M TIPU 3TOM ObITh 3alUIUEHHBIMUA OT Yrpo3 CBOeil 06e30MacHOCTH, KOTOphIe
CYIIECTBYIOT B FOPOJCKOH, TPAHCTIOPTHOI, ObITOBOM M PEKPEAMOHHON CPEax, Hy>KHbI 0COObIE MOAXO/bI K
YJOBJIETBOPEHUIO UHTEPECOB KaXK/0M OTJIEIbHON IPYIIbI TPaskaH.

B GoNBIIMHCTBE CTpaH OTMEYaeTCsl CHIDKEHUE UKCIa CIyJaeB MIIaIeHYeCKOll CMEPTH OT PEeCMPaTOPHBIX
3ab0s1eBanuil, HO 3TO uncio (12% Bcex ciyvyaeB MIIJICHUECKON CMEPTH) BCE €11 OCTAETCS TSKEJbIM OpeMeHeM
IJ1s1 31paBOOXPaHEHuUs1, 0COOEHHO B BOCTOUYHOM YacTu Pernona. OT 5% no 25% nereit B Bozpacte 13—14 net
CTPajIaloT aCTMOM M AJIJIEPTUSIMU, U 9TO TOBOPUT O TOM, UTO 3TU 3a00JIEBaHUSI SIBIISIIOTCSI Bce OoJiee BasKHOM
NPUYMHON IETCKOr0 HEe3[0poBbsi B PermoHe. CUMNTOMBI acTMbl OOOCTDSIOTCS B pe3yJibTaTe 3arpsi3HEHUs
BO3JIyXa, OCOOEHHO BJILIXAEMbIMU MEJIKOJUCIIEPCHLIMU B3BEIEHHbIMU vacTuuamu (PM, ), n npoBejieHHbIe
B MOCJIe[IHEE BpPEeMSsl UCCIIE[IOBAHUS MOKA3bIBAIOT, YTO 3arpsi3HEHME BO3JyXa Tak>Ke MOXKET COCOOCTBOBATH
3260J1€Ba€MOCTH 3TON O60JIE3HBIO.

3arpsi3HeHKe BO3lyXa B rOpOfiaX, OCOOEHHO MENIKOAUCTIEPCHBIMU B3BELIEHHbIMM YACTULAMY, TAKXKE SIBIISIETCS
NPUUMHON PYTUX CEPhE3HBIX NPOOJIeM 3[]paBOOXPAHEHUs] Ha BCell TeppuTopun PernoHa, BefieT K COKpalLeHUto
NPOJIOJIKUTENBHOCTH XKU3HU XXHUTENell HauboJjiee 3arps3HEHHBIX HACEJIEHHBbIX IMYHKTOB 0olee 4eM Ha OfIuH
rof. ITocne cyliecTBeHHOro CHUXKEHUSl YPOBHEN 3arpsi3HEHUs] aTMOC(EPHOTO BO3AyXa B GOJBLIMHCTBE CTPaH
Peruona B 90-e rogpl NpoILIoOro CToJAEeTUs] MPOrPeCC, JOCTUTHYThIA B MOCNEHEE ECATUNETUE, MUHUMAIIEH.
Bonee 92% roponckoro HaceeHUs, OTHOCUTENILHO KOTOPOrO MIMEIOTCSI COOTBETCTBYIOLIME IaHHbIE O KaueCTBe

BO3JlyXa, IPO>KMUBAIOT B TOpOfiax, Iie NpeBbliieHbl HopMbl 0 PM  mpetycMoTpeHHble B Pekomenauusx BO3

10°
M0 Ka4eCTBY BO3/IyXa.

Bo mHorux crpanax csbiiie 80% aeTel peryisipHO MOJBEPraroTcs BO3IEUCTBUIO BTOPUYHOTO Ta0AYHOTO JibIMa
B CBOUMX JIOMax W JlaXKe ellje B OOJbIIel CTeNeHN — BHE JoMa. XOTs OCHOBAaHHOE Ha MpHUHIMNax PamouHO#
koHBeHIMM BO3 no 6opbbe NpoTuB Tabaka 3aKOHOAATENBCTBO O MECTaxX, CBOOOJHBIX OT TaOa4yHOro JbIMa, 1
0Ka3aJI0Ch 04YeHb 3(P(PEeKTUBHBIM CPEJICTBOM CHUKEHUS BO3JIEHCTBUS TabaKa Ha 3][OPOBLE JIFOJIEH, BO MHOTUX
yacTsix PernoHa oHo Bce ellle He BHEIPEHO WITH IaXKE HE pa3paboTaHo.

Y3ke 4yeTko YCTAHOBJICHO, YTO CbIPOCTb U MJICCEHb — ITO BasKHEMIIe q)aKTOpr IJIOXOr'o Ka4eCTBa BO31yXa

B TOMEUICHUAX, KOTOPBLIE OKa3bIBAlOT HEIIPONOPUMOHAIILHO GonbIIoe BO3H€ﬁCTBHe Ha 3J0pPOBLE MEHEE
obecneyeHHbIX rpynIi HaCEeJICHUSI. Csoirre 20% cemeit MNPO2KKMBACT B IOMAX, B KOTOPbLIX CBHIPOCTH U IJIECEHb
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MPEJICTABNSAIOT 3HAUUTENbHYIO TpoOsieMy. MeTojibl YMEHBIICHUsSI U YCTpaHEeHUs] 3TON NpoOJeMbl yxke
pa3paboTaHbl, HO €CTh MOTPEOHOCTH B YCIJICHIN COOTBETCTBYIOIIMX TOCYIapCTBEHHBIX cTpareruil. [1oBricHTh
YPOBEHb OCBEJIOMJICHHOCTU B 3TOM BOIPOCE B TOCYAAapCTBAaX-WIEHAX MPU3BAHO HEJaBHO OMYOIMKOBAHHOE
“PykoBoacTBo BO3 o kayecTBy BO3/1yXa B IOMEIICHUSIX .

3HAUNTENBHBIX YCTIeX0B B Pernone mo3Boimim JOOGUTECS CTPATETny U MepPhl, HallpaBJIeHHbIE HA OrpaHUIeHUE
BO3JIEMICTBUSI CTOMKUX OPTaHUYECKUX 3arpsS3HUTENEN U TSKENbIX MEeTAJUIOB, MPUCYTCTBYIOLIMX B MUILEBBIX
NMPOAYKTax, U Ha yCTpaHeHue Bo3aeicTeus cBuHLa. B nepuop ¢ 1990 no 2003 r. BbIOpOCH! CBUHLA COKPATUIIUCh
Ha 90% , raBHBIM 06pa30M Giiarofiapst OJHOMY Mepexofy B O0JIbIIMHCTBE CTpaH Perrona Ha HeaTUIIMPOBAHHbIN
OeH3MH. DTO OTPaswioCh B CHUKCHHM YPOBHSI CBMHIIA B KpoBH jeTell. OOHAKO B HEKOTOPBIX CTpaHAaX
STUIIMPOBAHHBII GEH3UH MO-NMPE>KHEMY UCTIOJb3YEeTCs, ¥ MOJIBEP>KEHHOCTD JIFOfIE €ro BO3JIEMICTBUIO 3aCTaBJISIeT
BCEpbe3 OECIIOKOUTHCS O 3I0POBBE HACEIICHMS, SKUBYIIET0 BOJIM3M OT MPOMBIIUICHHBIX 0UAroB 3arpsi3HEHNS B
BOCTOYHOI1 M IOTr0-BOCTOYHOM yacTsiXx Pervona. [TonHyro OLeHKY MOABEP>KEHHOCTU HACENIEHUsI BO3JECTBUIO
TSDKENBIX METAJIOB IPOBECTH CIIOSKHO BBUY HEIOCTATKA JAHHBIX GIOMOHUTOPHHTA.

YcnemHo OCyILECTBISAJIOCh MEXAYHAPOAHOE COTPYJAHMYECTBO MO BONpPOCaM O€30MacHOCTH MUILEBbIX
MPOAYKTOB, CTPaHbl pa3padaThbiBajld COTNIACOBAHHbIE CTAHIAPThI U HOPMATUBBI U TEM CaMbIM OOeceunBalu
OJIMHAKOBBIl YPOBEHb OXPaHbl 3[]0POBbsl ISl CYLLIECTBEHHOM 4acTu eBponeiickoro Hacenenusi. OpgHako B
MPUPOJIOOXPAHHBIX CTPATErusiX B OTHOLUEHUM TSKEJIbIX METAIJIOB B OOJILUIMHCTBE CTPaH HE Y[eJsieTcs
MIOJI>KHOTO BHMMAaHUsI OXPaHe 3[10pPOBbs: BO BCSIKOM Cllyyae, 3TO BHMMaHHUE HE COPa3MEPHO TEM pUCKaM JJIs
3[10POBbsl, KOTOPbIE MOT'YT CO3/1aBaTh TSXKEJble METAIIbI.

CaMbIM pacnpOCTpaHEHHBIM CTpecc-(haKTOPOM CUUTAETCS LIyM B OKPY3KAaIOLIel cpefie: YeTBEPTh HAaCceIeHUs
B cTpanax EC nopsep:keHa BO3[IEMCTBUIO YPOBHEN LIIyMa, KOTOPBIE BbI3bIBAIOT IMPOKUI CIIEKTP MOCIEACTBUAN
JJIs1 30POBBS. [17151 TOr0 YTOOGBI MOKHO OBIJIO peaibHO peLIaTh MPOOJEMBI 3[IOPOBBS, BO MHOTMX FOCY/lapcTBax-
YyjleHaX HEOOXOAUMO YCUIIMTb CTPATEIMHU 110 CHU>KEHUIO BO3[EMCTBUS LIyMa.

B 90-e roppel npouuIoro CToNeTUsl 3HAYUTEJIbHO YJy4YlIMJIach OXpaHa TPYAa, HO B IOCJEHUE AECAThH JeT
yJly4dlleHre B BOCTOYHON yacTu Pernona npekpaTuioch.

3a nocepHee AecITUIeTHe 3HAYUTENBHO YIIyYLIMIOCh MOJIOKEHNE 1671 B OTHOLIEHUY HAMYUS U JOCTYITHOCTH
aKTyaJIbHBIX JAHHBIX W WH(pOpMalMu, BO MHOTOM Ojarofaps HOBbIM TpeOOBaHMSIM (COfiepXKaluMcsl B
3akoHoyiaTesnbeTBe EC mim B MEX/TyHApOIHBIX KOHBEHMAX) 00 YIyUllIEeHUM MOHUTOPUHIA U OOMEHa JJAHHbIMU
MEX/y IOCyapCTBaMU-YJIEHaMU U MEPOIPUSITUSIM, KOTOPble KOOPAVMHUPOBAIUCH EBpONENCKUM areHTCTBOM
no okpyatouieit cpesie 1 BO3. banaropaps co3panuto ENHIS B EBpone nosiBusics BaskHbIN 1 3(h(heKTUBHbIN
WHCTPYMEHT aHaJln3a cuTyauuu. TeMm He MeHee, JaHHbIe UMEIOTCS JaJIeKO He 10 BceM cTpaHam. OTcyTcTBre
HEOOXOMMOr0 MOHUTOPUHIA B 3HAUMTENILHON YacTu Pernona orpaHMYMBaeT BO3MOXKHOCTD BCEOOHEMITIOLIEN
OLIEHKU CUTYaluu Bo BceM Pernone.

Yro kacaeTcsi HECKONIBKUX CTapbIX MPOOJIeM, TaKMX KakK 3arpsi3HeHHe aTMOC(EpHOro BO3AyXa, BO MHOIHX
CTpaHax MpOCTbIe MEPbI 0 60pbLOe ¢ ONACHBIMU BLIOpOCaMU cUepHaiiy ce0sl, U 3TUM CTpaHaM HY>KHO NPUHATD
6osiee CIIOXKHBIE, CUCTEMHbIE TIOAXOJ[bI, YTOOBI MIPOAIOKUTE CHIDKEHNE YPOBHEl BO3MEHCTBUSI HA HACEJICHNE.
MecCTHBIX Mep HEIOCTaTOUHO, [l IOCTUKEHUS JIAbHEHIIEero Nporpecca B YMEHbIICHUN 3arpsi3HEHUST HY KHbI
Mepbl PETMOHAIIBHOTO 1 MEXKyHapofHoro MacmTaba. B BocTouyHoit yactu Pernona He npou3onuio aganTtanym
cucTteM obecrnevyeHHs KauecTBa BO3/lyXa C YYETOM M3MEHMBLIEHCS! JoKa3aTeslbHON 6a3bl U TOro (pakTa, YTo
BAbIXacMble B3BEILICHHBIC BEIECTBA ObIIM OMpEfeseHbl KakK 3HAUYMTENBHBIN U IIMPOKO PACHpPOCTPAHECHHBIN
¢pakTOp pucKa JJ1sl 300POBbSI.

MaciTabbl 1 0XBaT TOCYJapCTBEHHBIX CTpaTCFI/Iﬁ 1O TEM WJIM UHBIM BONIPOCaM I'MIr'€HbI OKp}I)KaIOIIICﬁ CpEabI

pa3MyaroTCs B 3HAUUTEbHOI cTeneHu. Tak, HanpuMep, B CTpaHax IPOBOAUTCS ILUPOKUI1 CIIEKTP MEPONPUSITUA,
HAMpaBJIEHHbIX HAa TPAJULMOHHbIE ONACHble (haKTOPbl, HAPUMED, CBSI3aHHbIE C MUTHEBOW BOJION U BOJOM ISt
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KyliaHusi, B TOM 4YuUCJIE MCpOHpHHTI/IfI, npeanycMaTpuBarOInX aKTUBHOC YYaCTUE CUCTEM 3[IPABOOXPAHCHUS.
C npyroﬁ CTOPOHBI, CTPATETUM MO PEHICHUIO BOMPOCOB, CBA3AHHBIX C KAa4Y€CTBOM BO3yXa B NOMCHICHUAX,
HpOCbPIJ’IaKTHKOﬁ HETNIPpETHAMEPEHHOI'0O TpaBMaTHU3Ma WUJIN COHeﬁCTBHeM CI)I/I3I/I‘1€CKOﬁ AKTUBHOCTU, PA3BUTHI B
MEHBIIIEH CTENCHN.

B nocnennme ropl 3HAUUTEITHHO YTy YIIMIIACH HOPMATUBHAS 6a3a J71s TpuHATHs npakTniaeckux mep. B EC 6pum
NPUHSTBI MEX/YHAPO/IHbIE HOPMATHBHbIE IOKYMEHTbI, TAKHUE KaK HOBbIE IMPEKTHUBBI M0 KAYECTBY BO3yXa UIIN
Mo OOpAaIeHNIO ¢ XMMUYECKUMH BEI[ECTBAMH, KOTOPbIE TaKXe COOJIOfIAl0TCS U BO MHOTHX cTpaHax Permona,
He Bxopsauux B EC. 3a nocnegHue nsiTh JeT B cTpaHax, He BXojsux B EC, ObIIO co3aH0, NEPECMOTPEHO
1M OOHOBIIEHO OO0Jiee MOJIOBUHBI 3aKOHOIATEILHO-HOPMATHBHBIX aKTOB, KACAIOIIMXCS OKPY>KAIOMIEH Cpefibl
u oxpanbl 310poBbs. Hanpumep, npunsreiii ESK OOH u BO3 IIpoTtokosa no npobieMam BOfbl U 310POBbs
COMIEP>KUT 3[PABOOXPAHMTENLHbIE HOPMBI M TMpaBWja B TaKMX OOJACTSX, KaK KOMIJIEKCHOE YIpaBJIeHUE
BOJIHBIMH pECYPCaMU U YCTOMUMBOE BOJIOCHAOXKEHMe BO BCceX cTpaHax Pernona; Pamounasi KoHBeHIMs O 60pboe
MPOTUB Tabaka CoCcOOCTBYET MPUHSITHUIO MEP TIO CHUKEHUIO MOABEP>KEHHOCTH BO3ACMCTBUIO TAOAUYHOTO JIbIMA,
BBIJIbIXa€MOT'0 KYPWIbIIMKAMU; CTPATETMYECKUN TOAXO0/] K MEKIyHAPOJHOMY PEryJMPOBAaHUIO XUMUYECKUX
BEILECTB CIIy>KUT HOBOI OCHOBOI JIJIsl OOEeCTIeUeHNsI XMMUIEeCKOM Oe30MacHOCTH.

Mexy cTparerusmu, KacarolyMIcs pa3Hoil MpobjaeMaTuKy, HabJIOatoTCs LUMPOKKUE pa3jiiiks B CTENEHU
BKJIFOUEHHUS] BONPOCOB OXpaHbl 3JI0pOBbsl HacelieHusi. B GonbliMHCTBE cTpaH PermoHa oxpaHa 310pOBbsi
B JOCTATOYHOI ME€pe YUYMTHIBAETCS NpPU Pa3pabOTKe MOJUTUKM B OTHOLLUEHWM MUTHEBOW BOfbl, KauyecTBa
aTMocepHOro Bo3ayxa WM Ge30MacHOCTH MMIIEBLIX MPOAYKTOB, HO MEXy 4vacTsmu Pervona umerorcs
CYLLECTBEHHbIE PA3/IM4Ksl B IOJIMTUKE B OTHOLLIEHUM KayecTBa Bofibl Auisl KynaHusi. [Tpu pa3paboTtke cTparerui,
MOCBSLIEHHBIX HEMpPeHAMEPEHHOMY TPaBMAaTU3MY, (PM3MUECKON aKTMBHOCTU M 3arpsi3HEHUIO OKpYXKarollen
Cpefibl TsDKENbIMM MeTajljlaMd, BCE €lle PefKo YHenseTcs crneuuajibHOe BHMMaHUE BOIPOCaM OXpaHbl
3710poBbsi HaceneHusi. C Ipyroil CTOPOHbI, CUCTEMbI 3[PAaBOOXPAHEHUS] MPUHUMAIOT yYacTHe B pealn3alyu
CTpaTeruii, UMEIOIMX OTHOIICHWE K HeNpeHaMEPEeHHOMY TpaBMaTH3My, (PU3MUECKON aKTHUBHOCTH WM
BTOPUYHOMY TaOayHOMY JIbIMY , JavKe TOI/ia, KOIJia OHM pa3pabaThiBajuch 6e3 CrelyaIbHOro yYeTa MUHTEPECOB
3paBOOXPAHEHUSI.

I'pynmbl CTpaH MMPOKO Pa3IMUalOTCsl MEKy COOOM Mo mpefesiaM, MeTOflaM Pealn3aliuy U TIPUHYKACHUIO
K COOJIIOfICHUIO TPeOOBaHUI MOJUTHUKU, Kacarolleiicss KayecTBa NMUTHEBOM BOAbI U BOAbl IS KyMaHHS,
HeNpeaHAMEPEeHHOT0 TpaBMaTH3Ma, (PU3MUECKON aKTMBHOCTH, KAUeCTBAa aTMOC(HEPHOro BO3/IyXa, MACCUBHOTO
KYpPEeHUs1 WM LIyMOBOIO 3arpsi3HEHMs] OKPY>KatoLLel cpefibl. B 1ie710M caHKIuu 3a HapylleHUe HOPM U MPaBUIl
Jalie NpUMEHSIOTCST Ha BocToKe PernoHa, Torja Kak Ha 3amafe 6oJee pacnpoCTpaHeHb! IUIaHbI ASHCTBUI 110
CHUKEHUIO PUCKOB.

OO0s13aHHOCTb OTYUTBIBATBCS 34 OXpaHy 3[0POBbS B CTpaTErusx, KacarolIUMXcsi OOpbObl C CBHIPOCTHIO
U IUIECEHBIO, 3arPS3HEHUEM TSDKEJIbIMA METajulaMd M IIyMOM, MEHBLIE, YeM B CTPATErWsax IO APYTUM
npo6iemMaM, a B HEKOTOPbIX IPYMIax CTPaH TAKXKE HIXKE YPOBEHb MOJOTYETHOCTU 32 HENpe[HAMEpEHHbIi
TpaBMaTU3M U (PU3UYECKYIO AKTUBHOCTD. Y POBEHb IOJOTYETHOCTU COOTBETCTBYET HAJIMUMIO U ONIEPATUBHOCTH
pabOTBI CUCTEM MOHATOPUHIA, UMEIOIUX OTHOLIEHNE K 3[IPABOOXPAHEHMIO, U UCIOJIb30BAHUIO MMEIOLIEHCS
uH(OpMaLMK Il OLEHKU pe3yJbTaToB cTpareruil. Bo MHorux crpanax Peruona HepelleHHbIM BOIPOCOM
OCTaeTcs OTCYTCTBUE HAJIEXKHBIX CUCTEM MOHMTOPMHIA, BbIpAOATHIBAIOUIUX JIAHHBIE O PACHPOCTPAHEHHBIX
npoOsieMax TUTUEHBI OKPY>KaroUlel Cpefibl, TAKUX KaK BCIBILIKYA 3a00J1€BaHUil, NepejaBaeMbIX C BOAOH, WK
B/IbIX4€MBbIE MEJIKOIUCIIEPCHBIE B3BELIECHHBIE YACTULIBL.

BonbmMMHCTBO CTpaH NPUBIEK/IM CBOM CUCTEMBI 3[PAaBOOXPAHEHUSI K yYaCTHIO B PEaNM3alUy IOJIATUKU B
OTHOLLIEHUM U THEBOY BO/bI, BO3[EHCTBYUS TAOAYHOrO IbIMa M 6€30MaCHOCTHU MUILEBbIX IPOAYKTOB. B 0THOIIEHNN
>Ke GOJIBLIMHCTBA IPYTUX NPOOJIEMHBIX TEM CTPaHbI 3HAUMTENBHO PA3IUYaOTCS 110 YPOBHIO TAKOTO yYacTusl; B
OIIPENIETIEHHOI CTENEHU 3TO MOXKET ObITh OTPaXKEHUEM Pa3IMYMil B PacIpeesIeHU OTBETCTBEHHOCTU BHYTPU
FOCY/JapCTBEHHOrO ceKTopa. OfHAaKO B HEKOTOPBIX CIIy4yasX MEHbLIEE y4YacTUE CUCTEM 3[[PaBOOXPAHEHHUSI
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MOXeT ObITh O6yCJ’IOBHeHO HETOCTATKOM PECYPCOB M OPraHM3allMOHHO-KAJpOBOro NOTEHUMATIA Y CUCTEMbI
3APaBOOXpPAaHECHMUSI .

B GonblUMHCTBE CTpaH YAENSeTCS Majo BHUMAaHUS OCOObIM NMOTPEOHOCTSAM YSI3BUMBIX TPYII HAaCEJIEeHUs
BO BCEX PACCMOTPEHHbIX TeMax, 3a HMCKJIIOUEHHWEM HENpeHAMEPEHHOro TpaBMaTU3Ma WM (PU3NYECKON
aKTUBHOCTH. ClieflyeT OTMETUTD, YTO NPY (pOPMUPOBAHUM CTPATETUI U ITPY NPUHATUY PELLIEHUI, OTHOCALIMXCS
K OKpY>Kalollell cpefie U 3[0POBbIO JIeTell, CPABHUTENBHO PEKO YUUTHIBAIOTCS BOMPOCHI COLMANBHBIX WU
TeHJIEPHbIX HEPABEHCTB, YTO MOXET YCYryOUTb MpoOJeMy HEeOJaronpusTHbIX BO3AEHUCTBUN OKpYyXKarollen
Cpefibl CO CBA3AHHBIM C 3THM PUCKOM JIJIs 37I0POBbSI.

Hecmorpst Ha o6wmii nmporpecc B ¢60pe M MCHOJIb30BAHUU IaHHBIX 00 OKPY>KAOLIEH Cpefie U 3[A0pOBbE, B
pamMKax Perrona uMeroTCs CyILIECTBEHHbIE PA3/IMuKs B JOCTYIHOCTH MH(OPMALWH, TO3BOJISIOLIEH ONpEeUTh
NPUOPUTETHOCTh JICACTBUIL, a TAKXKE KOHTPOJIMPOBATH U OLEHUBATH ICHICTBEHHOCTb MPUHUMAEMBIX Mep. DTO
MelaeT 3(h(EeKTUBHOMY UCHOJIBb30BaHUIO PECYPCOB U JIe/IaeT HEBO3MOXKHBIM MPUHSITUE MEpP, YCTONYUBbLIX B
[OJIrocpoyHoil nepcnektuse. MH(popManus, K KOTOPOH MMeET AOCTYN OOLIECTBEHHOCThb, OIPAHUYEHA, YTO
CHIXKAET Y4acTHe OOLIECTBEHHOCTU B MEPAX 110 YMEHBIIEHUIO PUCKOB 1 NOAPLIBAET €€ MOAIEPKKY CTPATETHii,
HAalPABJIEHHBIX HAa 3KOJIOTMYECKUE NETEPMUHAHTBI 310p0Bbsi. HeocTaToK JaHHBIX OCNAOJSIET BO3MOXKHOCTD
NPOBEJICHNs aHAIM30B PUCKA, ONPEJEIeHNs] IPUOPUTETHOCTU AEUCTBUI 1 MOHUTOPUHIA UX OCYILECTBJICHMS.

e Tpetu (28) u3 42 cTpan, KOTOpbIe MpUCani OTBEThI B Xofie oocienoBanus EOC3]], yxe pazpabdoTanu
u ewe 10 crpaH B HacTosulee BpeMsi pa3pabaThIBAlOT HALMOHAJBHbIE WM TEPPUTOPUATIbHBIE TUIAHBI
pevicTBui “OKpy>Karoliasi cpefia u 3[10pOBbe fIeTel” — rIaBHbIM 00pa30M KaK OfIHY M3 COCTAaBJISTIOLIMX JIPYTUX
FOCY/ITAPCTBEHHBIX CTPATETWil WM KaK YacTh HAIMOHAJBHBLIX IUIAHOB JICHICTBUI MO OKPYXKAIOIIEH cpefie U
oxpase 370poBbs. B GosbimHCTBE cTpan ocHoBa eBporerickoi nomutuku (EOC3]]) okazana nmoioxXuTeabHoe
BJIMSTHAE HAa Mepbl BMEIIATEIbCTBA, MPEIPUHAMAEMbIE C HEJbI0 CHUKECHWS 3KOJOTMYECKUX PHCKOB JIIS
3MOpOBBSL JIETEH, HA CO3[aHNE CHCTEM MOHUTOPHMHIA M MH(OPMAMOHHBIX CHCTEM B OOIACTH OKpY>Karowien
CpeMbl M OXPaHbI 3[OPOBbs, Ha MH()OPMHUPOBAHVE M OCBETIOMIICHHOCTD OOIIIECTBEHHOCTH U HA COTPYTHUYECTBO
MEXy pa3iuuHbIMU ceKTopamu. O HAKO B YETBEPTH CTPAH-PECTIOHAECHTOB EBPONEHCKUII IUIaH HE MPUBEI K
MOOMIIM3ALIMH JIIOJICKUX U/WIM (PUHAHCOBBIX PECYPCOB Ha PELeHME BONPOCOB OKPYKAIOLLEH cpefibl U OXPaHbl
3[0POBbSl U HE CTUMYJIMPOBAII YKPEIUICHNS] OpPraHn3alMOHHO-KaJ[pOBOr0 TIOTEHIMANIA UM COTPY/THIYECTBA C
[PYTUMU CTPaHAMU, IMEIOIIMMU CXOJHbIE TIPOOIIEMBI.

KnroueBbIM  (pakTOpOM, OrpaHMYMBAIOIIMM  CIIOCOOHOCTb  IUIAHUPOBATb U OCYLIECTBJISTH  MEphl,
HaIlpaBJICHHbIE Ha YJy4YlleHUE CUTyallMd B OTHOLIEHUM TMTMEHbl OKPYXKalolled Cpefbl, SIBJSeTCsS Haludyue
KBaJIM(ULMPOBAHHBIX KaipOB U HAJIEXKHOW OPraHU3alMOHHON CTPYKTYpbI, OCOOEHHO B BOCTOYHOI 4YacTH
Perunona. Haim cnocoGHOCTH peluaTh yxKe W3BeCTHbIE IPOOJIEMbI U BbISIBJISTH HOBbIE TPOOJIEMBI CYILLIECTBEHHO
YMEHBLIAIOTCS, €CIIU COTPYAHUYECTBO PA3IMUYHbIX CEKTOPOB HEIOCTATOYHO WM HeahpekTBHO. OTCYTCTBUE
YCTOIMUMBOIO MEXaHU3Ma, O0ECNEYNBAOLLETO TAKOE COTPYJHUUYECTBO, B YACTHOCTU OTCYTCTBUE CNELMAATBHO
BbIJIEJIEHHbIX CTaTel GIOfI>KETa WK CIIMIIKOM He(hOpMaJIbHbIA XapakTep COTPYAHUUECTBA, YCAOKHSIOT U CaMO
COTPYJHUUECTBO, U OOBEAUHEHNE PECYPCOB JIJIs PELIEHNs] OOLIMX 3a/ay.

xix Health and Environment in Europe: Progress Assessment






Introduction

Good health and well-being require a clean and harmonious environment where physical, psychological,
social and aesthetic factors are all given their due importance. These factors are affected by actions and
choices which can secure considerable health benefits. The environment is thus not only important for its
own sake, but as a resource for better living conditions and well-being.

The socioeconomic and political upheavals in the World Health Organization (WHO) European Region
two decades ago had huge implications for human health and the environment. There was then major
concern, in both the east and the west, about poor environmental quality and its current and future
impact on people’s health. Moreover, this burden was then (as now) distributed unequally within and
between areas, with less affluent countries facing major environmental problems.

We should perhaps not, therefore, be surprised that the breaking of this political log-jam released
enormous potential for internationally concerted action on environment and health. As early as 1989,
at the First Ministerial Conference on Environment and Health," a major policy framework had emerged
— the European Charter on Environment and Health (1) — which defined the essential prerequisites of
public policy in environment and health and set out a strategic vision for Region-wide joint action.
Taking encouragement from the many examples of pollution reduction measures already taken and the
restoration of healthy environments, the Charter set out the main principles, mechanisms and priorities
for protecting and restoring the environment and improving health.

Since then, every five years, ministerial conferences have reviewed progress and developed and agreed
policies under the Charter. The Fourth Ministerial Conference (held in Budapest in 2004) emphasized
the needs of vulnerable groups and intergenerational issues by adopting the Children’s Environment
and Health Action Plan for Europe (CEHAPE). CEHAPE set the direction for health and environment
action for children via four Region-wide priority goals. These goals not only address the most important
environmental public health issues, in both scale and spread, but are also highly amenable to action.
Taken together, they provide a valuable framework for assessing and promoting progress on the benefits
for children flowing from the provision of healthy and safe environments for them.

In the early 1990s, the document Concern for Europe’s tomorrow (2) was the first major general assessment
of health and the environment in the European Region. Decisions taken then are still bearing fruit. The
report highlighted the urgent need for action on environment and health (EH) information to support
relevant decision-making. That recognition helped to stimulate subsequent advances in environmental
monitoring, greater appreciation of its health relevance, strengthening of the EH evidence-base and a
greater understanding of how to make best use of this evidence.

1 European Environment and Health Committee [web site]. First Ministerial Conference on Environment and Health, Frankfurt-am-
Main, 1989 (http://www.euro.who.int/eehc/conferences/20021107_4, accessed 5 February 2010).
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As a result, it is now possible to assess the effectiveness of policy measures, and to set and adjust priorities
in ways that were impossible two decades ago.

Now in 2010 this progress assessment report:

e assesses national progress in implementing priority EH issues arising from the four CEHAPE regional
priority goals agreed at Budapest in 2004;

e provides an update on general trends and developments in the environment and health situation in
the Region;

e summarizes the status of policies on selected environmental health issues using data submitted by
40 Member States responding to the WHO survey on EH policies conducted early in 2009, and the
responses from 46 Member States to the web-based survey on CEHAPE conducted in November
20097 (countries responding to the surveys are listed in Annex 1).

Objectives of the report and questions it answers

The assessment is organized in five sections: four of these correspond to the regional priority goals
and the fifth explores the status of national CEHAPE programmes and mechanisms to facilitate their
implementation such as intersectoral collaboration. All sections relating to the regional priority goals
consist of (a) an indicator-based assessment of health and the environment in the Region, and (b) an
analysis of policy profiles according to public governance and healthy public policy mechanisms.

The indicator-based assessments in the sections on the regional priority goals seek to provide information
about health determinants and the economic sectors and activities creating environmental problems
with their associated health consequences. This is where interventions are necessary to deliver health
benefits, although policy development and implementation has rarely, if ever, been under the direct
control of the health sector. Indicators used in this analysis are mostly those included in the Environment
and Health Information System (ENHIS), developed by WHO in collaboration with partner institutions
in 18 countries, with support from the European Commission, as part of the follow-up to the Budapest
Conference. Full analysis of each indicator is presented on ENHIS fact sheets, available on the Environment
and Health Information System web site (3).The topics covered by the fact sheets are listed in Annex 2.

For each regional priority goal, the EH situation assessment analysis addresses the following questions.

* What is the magnitude and severity of the selected public health problems and their distribution
within the Region? How preventable are they, and what is the potential for improving health?

* What is the current situation regarding environmental risk factors that contribute to public health
problems? What progress has been made since the Budapest Conference and over the last 20
years? What are the differences between and within countries? How do social inequities affect
the range of outcomes?

The policy analysis highlights progress in EH policy development and implementation, including the
empowerment of national health systems and the integration of EH health issues across government
policies and departments. It addresses the following topics.
* Public governance. The assessment is based on analysis of:
- policy development in terms of regulatory instruments used and when they were introduced; the
policy drivers, objectives and scope of measures; and the approach to target-setting;
- implementation and enforcement of policy, including an evaluation of the means of defining
compliance, where responsibility lies for implementation and enforcement, and measures taken
in cases of non-compliance.

2 The analysis is based on data from 42 countries. Responses from four countries were received after the analysis of survey data con-
ducted for this report was completed.
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® Healthy public policy: how public health is integrated into the policy. This evaluates:

- accountability for health, presenting mechanisms for maintaining government and other resource
controllers’ accountability to the public for the health consequences of their policies (or lack
thereof), including the existence of health-relevant environmental monitoring, tracking policy
progress and assessing and reporting the health impact of policy action;

- involvement of the health sector throughout the cycle of policy development and implementation,
including public health monitoring and assessment of the health impact of policies; and the
involvement of health professionals in providing information to the public and in control and
enforcement of policy;

- equity considerations of the policies, notably towards children and other vulnerable and
underprivileged groups, and whether there are policy measures and action plans specifically
aimed at their protection.

e Transparency and communication explores approaches to the provision of public information on
health promotion, education and risk awareness, including an assessment of how easy it is for the
public to encounter information, access the media channel and understand the messages.

In the cases of regional priority goals |, Il and lll, the potential benefits to health of various strategies that
attempt to adapt or alleviate the consequences of climate change are also highlighted.

Country groupings
The country groups used in this analysis are informal groupings that correspond broadly to countries’
recent history and current political situation, as follows:
® EurG-A: the EU member states before 1 May 2004 (EU15), Andorra and the European Free Trade
Association countries (17 countries responded to the survey);
e EurG-B: the EU member states who joined after 1 May 2004 (EU12) (10 countries responded to
the survey);
® EurG-C: Albania, Bosnia and Herzegovina, Croatia, Israel, Montenegro, Serbia,? The former Yugoslav
Republic of Macedonia and Turkey, a diverse grouping that includes countries in the south and
east of the Region with differing histories and political arrangements: some are EU candidate
countries and others are potential EU candidates (6 countries responded to the survey);
e EurG-D: countries formerly part of the Soviet Union, other than the Baltic States — Armenia,
Azerbaijan, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Republic of Moldova, Russian Federation,
Tajikistan, Turkmenistan, Ukraine and Uzbekistan (7 countries responded to the survey).

Fig. 1 presents the respondents to the WHO policy survey from each grouping.

Methods of policy survey and policy analysis

The guestionnaire addressed 16 specific topics covering the scope of the four regional priority goals.
It was designed by invited WHO experts, reviewed by a WHO Working Group meeting in May 2008,
and tested by countries that volunteered to do so in the summer of 2008. The updated version of the
questionnaire (in English and Russian) was presented to the Second High Level Meeting in Madrid
(October 2008) for approval.

The final version of the questionnaire was distributed to the EH focal points in the Member States in
November 2008 with the aim of collecting the information by February 2009. According to the survey
manual, the focal points could (and in most cases did) distribute parts of the questionnaire addressing
specific topics to national experts, often in sectors other than health. This increased the reliability of the
answers and multisectoral assessment of the policies.

3 Serbia and Montenegro became two separate Member States of WHO in September 2006. In this report, some data refer to the two
countries separately, and some to the former single country of Serbia and Montenegro.
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Fig. 1. WHO European Region Member States who responded to the WHO survey on environment and
health policies, by grouping, 2009

B cuG-A M EUGD

BN curG-8 [ No response
B EurG-C

A WHO meeting in June 2009 of experts and focal points from 29 countries reviewed the initial results
of the survey and agreed on the methods for their analysis and presentation. A summary description of
these methods, applied in this report, is in Annex 3.
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Clean water — a basic human right

Regional priority goal I: We aim to prevent and significantly reduce the morbidity and mortality
arising from gastrointestinal disorders and other health effects, by ensuring that adequate measures are
taken to improve access to safe and affordable water and sanitation for all children

Key messages

* Population access to improved water sources, sanitation and wastewater treatment has increased
over the past two decades in most Member States. Progress in many countries in the east of the
Region is, however slow, giving rise to important health inequalities.

* \Water-related diseases remain a burden for people throughout the Region, including in the most
economically developed countries. To reduce these diseases, a change is required from the present
system of controlling drinking-water solely at the tap towards quality management along the
production and distribution continuum from capture to tap. Thus there needs to be a shift in policy
approach from penalties to active support.

* Gaps remain in our understanding of the distribution and causes of water-related diseases.

Harmonized surveillance systems for waterborne diseases and outbreaks are needed throughout

the Region, as are systems for monitoring health risks related to bathing water. It is particularly

important to maintain a core of expertise to advise on and conduct outbreak investigation; testing,
implementing and revising procedures in cooperation with other actors; and updating regulations
and policy.

Legislation adopted in the framework of the EU acquis communautaire is an important policy

driver throughout the Region. The United Nations Economic Commission for Europe (UNECE)/

WHO Protocol on Water and Health (1) offers the Region-wide legal framework for the reduction

of water-related diseases, integrated water resource management, a sustainable water supply

compliant with WHO's Guidelines for drinking-water quality (2) and adequate sanitation for all.

e Climate change is adding to the challenge of providing sustainable water and sanitation services.
Urgent action is required to assess systematically the climate change resilience of water supply and
sanitation utilities, and to include the effects of climate change in water safety plans.

Public health importance
Water-related diseases are persistent but decreasing

Safe drinking- and bathing water are vital for health. llinesses arise from exposure to water contaminated
by pathogenic viruses, bacteria or protozoa or by chemical substances which may enter water sources
naturally or through human activity.

In the Region, diarrhoea arising from poor water quality, sanitation and hygiene is estimated to
cause 33 000 deaths and 1 182 000 disability-adjusted life years (DALYs) every year, with over 90%
of both occurring in low- and middle-income countries (3). These deaths are largely preventable: the
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risk of water-related disease decreases where standards of water, sanitation and personal hygiene
are high.

When action is taken to prevent water-related diseases, lives are saved. Mortality from diarrhoeal disease
in children aged 0-4 years has fallen in the Region since the mid-1990s, with particularly dramatic
reductions in the newly independent states (4). Fig. 2 shows the standardized death rates (SDR)* for
diarrhoeal disease in this age group in EU and newly independent states. It is both necessary and feasible
to make further reductions by improving water and sanitation.

Fig. 2. Standardized death rates from diarrhoea in children 0-4 years in the EU and newly independent

states
150
@ ()15
125 —
EU12
o
S 100 NIS
o
o
g 75 3 15
£ g — 15
© 50 o 10 EU12 [T
[a) =
(]
o
25 é 5 da—a—
} g
Ntem—mm——m—-—m7prmr—— 0 | — ) r
1990 1995 2000 2005 1990 1995 2000 2005

Source: WHO European health for all database (4).

The pattern of outbreaks® of waterborne disease across nations can give considerable insights into the
quality of drinking- and bathing water. Between 2000 and 2007, 350 outbreaks of waterborne disease
related to drinking-water were recorded in the country surveillance systems and reported by 14 Member
States (Fig. 3), resulting in over 47 000 episodes of illness (5). Owing to wide variations in countries’
systems, their lack of sensitivity and underreporting, the differences between countries are more likely
to reflect the efficiency of surveillance rather than the water-related public health situation. Even though
only 14 countries submitted the key public health indicator and the limitations in the current health
surveillance practices, this information show that outbreaks are not restricted to developing countries.
Infants and young children are at disproportionately high risk of waterborne diseases, yet no country
was able to submit child-specific information.

Region-wide, harmonized and effective surveillance systems for waterborne diseases and outbreaks
thereof would greatly enhance understanding of the causal agents and the ability to prevent and
eliminate the health risks. This requires urgent action related to public health.

Water-related health determinants: geographical and time patterns
Access to improved water supply: disparities within and between countries

Sustainable access to safe drinking-water lies at the core of public health. It indicates the extent to which
essential needs are met, and is defined by the United Nations as a fundamental human right (6, 7).

4 SDR is the age-standardized death rate calculated using the direct method and standard European population structure.
5 An outbreak is said to occur when at least two people experience a similar illness after exposure to waste, and the evidence suggests
a probable water source.
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Fig. 3. Reported outbreaks of diseases arising from drinking-water in selected European countries,
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Source: WHO Regional Office for Europe (5).

The United Nations Millennium Development Goals aim to halve, by 2015, the proportion of people
without sustainable access to an “improved” drinking-water supply and basic sanitation. In Europe,
there is an east-west gradient for access to an improved supply of safe drinking-water, defined as
permanent access to an adequate amount of safe drinking-water preferably within, or at least near
to, the household (8). In western Europe (EurG-A), virtually the whole population has had access to a
public water supply since the 1990s. In the east of the Region (EurG-D), access remains low (although
improving), ranging from 58% to 80%. Rural populations have less access to an improved water supply,
and this disparity also increases towards the east of the Region. In more extreme cases, there are four
to five rural dwellers without improved drinking-water for every one person lacking an improved supply
in urban centres.

Access to improved water supplies across the Region has generally improved. Between 1990 and 2006,
people in central and eastern Europe in particular experienced a marked improvement in water supplies,
particularly in rural areas (8). There was however, some deterioration in access to a water supply in Bosnia
and Herzegovina, Kazakhstan, Serbia and Montenegro, Slovakia, Tajikistan and Uzbekistan.
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Fig. 4. Percentage of the population with house connections to improved water sources in urban and
rural areas, WHO European Region, 2006 or latest available year
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Fig. 5. Percentage change in population with house connections to improved water sources between
1990 and 2006 in the WHO European Region
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Wastewater collection, treatment and sanitation: pronounced country differences

Access to safe drinking-water does not eliminate water-related diseases. Hand-to-mouth transmission of
diseases present in faeces will occur if hygienic practices are poor. Moreover, industrial and agricultural
processes also contaminate water sources in various ways that require the water to receive significant
treatment if it is subsequently used for human consumption. Especially in coastal areas, the discharge
of untreated sewage may result in the contamination of the bathing waters and present a major human
risk. Taken together, these points emphasize that sanitation and wastewater treatment are essential for
public health.

Approximately three quarters of the European population live in urban environments, where the
collection and treatment of urban wastewater is especially important. The proportion of the population
connected to wastewater treatment facilities grew steadily in most countries between 1995 and 2005,
with a connection average of approximately 69% in 2005 (70). Nevertheless, many eastern European
countries still require substantial investment to reach the 80% or higher coverage typical of most western
countries.

There is a conspicuous disparity between urban and rural areas in the percentage of the population
living in homes connected to improved sanitation facilities. In almost all European countries, at least
60% of the urban population is connected, whereas in rural areas, mainly in the eastern part of the
Region, this is often around 20% or lower (70). The situation is improving in some countries: Albania,
Belarus, Hungary, Lithuania and Turkey all reported considerable progress in coverage in rural areas
between 1995 and 2004. More needs to be done: it is estimated that providing access to a regulated
water supply and full sanitation coverage, with partial treatment for sewage for the entire population
of children in countries with low mortality in both children and adults, would save about 3700 lives and
140 000 DALYs annually (72). In the northern Mediterranean countries, and in particular in the coastal
areas where the population doubles in summer, 24% of the coastal cities with populations of more than
2000 inhabitants have no access to wastewater treatment plants, affecting 2.7 million of the permanent
population (73).

Good sanitary practices are also necessary. Even when the infrastructure has been improved, an estimated
30% of the water-related environmental burden of disease may remain unless hygiene is also improved.
Better hygiene need not be complex or expensive: Promoting hand-washing with soap has been shown
to be the single most cost-effective health intervention.

Safe bathing water: faltering progress

Thesafety of bathingwateristightly linked to sanitation and wastewater treatment: allowing contaminants
to enter fresh water or the sea increases exposure by bathers and causes disease outbreaks. Children are
at higher risk than adults, because they play for longer periods in recreational waters, are more likely to
swallow water and may lack immunity to endemic diseases (14).

The global burden of disease attributable to gastroenteric infections arising from unsafe recreational
water was recently estimated at 66 000 DALYs. Data on the public health impact of contaminated
bathing water in the European Region are scarce: only nine countries have monitoring systems that
record outbreaks from bathing water. Data from these countries indicate that outbreaks from bathing
water are rare, causing a total of 4 to14 outbreaks annually between them (75). The low disease burden
from recreational water may be related to the known improvements in EU bathing water quality, as well
as to the significant limitations of routine country surveillance. Furthermore, it is still difficult to attribute
illnesses to exposure in recreational water owing to the large number of other transmission routes of
the pathogens.
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Fig. 6. Changes between 1995 and 2005 (or latest available year) in the population connected to
wastewater treatment facilities in selected European countries
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Fig. 7. Quality of coastal and fresh water bathing sites in the EU, 1990-2008
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The overall quality of bathing waters in the EU has markedly improved since 1990. Compliance with
mandatory values (minimum quality requirements) increased between 1990 and 2008 from 80% to
96% in coastal waters and from 52% to 92% in fresh waters. From 2007 to 2008, compliance increased
for coastal waters by 1.1% and fresh waters by 3.3%. The water quality of EU coastal zones improved
considerably from 1990 to 2004 and has remained high. Specifically, 95% or more of coastal bathing
areas have complied with mandatory requirements since 1999 and over 85% have complied with more
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stringent guide values (75). The results of the 2006 survey on the quality of bathing waters in the
Mediterranean have shown that six European Mediterranean countries complied fully with national
legislation and five countries had a compliance rate of 95-99%; in three countries only 30-46% of the
monitored beaches were in compliance (76).

Fresh water zones have been less likely to meet standards and showed a negative trend for a period
after 2003, following years of improvement (75). Compliance with mandatory values fell from 92% in
the 2003 season to 86% in 2005, before rising to 89% for 2006-2007 and 92% in 2008. This can be
largely explained by the increased number of bathing areas that were insufficiently sampled. Compliance
with fresh water guide values also showed a negative trend after 2003 (68%), falling to 62% in 2007
before rising to 73% in 2008.

Mandatory compliance for coastal zones tends to be higher, on average, than for fresh water ones.
All but two countries monitored reported over 80% mandatory compliance for coastal waters (Fig. 8).
Slovenia is one of those two countries but its compliance with the more stringent guide values is higher
than several other countries. Compliance of coastal bathing areas with mandatory water quality values
is better on average on the North Sea, Atlantic and Mediterranean coasts than in the rest of the EU.

Fig. 8. Bathing water quality for coastal zones in countries of the EU
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Recent compliance with mandatory values has been highest in the fresh water catchments of the Atlantic,
North Sea, Baltic and Black Sea. It is notable that some countries with poor coastal waters compliance,
such as Bulgaria and Estonia, reported relatively satisfactory fresh water compliance.

Mandatory standards focus on key parameters of faecal contamination. lliness may, however, be caused
by other pathogens than those covered by mandatory requirements. High levels of compliance with the
standards do not necessarily mean that there are no factors that could affect public health. An expansion
of monitoring schemes to the full range of parameters of WHO's Guidelines on safe recreational water
environments (14) would minimize the number of sites that are insufficiently sampled and thereby
reduce uncertainties about bathing water safety.

Emerging issues

Climate change is expected to alter the epidemiology of water-related disease in a number of ways, for
example through changes to rainfall and flooding (78). Floods can have catastrophic consequences for
basic water and sanitation infrastructure, distributing sewage, with its associated health risks, across
entire neighbourhoods and communities. Physical damage and the loss of utility can take years to
repair or recover, while the loss of heritage and items of historical importance (whether to nations
or individuals), with its psychological importance and sense of well-being, can be unrecoverable.
Where long-term rainfall is increasing, groundwater levels may rise and thus decrease the efficiency
of the natural purification processes and increase the risks of infectious disease and exposure to toxic
chemicals. Despite uncertainties in predicting the consequences of climate change, in most regions
enough knowledge and technology is already available for policies to be initiated that will maximize
the resilience of the water sector, taking into account the potential resilience of different water and
sanitation technologies (Table 1). Necessary responses to climate change present a general opportunity
for substantial improvements to health and development.

Table 1. Potential resilience of different water and sanitation technologies

Water technologies Sanitation technologies
Category 1:
gA y o ) e Utility piped water e Pit latrines
Potentially resilient to all expected climate .
e Tube wells e Low-flush septic systems
changes
Category 2: * High-volume septic systems

e Protected springs

. e Small piped systems
climate changes piped 5y systems

Potentially resilient to most expected e Conventional and modified sewerage

Category 3:
) " . e Dug wells
Potentially resilient to only a restricted ) ) -
) * Rainwater harvesting
number of expected climate changes
* Unprotected dug wells/springs
Technologies categorized as “not e Carts with tanks/drums e Latrines without a slab/platform
improved” e Surface waters e Hanging latrines
e Bottled water

Source: WHO and Department for International Development (79).

Co-benefits of providing improved drinking-water, sanitation and wastewater treatment

The provision of access to improved drinking-water, sanitation and wastewater treatment is closely
aligned with other global health and non-health objectives, and will help achieve the health objectives
of the fourth and seventh millennium development goals as well as, more indirectly, other goals (20).
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A cost-benefit analysis undertaken by WHO in 2004 (21) found that reaching the seventh millennium
development goal’s target for water and sanitation would bring substantial economic gains: it was
estimated that the return on investment would be 3-34 to 1, depending on the region. Moreover,
maintaining clean water sources for human health also helps to maintain the environmental integrity of
aquatic ecosystems, which contributes to this goal as well as other international conventions that aim
to protect biological diversity.

Taken together, the multiple benefits of improved water supplies and sanitation demonstrate the need
for intersectoral public policies integrating health in the context of sustainable development.

Water, sanitation and health: policy analysis

People in Europe are aware of, and concerned about, the importance of good water quality. When
guestioned in a major survey across the EU about the environmental issues that worried them most,
almost half answered water pollution (22), second only to climate change. The importance of water quality
is also reflected in the many different measures taken in Europe since the 19th century to supply people
with safe water and good sanitation (23). It is no accident that a classic, and still insightful, example of a
public health measure concerns water quality: the closing of the Broad Street pump in London in 1854
where Dr John Snow made the connection between a cholera outbreak and contaminated water (24).

The policy survey covered the following four topics under regional priority goal I: drinking-water quality,
sanitation, sewage and bathing water quality (both coastal/fresh water and swimming pools). Thirty-
seven Member States responded, although not necessarily to all the topics. Here the focus is on policies
for drinking- and bathing water quality, with an analysis of the policy profiles along six key aspects of
the integration of public governance and health policy (so-called “healthy public policy”). Policy profiles
are presented as radar plots in clockwise order of the six aspects (Fig. 9). These are:

e policy development

e implementation and enforcement mechanisms

e mechanisms of policy accountability for health

e involvement of health sector in the policy cycle

® equity considerations

e approaches to information provided to the public.

The policy profiles for drinking- and bathing water quality show a similar pattern, with very low equity
considerations reported by all country groupings (Fig. 9).

Fig. 9. Profiles of policies on drinking- and bathing water quality, by country grouping
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Public governance
Objectives, scope and type of policy measures

The high scores for policy development in all the country groupings indicate the importance of water
quality for many decades in the Member States. A closer look at national policy measures shows that
the objectives most frequently reported were those of compliance with quality standards, regulations
and international commitments both at EU and Region-wide level (e.g. the Protocol on Water and
Health (1)). The highest rates (80—100%) were in EurG-A and EurG-B countries. Less frequently reported
(60-80%) were policy objectives related to management of the drinking-water supply and to reducing
risks to health. This is troubling, as the Guidelines on drinking-water quality (2) and the Protocol on
Water and Health have both highlighted the value of focusing on preventive management approaches
along the continuum from water resources to consumer. It is also of concern that the building of
infrastructure was reported as a policy measure objective less often (around 70% of countries), if the
east-west disparities in access to improved water sources are to be reduced.

Around two thirds of the countries reported the existence of legislation (as opposed to action plans,
programmes, guidelines, etc.) concerning drinking- or bathing water quality (Fig. 10). This is consistent
with earlier assessments of European policies on water quality. There are more policies, white papers,
actions plans, etc. for drinking-water than for bathing water.

Fig. 10. Types of policy instrument for drinking- and bathing water quality
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Some countries reported that the quality of drinking- and bathing water was covered by more than one
legal instrument: for example, Finland and Lithuania referred to more than five acts in their answers to
the survey. Some laws dated back to the 1960s and 1970s (for example, in Germany) but three quarters
of the laws were not enacted until the 21st century.

Impact of international policy processes on national standards

The situation regarding a number of legal acts on the quality of drinking- and bathing water already in
place in many Member States (partly unique for regional priority goal | compared with the other goals)
reflects the development of policy in the Region. More importantly, it reflects advances in regulatory
approaches as a result of evolving scientific evidence and knowledge.
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EU directives are compulsory for most of the countries within the EurG-A and EurG-B groupings.
They also drive the policy and legal agenda of the accession countries in the EurG-C grouping and,
interestingly, in other countries outside the EU (e.g. Belarus, Kyrgyzstan, Russian Federation) that have
reported following EU legislation on drinking-water quality. The European Commission has amended and
published the new bathing water Directive 2006/7/EC (25) following the advance in scientific evidence
reviewed in the WHO Guidelines for safe recreational water environments. In its 2004 Guidelines for
drinking-water quality, WHO introduced the concepts of risk assessment and risk management at every
stage in the production and distribution of drinking-water. Currently, the Commission is amending
the Drinking-water Directive (26) to incorporate the newest health standards and EU water policy and
legislation (27). These developments show how international health norms can drive national policy and
regulations.

There are, however, shortcomings in the enforcement of and compliance with the policies; EurG-C
countries report them as partly under-provided for drinking-water quality, and EurG-D countries the same
for bathing water quality. Measures to deal with non-compliance differ among the country groupings
(Fig. 11). Penalties for infringements are the highest in EurG-D countries for violations of both drinking-
and bathing water quality; EurG-A countries also tend to rely more on this measure than EurG-B and
EurG-C countries. Action plans and remedial measures to minimize the risk of non-compliance for
the quality of both drinking- and bathing water are commonest in EurG-A and EurG-B countries. The
action programmes reported by EurG-C countries as a common measure to eliminate non-compliance
of bathing water quality most likely reflects the importance of local tourism.

The greater number of action programmes and remedial measures to ensure the quality of drinking-
water and safe water for recreation in European countries demonstrates the growing importance of
those policy instruments during the last decade. WHO'’s work in setting health-relevant international
guidelines for water quality has been an important driver for this movement. As already mentioned,
the continuing revision of the EU drinking-water directive (27) in accordance with the Guidelines for
drinking-water quality (2) will introduce a novel integrated approach to water safety applicable to all
systems, from large complex piped systems to community-managed sources. Action programmes to
prevent, reduce or eliminate the causes of pollution of bathing water are most often put in place by the
EU countries.

Healthy public policy

EurG-C and EurG-D countries score highly on policy accountability for health and the involvement of the
health sector, in particular as regards drinking-water quality, and report a high degree of health policy
integration. This is a consequence of the water and sanitation problems encountered in these countries
which give rise to traditional infectious diseases (Shigellosis, Hepatitis A, etc.) and require the active
intervention of the health sector (28). Nevertheless, the most effective way of providing safe drinking-
water is to eliminate the risk of infection at source. These measures usually lie outside the health sector
and their successful implementation requires a strong intersectoral approach.

Policy evaluation and health accountability

The two commonest evaluation methods in almost all groupings are simple information gathering and
water quality monitoring networks. The most infrequent measure is the surveillance of diseases and
outbreaks related to drinking-water. This information is typically included in the monitoring of general
infectious diseases, which limits its usefulness for the specific purpose of control and improvement of
public health. In contrast to all the others, the EurG-D countries reported to a great extent the existence
of surveillance systems for waterborne diseases and their use in relevant policy-making. Unfortunately,
no newly independent state provided information on water-related disease outbreaks. The same is true
of mandatory periodic evaluation and follow-up on health consequences, where EurG-D countries have
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a high score. A Regional Office review of the availability and quality of data required for following the
health-related millennium development goals in the newly independent states has revealed considerable
limitations in the water and sanitation-related indicators when assessed against international definitions
of best practice (29).

Fig. 11. Measures to ensure compliance with policies for drinking- and bathing water quality, by country grouping
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Periodic reviews of policy obligations and targets are also infrequent in all countries. Parties to the
Protocol on Water and Health are, however, obliged to set targets, monitor progress towards these
targets and report on such progress to the Meeting of Parties. Guidelines on target-setting, indicators
and reporting have been developed and pilot programmes are under way.

Health sector involvement in intersectoral policy action

Coordinated, integrated measures that cut across departmental boundaries and responsibilities are
critically important for water and health promotion and protection (30,37). All groupings, with the
exception of EurG-A, score highly on involvement of the health sector throughout the policy cycle
relating to both drinking- and bathing water quality. EurG-A countries reported the lowest degree of
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health sector involvement, in particular with the monitoring and evaluation of drinking-water policy
implementation, while EurG-D countries had the highest scores across the entire policy cycle, including
control and enforcement of policy. This may reflect differences in sector responsibilities as well as
differences in the status of public health related to water questions.

This indicator-based assessment revealed both a considerable east-west divide in populations’ access
to improved water sources and persisting urban-rural disparities. To rely on the health sector alone to
solve problems regarding water quality and the building of the underlying infrastructure may not be
realistic because the responsibility for measures needed to act or to ensure compliance lies elsewhere.
For example, Fig. 12 illustrates that the rural populations in most of the EurG-A countries have good
access to improved drinking-water sources, while at the same time there is relatively low involvement of
the health sector. Policy development and enforcement of water legislation should be the responsibility
of those sectors with the means to change a situation, such as the authorities responsible for the
environment or social planning.

Fig. 12. Population access to improved water sources (rural) and health sector involvement in drinking-
water quality policy-making, by country grouping
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Responsibility for preventive policy and infrastructural measures, and enforcing the compliance of
various actors, lies with the environment or social planning sectors and — beyond them — with those
responsible for setting priorities for the national agenda and investment. A subsidiary but crucial point is
the need for integrated, cross-departmental intersectoral action. Within this proactive policy framework,
the role of the health sector, together with the necessary resources and expertise for it to discharge its
responsibilities successfully, becomes even more important. The perspective and experience of the health
professions must be included whenever intersectoral policies on water and sanitation are developed, and
subsequently they must be able to track and influence the implementation of those policies (32). This
includes the setting of water quality standards and safety plans which adapt WHO guidelines to country-
specific circumstances and monitoring of the health gains from their implementation. The health sector
also has to build or maintain expertise in evaluating the underlying causes of outbreaks, and be able to
implement harmonized methods of surveillance and reporting of waterborne diseases. Finally, health
professionals, both generalists and specialists, are in the best position to influence personal hygiene
behaviour, thus raising awareness of the determinants of water-related health and generating demands
for solutions (32).
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Equity considerations

All country groupings reported limited consideration of vulnerable or underprivileged population groups,
including children and rural populations, in water and sanitation policies, perhaps because water and
sanitation are seen as universal goods as opposed to targeted measures (23,33). Countries with advanced
infrastructures may aim to secure equal universal access to water and sanitation. Given the considerable
differences in urban and rural access to improved water sources, and the health risks associated with
small water supplies and local wells or boreholes in rural areas, it may still be important to combine
the universal approach with targeted action programmes. For example, the EurG-C countries have a
relatively low score regarding specific action aimed at the population at risk in areas where the quality
of drinking-water is poor (Fig. 11). This issue can easily slip “out of sight, out of mind” so (as has been
pointed out many times) it is essential to maintain accurate monitoring of population coverage by water
and sanitation services (23). Such statistics help to prevent this issue slipping off the policy agenda.
Children’s health, and ensuring their safe water environment, is relatively low on the policy agenda: only
half of the countries in the EurG-C grouping reported consideration of children in water quality policy,
even fewer in the other countries. Action dedicated to education in personal hygiene and promoting
hygienic behaviour in schools and kindergartens was reported by the EurG-B, EurG-C and EurG-D
groupings and, to a much less extent (20%), in EurG-A countries.

Transparency and communication

Providing people with information on water quality in a readily accessible and understandable format
allows them to make informed decisions regarding their health, lifestyle choices and risk avoidance,
among other factors. It can mobilize public opinion and inform polluters and governments of the scale
of a problem and what the public expect them to do about it.

Even though it is clearly stated in the Directives on bathing water (2006/7/EC, article 12) and on
drinking-water quality (98/83/EC, article 13) (25,26) that up-to-date information on water quality
must be available for consumers, the EurG-A countries score poorly in particular as regards drinking-
water quality. It may not be easy to extract easily understandable yet accurate information from the
vast amount of data on compliance with drinking-water parameters and standards, despite intensive
monitoring. Nevertheless, it must be done. Similar challenges are routinely encountered and surmounted
by professional communicators in other fields.

The EU bathing water directive from 2006 provides clear guidelines on how to inform the public about
water quality (25). The directive lays down that member states must present four quality categories
for bathing waters — poor, sufficient, good and excellent. According to the European Environment
Agency (EEA), Cyprus, Denmark, Estonia, Hungary, Latvia, Lithuania, Slovakia, Spain and Sweden
started to monitor bathing waters according to the more stringent new European legislation during
the 2008 bathing season, while Luxembourg started in the 2007 bathing season (77). The EEA has
created an interactive observatory bringing together data on bathing water quality with feedback and
observations by millions of ordinary people (34). Another important initiative, which has been driving
the development of bathing water quality, is the Blue flag programme, established and run by the
Foundation for Environmental Education (35). The award of a Blue Flag beach is based on compliance
with criteria covering different aspects of water quality and environmental management.

Even though the collection of information now seems to be relatively well taken care of, it is essential

to establish how easy it is for the public, bathers and tourists to get access to that information and to
use it to make informed choices.
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Overall progress

Comparing health outcomes related to water and sanitation either between countries or over time is
difficult, not least because of differences in surveillance and reporting. This is a key message of this
chapter: the need to expand and standardize surveillance systems. The same is true for monitoring the
quality of bathing water sites.

The data that are generally available indicate positive trends over the past 10 to 20 years. Between
1995 and 2005, diarrhoeal disease decreased in children aged 0—4 years in all European sub-regions.
The proportion of the population connected to an improved water supply increased in most countries
between 1995 and 2005, especially in rural areas. This trend needs to continue to close the often
large gap between urban and rural areas. The proportion of the population connected to wastewater
treatment facilities also increased in most countries over the same period but exhibited a similar urban-
rural disparity.

Over the past five to six years, the quality of coastal bathing sites has remained high but fresh water
areas have reported some decline in quality. Two future challenges are to increase the percentage of
areas conforming to guide values and to reduce the number of sites that are insufficiently sampled.

This improving situation probably reflects the continuous improvement in the health relevance of
international standards on the quality of drinking- and bathing water. Nevertheless, more now needs to
be done. In particular, there is a need for concerted intersectoral action to ensure that those responsible
for the design and implementation of new regulations (such as the authorities responsible for the
environment or social planning) consult, and draw upon the skills and knowledge of, the health sector.
The health sector should build and maintain expertise to be both leader and catalyst of such cross-
sectoral action to improve public health.

Further development of the UNECE/WHO Protocol on Water and Health, in particular the mechanisms
for compliance, monitoring and reporting and guidelines for their application in the Member States, will
lead to it becoming the Region-wide legal framework for water and health.
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Be mobile, active — and safe!

Regional priority goal Il: We aim to prevent and substantially reduce health consequences from
accidents and injuries and pursue a decrease in morbidity from lack of adequate physical activity, by
promoting safe, secure and supportive human settlements for all children.

Key messages

e Unintentional injuries are a leading cause of death in young people aged 0-19 years, with road
traffic injuries contributing the largest burden followed by injuries occurring in the home and
leisure settings. Inequalities between countries are extreme. A substantial reduction in traffic-
related deaths over the last two decades shows that these injuries and deaths are preventable.

e There is wide variability in the national proportions of overweight and obese children, ranging
from 3% to more than 30% in 11-15-year-olds. The problem appears to be worsening in many
countries in recent years.

* A substantial proportion (often 40-50% or more) of 11-year-olds in all countries in the Region do
not engage in enough physical activity; the proportion is even higher among 13-and 15-year-olds.

* There is growing evidence that well-designed built environments and public green spaces enhance
physical activity patterns and reduce the risk of injuries.

e Coordinated, intersectoral injury prevention and health promotion policies are required to reduce
health burdens from unintentional injuries, low physical activity levels and obesity.

* Tailored approaches are required for specific groups of citizens to benefit from the full potential of
public places and networks to exercise and be physically active, and to be protected from safety
threats in the urban, transport, home and leisure environments.

Injuries and physical inactivity: public health importance
Unintentional injuries
Unintentional injuries cause 42 000 deaths in children and adolescents aged 0—19 years in the Region

each year (7). Road traffic injuries are the leading cause of death (Fig. 13), while deaths from drowning,
poisoning, falls and fires are also substantial (2).

Boys suffer three out of four deaths from unintentional injuries in the Region, reflecting differences in
exposure patterns compared to girls, particularly in relation to road traffic injuries. Five out of six of all
deaths from unintentional injuries occur in poorer countries (7). Reducing child mortality rates from
unintentional injuries across the Region to the lowest national rates would prevent around three out of
four deaths (7).

The relative importance of the causes of injury changes as a child grows through adolescence to young
adulthood owing to factors including curiosity, risk behaviour and awareness, coping skills, ability to
follow instructions, mobility and the extent of supervision (Fig. 14).
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Fig. 13. Deaths from unintentional injuries by cause, 0-19 years, WHO European Region, 2004
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Fig. 14. Top three causes of death (total deaths) due to unintentional injury in groups aged 0-4, 5-14
and 15-29 years, WHO European Region
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Road traffic injuries — a leading cause of death

Overall, road traffic injuries are the third leading cause of death in the Region among young people aged
0-24 years, which includes young and inexperienced drivers, causing about 100 deaths daily in this age
group (4). Approximately four fifths of these deaths occur in the group aged 15-24 years, making them a
major public health challenge for adolescents and young adults (5).

Deaths from road traffic injuries are not evenly distributed. Geographically, the highest rates occur in the
north-eastern and eastern parts of the Region (Fig. 15). Among EU member states, those in the north have
lower mortality than those in the south. It is notable that countries with the highest death rates (Kazakhstan,
Lithuania and the Russian Federation) have rates seven to eight times higher than those with the lowest
rates. Deaths, however, are only the tip of the iceberg; on average, there are 35 injuries for each fatality, the
conseguences of which persist for many years (4). Furthermore, evidence shows that up to 33% of children
involved in road traffic injuries develop post-traumatic stress disorder.

Death and injury rates from road traffic injuries depend on both driving-related factors, such as the number
of vehicles, driving style and risk perception, the existence of legislation and the strength of its enforcement,
road design and maintenance, and factors unrelated to driving, including emergency response services,
mobility options and socioeconomic conditions. The overall death rates need, therefore, to be considered
within this wider context. When this is done, it strongly modifies the ranking of countries. Kyrgyzstan, for
example, reports the second lowest injury rate from road traffic injuries per 100 000 population but the
highest injury rate per 100 000 motor vehicles (Fig. 16). Furthermore, for many countries the data on death
and injury rates do not correlate: the Russian Federation, which has the highest death rate related to road
traffic injuries in young people in the Region reports a relatively modest road traffic injury rate in the same
group. Variations in reporting patterns, differences in definitions, and inconsistencies are likely to contribute
to at least some of the discrepancies that exist between as well as within national data.
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Fig. 15. Standardized death rates (three-year average) for road traffic injuries, 0-24 years

Russian Federation (2003-05)
Lithuania (2003-05)
Kazakhstan (2004-06)
Belgium (1997-99)

Portugal (2002-04)

Greece (2004-06)

Ukraine (2004-06)

Latvia (2004-06)

Belarus (2003-05)

Croatia (2004-06)

Slovenia (2004-06)

Cyprus (2004)

Italy (2000-02)

Estonia (2003-05)

Czech Republic (2003-05)
Luxembourg (2003-05)

Spain (2003-05)

Poland (2003-05)

France (2002-04)

Denmark (1999,2001)
Republic of Moldova (2004-06)
Romania (2004-06)

Slovakia (2003-05)

Austria (2004-06)

Germany (2002-04)

Bulgaria (2002-04)

Hungary (2003-05)

Iceland (2003-05)

Kyrgyzstan (2003-05)

Israel (2000,01,03)

Finland (2003-05)

Switzerland (2002-04)

Albania (2002-04)

Norway (2003-05)

Ireland (2003-05)

Netherlands (2002-04)

Serbia (2004-06)

United Kingdom (2003-05)
Turkmenistan (1996-98)
Sweden (2002-04)
Malta (2003-05)
Uzbekistan (2003-05)
TFYR Macedonia (2001-03)
Georgia (1999-2001)
Armenia (2001-03)
Azerbaijan (2002-04)
Tajikistan (2003-05)

0 2 4 6 8 10 12 14 16 18
Deaths per 100 000 population

TFYR Macedonia = the former Yugoslav Republic of Macedonia.
Source: European health for all mortality database (6).

25 Health and Environment in Europe: Progress Assessment



Fig. 16. Standardized road traffic injury rates, and road traffic injuries per motor vehicle, 0-24 years,

2003/2004
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Road traffic injuries are not all the same. Although cars are the most frequent mode of transport involved in
all countries, motorized two-wheelers, cyclists and pedestrians are vulnerable road users who have the highest
crash fatality rate and deserve special attention (4). Children under 10 years of age are disproportionately
represented in road crashes as pedestrians, and pedestrian deaths tend to be higher in countries with lower
per capita gross national income. There is also social inequity, as children in deprived areas may have a four
times higher risk for pedestrian injuries than children in more affluent areas. Some 80% of those aged
0-24 years involved in vehicle crashes are male (8).

Overall death rates from road traffic injuries in the Region have declined by a third since the early 1990s,
although this masks the fact that available data show that rates within the newly independent states have
actually risen in recent years (Fig. 17). Still, the overall reduction demonstrates that it is possible to reduce
transport-related mortality and, with a large proportion of all road traffic injuries being attributable to unsafe
road environments, that interventions focusing on the road environment can contribute significantly to this
reduction. Separating different types of road user through the use of bicycle lanes, pedestrian walkways, raised
crossings and so on, is an important infrastructural intervention. Other important risk factors that need to be
tackled include speed, alcohol, and not using protective equipment such as seat belts, child car restraints and
motorcycle helmets. Road traffic injuries are a consequence of many different factors so successful programmes
will require intersectoral initiatives and should receive close attention at all levels of society.

In addition to the individual health burden, the economic costs of road traffic injuries to society are also

sizeable: estimates suggest that they cost about 2% of the gross domestic product (70). The costs of road
traffic fatalities among those aged 0-24 years in the Region are an estimated US$ 38 billion.
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Fig. 17. Mortality rates from road traffic injuries per 100 000 population, newly independent states and
EU272, 1980-2006
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Unsafe homes and neighbourhoods

Some of the major causes of death from unintentional injury involving children and adolescents in the
Region are drowning, poisoning, falls and fires (2). Death rates from all four causes have declined since
1995 (Fig. 18), but current rates are still high in many countries and vary greatly across the Region.
Death rates in children and adolescents are generally lowest in western Europe and highest in some
eastern European countries and newly independent states (Fig. 18). This inter-country inequality in child
injury mortality is extremely pronounced. Countries with the highest and lowest rates differ:

- 20-fold in terms of the risk of drowning,

- 30-fold for poisoning,

- 85-fold from fires and

- 22-fold for falls.

The relative contribution to all deaths from these four causes in the group aged 1-19 years also differs
widely between countries (Fig. 19) (2).

Within unsafe environments, a variety of factors can lead to many different injuries, and the appropriate
measures to protect children vary accordingly (Table 2).

Socioeconomic factors also play a key role in injuries to children. For example, poorer households are
more likely to live in or near unsafe environments and to resort to (or be forced by circumstances into)
unsafe behaviour such as poor supervision of children.

Deaths from these four hazards alone again only tell part of the story. For each child’s death between
0-14 years caused by unintentional injuries at home or at leisure, there are an estimated 160 hospital
admissions and 2000 visits to emergency departments (72).These incidents may have long-term physical
and psychological consequences (73).
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Fig. 18. Standardized death rates from drowning, falls, fire and poisoning, WHO European Region,
1995-2007
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Source: WHO European detailed mortality database (717).

Excess weight and obesity: an epidemic

Excess weight and obesity in young people are major risk factors for chronic disease and are associated
with an increased risk of adult obesity and premature mortality (74). Accordingly, WHO already
recognizes that excess weight and obesity in childhood have reached epidemic proportions in most
industrialized countries.

A major concern is that the prevalence of overweight and obese children and adolescents continued
to increase in more than half of the countries from 2001 to 2005 (74). Only three countries (Austria,
France and the United Kingdom (England)) showed a fall in the prevalence during this period for both
boys and girls (Fig. 20).

There are wide variations in the prevalence of obese and overweight children among countries in the
Region, ranging from 4% to over 30% of 11-15-year-olds being overweight (Fig. 20). Most countries
show a greater proportion of overweight boys than girls. However, there is little evidence of significant
age differences or of any clear geographical pattern.

These trends reveal that despite many international and national efforts, the anticipated positive
consequences have not become apparent. Further dedication and innovation may, therefore, be required.
An increasing incidence of obesity-related chronic diseases in adolescents, such as type Il diabetes and
hypertension, foretell a larger burden of disease if no appropriate action is taken.

Physical activity: getting active

Physical activity improves well-being: its benefits to physical and mental health are well-documented at all
ages, and it helps prevent overweight and obesity, type Il diabetes, cardiovascular disease, hypertension
and some forms of cancer (76).
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Fig. 19. Standardized death rates from drowning, poisoning, falls and fires,1-19 years, 2006 and earlier
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Table 2. Some options to reduce injuries to children from four different hazards

Drowning Poisoning Fires Falls

Cover water hazards Ensure child-resistant packaging  Install fire alarms Install window guards
Remove water hazards Store toxins safely Install thermostats Modify unsafe products
Fence water hazards Create poison control centres Apply standards for cigarette lighters Apply playground standards

Source: WHO Regional Office for Europe (2).

Fig. 20. Prevalence of overweight (including obese) 13-year-olds in 31 countries and areas of the WHO
European Region, 2001 and 2005
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How active children are tends to be influenced by demographic factors (age and socioeconomic status),
psychological factors (perceived competence and enjoyment), social factors (encouragement from
parents or peers and cultural attitudes), the educational environment (the number of hours of lessons
and home-work), and the physical environment (the availability of safe opportunities to be active, or
walking and cycling as reasonable mobility options). Physical education in day care centres and schools is
— either as curricular or extra-curricular activity — important as well.

Information on physical activity in the Region is not yet fully standardized and available for all countries.
In children and adolescents, one of the most comprehensive sources of information is provided by the
Health Behaviour in School-aged Children (HBSC) study, which documents the proportion of children
having at least 60 minutes of moderate-to-vigorous physical activity at least five days a week (76). This
study was conducted in 2001/2002 and repeated in 2005/2006.

Although the study was based on self-reported activity (as opposed to objective measurement), it
revealed that in all countries a considerable proportion of children and adolescents do not reach the
recommended levels of physical activity. Among 11-year-old boys, only 38% achieved the recommended
levels of activity in the Russian Federation and 80% in Ireland in 2005/2006. For girls of the same age,
these rates ranged from 24% in Portugal to 71% in Finland (Fig. 21).

Fig. 21. Sufficiently physically active 11-year-olds, selected countries of the WHO European Region,
2001/2002 and 2005/2006 (%)
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The study also revealed that physical activity levels are generally less frequent among girls than boys and
that the percentage of sufficiently active children decreases with age in both sexes (Fig. 22). However,
a positive indication is that in 2005/2006, recorded physical activity was noticeably more frequent in all
age groups for both boys and girls compared to 2001/2002. Further monitoring will follow this positive
development.

Fig. 22. Average percentage of physically active boys and girls in Europe, 2001 and 2005

Boys Girls
60 60
W2001 2005 W2001 2005
50 50
40 A ] ] 40
) [
g -
2 30 A — € 301
S S
9] 9]
& 20 A -~ 201 i
10 A — 10 1 1
0 - 0 -

T T
11 13 15 13
Age (years) Age (years)

Source: WHO Regional Office for Europe (74).

Potential health benefits from mitigating climate change

Strategies aimed at mitigating climate change are anticipated to have numerous implications for human
health, including effects on unintentional injuries, physical activity and obesity. In particular, policy
choices in the transport sector are likely to have a major influence on healthy mobility and physical
activity. Among other effects, future transport policies may influence the type and number of vehicles on
the road and, correspondingly, support and promote active travel opportunities that do not cause CO,
emissions. These changing patterns may, in turn, affect levels of physical activity as well as the frequency
and severity of road traffic injuries. Similarly, urban development plans that promote mixed land use and
compact cities can reduce the need for long-distance travelling and dependence on cars, opening up
opportunities for short trips to be undertaken on foot, by bicycle or on public transport.

Arecent paper comparing future (2030) health impacts of alternative transport-related climate mitigation
strategies with a baseline “business as usual” scenario in London and Delhi found that strategies
incorporating steps to increase active travel were beneficial in both cities. The number of DALYs in the
two cities were reduced through enhanced physical activity (by around 7000 DALYs per million people
per year in each city) compared to the baseline scenario (77). A policy that simply reduced motor vehicle
emissions without fostering active transport did not alter levels of physical activity.

In terms of road traffic injuries, the results were mixed: Delhi showed a considerable reduction in the burden from
them (by around 3500 DALYs per million people per year), while the burden in London increased somewhat
(by 500 DALYs per million people per year), due to the higher number of vulnerable pedestrians and cyclists.
Importantly, this evidence points to an overall public health benefit that greatly overcomes the possible increase
in road traffic injuries, which in turn can be controlled through effective preventive measures.

Climate change mitigation may also affect other environmental health concerns discussed here. For
example, novel rainfall and flooding patterns could have important local impacts on the rates of injuries
and drowning. Taken all together, the adoption of climate mitigation policies that act at the level of
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urban and transport planning offers an important opportunity to improve environmental safety and to
gain the corresponding co-benefits for health.

Injuries, health and safety: policy analysis

The saying “injuries are no accidents” may seem obvious today, but for a long time, injuries were
regarded either as inescapable occurrences or as the consequences of human carelessness (18, 79). This
situation has, however, changed during the last decade, which is obvious when the increase in research
on injury prevention since the start of the 1990s is taken into account (20). Another recent change in
perception concerns physical activity. In addition to psychological or social barriers to physical activity,
in recent years there has been a growing realization that environmental factors are also important (217).
Research shows, for example, that neighbourhood characteristics of the built environment (such as the
existence of sidewalks and walking and jogging trails, and perceived safety from crime) are associated
with physical activity (22,23). Purpose-built bicycle routes or lanes reduce the risk of crashes and injuries
compared to cycling on the road with traffic (24). This shows that environmental changes can both
reduce injuries and increase the levels of physical activity in a community.

Three topics from regional priority goal Il were selected for policy screening in the policy survey: road traffic
injuries, unintentional injuries (excluding road traffic) and physical activity. A total of 33 Member States
replied, although responses did not always include all topics. This assessment focuses on unintentional
injuries (excluding road traffic injuries) and physical activity. Road traffic injuries have been extensively
reviewed elsewhere in a recent WHO report (9).

Policy profiles for unintentional injuries unrelated to traffic and physical activity covering the six
aspects (policy development, implementation and enforcement, accountability for health, health
sector involvement, equity considerations and provision of information to public) reveal similar and
symmetrical patterns between country groupings (Fig. 23). The main exception is the implementation
and enforcement aspect of the physical activity policy profile, which ranges from 0% to 70% and
thereby indicates that different groups of countries show very different degrees of implementation and
enforcement of policy. Implementation and enforcement are also recognized as the weakest dimension
for both physical activity policies as well as injury-related policies: only for this policy dimension do
the values drop below 20%. Similarly, for both health issues policy development is not very strong. In
comparison, the involvement of the health sector is quite strong in most country groupings, with EurG-
C countries reporting the lowest involvement levels in both cases.

Fig. 23. Policy profiles for unintentional injuries unrelated to traffic and physical activity, by country
grouping
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Public governance
Objectives, scope and type of policy measures

As both physical activity and injury prevention are public health challenges that have become more
important in recent years, they may be relatively novel to policy-makers. This is one possible explanation
for why policy development and implementation and enforcement in regional priority goal Il shows
clearly lower scores compared to, for example, the first regional priority goal, or outdoor air quality
discussed in regional priority goal lll, which are longstanding environmental health concerns for
which polices have been developed and applied for many decades. The relatively low scores may also,
however, be due to difficulties in regulating leisure time injuries or physical exercise by laws or binding
agreements compared, for example, to health and safety practices at the workplace. Moreover, it is
possible that regional or local authorities, not the national governments who received the questionnaire,
are responsible for tackling this issue. Still, a strong national policy framework on which to base local
action would seem to be of equal importance.

Yet another possible explanation for the low level of policy development is that the responsibility for
physical activity may have fallen between two chairs, with no actors seeing themselves as owners of the
issue. The low scores on policy development and implementation and enforcement may indicate that
there are only a few regulations in these areas. At the same time, the responses to the survey suggest
that in several countries the health sector may not be in a leading position within the government when
it comes to the promotion of physical activity and prevention of injury: the scores for health sector
involvement are relatively high but, considering the issue and its impact on health, they should be even
higher since the health sector should represent the driving force on this issue.

Compared to, for example, regional priority goals | and lll, there are relatively high scores on equity
considerations, which might indicate that the regional priority goal Il policy measures (such as information,
education and promotion of health and safety) focus on specific settings or exposed population groups
that are most at risk. More detailed policy analysis is, however, needed to identify how, and to what
extent, the still evident equity gaps can be reduced within the existing policy context.

All country groupings pay attention to unintentional poisoning (Fig. 24) but emphases vary when it
comes to unintentional injury during leisure activities (see, for example, the low level of policy measures
in EurG-C and EurG-D countries) and injuries at home (the low level of policy measures in the EurG-B
and EurG-C countries). The relatively low overall scores for home and leisure injuries are of concern, as
injuries in those settings are a major burden in Europe. It is estimated that 78 000 deaths were caused
by home and leisure injuries in 2005, with the eastern part of Europe (especially the Baltic countries)
experiencing the highest mortality rates (25).

Looking in more detail at the national policy measures applied to prevent unintentional injuries and
promote physical activity, some of the commonest measures under policies on injury prevention deal
with children’s safety. These measures include, for example, standards for playground equipment and
water safety education (such as swimming lessons) in schools. As for injuries related to burns, several
countries across the Region have building code requirements for, for example, smoke detectors or
emergency fire staircases in place. Nevertheless, there is still scope to introduce relatively simple but
less frequently used measures, such as pre-set temperatures for water taps. Product safety measures
also generally seem to be well reflected, with the frequent application of warning labels and material
and standards for design of playground equipment and landing surfaces. Further promotion would be
needed to require mandatory first aid appointees in public buildings and companies in more countries.
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Fig. 24. Types of unintentional injury covered by policy measures, by country grouping
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Where policy measure for promoting physical activity are concerned, many countries try to encourage
the building of networks for cycling and walking either through a separation of paths for walking
and cycling (EurG-A and EurG-C countries) or the development of urban transport networks or streets
equipped with pedestrian and bicycle lanes (EurG-B and EurG-C countries). Countries in EurG-D mainly
focus on the accessibility and quality of the available open and public spaces to promote activity. Solutions
associated with the transport system do not play a major role in these countries (Fig. 25).

Fig. 25. Objectives of policy measures on physical activity, by country grouping
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Compared to regional priority goal | and the outdoor air dimension in regional priority goal lll, policy
responses are less likely to involve legislation and more likely to use action programmes (Fig. 26), although
legislative solutions are more likely to be used to prevent unintentional injuries. Action plans and programmes
are typically used most frequently to promote physical activity, which is not surprising as promotion is seen
as a key element in increasing the health benefits related to physically active lifestyles.

Fig. 26. Types of policy instrument used for tackling unintentional injuries and promoting physical activity
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The scarcity of legally binding policy documents (and commitments) was also noted in a recent review
of physical activity policies in Europe (26). Only 3 out of 49 documents included in that analysis were
identified as legally binding. One possible explanation for the small number of such binding commitments
is that when it comes to injuries and physical activity, the focus has traditionally been on measures to alter
behaviour, such as information campaigns on how to be safe in the traffic or at home, or why physical
activity is important. As noted above, however, the importance of environmental determinants for both
injuries and physical activity has been highlighted in recent years. There is still room for improvement by
developing policy measures focusing on the provision of adequate and supportive settings for mobility
and activity (3,26,27).

Impact of international policy processes

Another partial explanation of differences between regional priority goals I, Il and IV versus regional
priority goal Il is the absence of legally binding EU directives or laws, although there are a number of
international initiatives which should influence national strategies. These include WHQO's Global strategy
on diet, physical activity and health (28), the European strategy for the prevention and control of non-
communicable diseases (29) and the European Charter on Counteracting Obesity (30). The EU Council
Recommendation on the prevention of injury and promotion of safety, adopted in 2007 (37), and the
WHO European Region resolution EUR/RC55/R9 in 2005 on the prevention of injuries (32) have both
provided a policy framework for action in Europe. At a global level, World Health Assembly resolution
WHAS7.10 on road safety and health (33) and United Nations resolution 60.5 (34) on improving road
safety have both provided a stimulus for policy development. A compilation of consensus documents
on health promotion, which among other things concern physical activity, has recently been published
(35). In addition, online inventories have been established by the Regional Office that provide access to
national policies on physical activity promotion (36) and injury prevention (37).
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Healthy public policy

There is a great variance among the scores of the country groupings for policy accountability for health
and health sector involvement (Fig. 23). The lower scores for health accountability in EurG-A and
EurG-B countries are of especial concern. Since several countries within these groupings report a high
prevalence of childhood obesity and overweight, there is a definite need to improve the accountability
of the national policy frameworks for health consequences.

Policy evaluation and health accountability

Overall, every grouping (with the exception of EurG-C) reports having more monitoring and data
collection systems in place for unintentional injuries than for physical activity. In EurG-A countries
there is a higher emphasis on data collection than reporting, whereas in the EurG-D grouping a higher
percentage of countries use periodic reports to review policy obligations and fewer report having a
monitoring system in place for physical activity (Fig. 27). Without systematic monitoring, it is difficult
to determine the effectiveness of periodic reports in these countries. On the other hand, countries with
effective monitoring systems in place should focus more on using the data collected in these periodic
reports.

Fig. 27. Monitoring systems and reporting practices on unintentional injuries and physical activity, by
country grouping
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Health sector involvement in intersectoral policy action

EurG-D and EurG-B countries report high levels of health sector involvement in policies on unintentional
injuries (Fig. 23) which could be related to the large number of deaths resulting from drowning, falls,
fire and poisoning they reported. As for physical activity, EurG-A countries score lower for health sector
involvement compared to other groupings. As noted elsewhere, however, the health sector may not
have the means or mandate to change this situation, other than to raise awareness and create demands
for solutions on injury prevention and physical activity.

Equity considerations

The burden of unintentional injuries, excluding from road traffic, is very unevenly distributed among
countries (Fig. 19) and shows a clear social gradient (38). This is especially true among younger people
(children and adolescents in particular) and people in low- and middle-income countries, for whom
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injuries as a cause of death and disability are increasing. This is in sharp contrast to downward trends in
fatal injuries in countries with higher incomes (38). The clear need to address specific population groups
with specific measures could be a potential reason for the quite good performance (compared to other
regional priority goals) on the equity consideration dimension, as it may indicate that many countries
have adopted policy measures and campaigns that focus on identified target groups. Only more detailed
analysis can reveal to what extent such equity dimensions guide the development of policy and how
effective they are in reducing inequities.

Transparency and communication

The provision of information is generally strong. This is the traditional approach for reducing unintentional
injury and increasing physical activity, but information provision, by itself, generally does not motivate
people to exercise more or change a risk-taking form of behaviour. Other measures, such as building
local facilities for exercise, or safe areas separate from traffic, are of equal importance here (78). An
information strategy needs to be combined with other measures such as neighbourhood programmes,
legislation and regulations (39).

Overall progress

Overall, death rates from road traffic injuries have been falling consistently in the Region since the early
1990s, as have rates for the other leading causes of unintentional injuries. This illustrates a central
message of this chapter, which is that unintentional injuries are preventable. The preventability of
unintentional injuries highlights the unacceptability of the high, and sometimes even rising, rates still
found in many countries.

Results from the Health Behaviour in School-aged Children study 2005/2006 show that, compared to
2001/2002, the proportion of young people engaging in moderate to vigorous physical activity generally
increased in all three age groups examined (those aged 11, 13 and 15 years). It is not certain that this
trend will continue, but the data do suggest that efforts to encourage physical activity can be successful.
Now a central challenge is to figure out how to sustain activity as children get older. Trends in obesity
are less promising and the impact of increased physical activity levels does not seem to be well-reflected
in these figures. From 2001 to 2005, the proportion of overweight and obese young people increased
in many countries for both boys and girls; only in three did it decrease.

Together, unintentional injuries, physical inactivity and obesity contribute significantly to the overall health
burden in young people in the Region. These burdens are largely preventable but require sustained and
integrated efforts in all countries across the health and non-health sectors aimed at improving the safety
of home and leisure environments. Ensuring road safety has the health benefit of reducing death and
injury while also promoting physical activity with its contribution to the prevention of obesity. Broader
gains include a contribution towards the mitigation of climate change by encouraging alternative forms
of transport than motor vehicles.

Both unintentional injuries and physical activity are increasingly seen as a public health issue, that is,
as something that both policy-makers and communities could, and should, act on. This is manifested
in the number of national action plans. There are also fairly good systems in place to follow both
the incidence of injuries (although these mostly arise from road traffic incidents) and the number of
overweight people in European countries. The significant challenge now is to ensure that action plans
or government regulations are actually implemented and followed up, so that it can be determined if
they work as intended or if adjustments are needed.
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Clean air for health

Regional priority goal lll: We aim to prevent and reduce respiratory disease due to outdoor and
indoor air pollution, thereby contributing to a reduction in the frequency of asthmatic attacks, in order
to ensure that children can live in an environment with clean air.

Key messages

e The incidence of infant deaths from respiratory disease has been falling in most countries but is still
significant (12% of infant deaths overall), particularly in the eastern part of the Region. Asthma
and allergies are important and increasing causes of childhood illness.

e Air pollution, especially particulate matter, causes significant health problems throughout the
Region, reducing life expectancy in more polluted areas by over one year.

e After substantial decreases in outdoor air pollution in most of the Region in the 1990s, progress in
the last decade has been minimal.

* WHO guidelines and EU legislation form the basis for national policies on healthy air throughout
Europe. They also drive new policy development, such as that related to second-hand tobacco
smoke.

* Damp and mould are now established as major indoor air quality problems which disproportionately
affect the health of disadvantaged populations. Although approaches to reduce and eliminate
damp and mould from buildings exist, relevant public policies need to be strengthened.

* Even though regulations introducing spaces free of tobacco smoke have proved highly efficient in
reducing the health impacts of tobacco, they have yet to be introduced or developed in large parts
of the Region.

Clean air and its public health significance — new insights

Knowledge about the links between health and air quality has significantly advanced in the last two
decades. There is more evidence about the role of pollutants in the aetiology of respiratory diseases
and new insights have been gained into the impacts of fine particulate matter on cardiovascular health.
Hundreds of studies throughout the world confirm the association of mortality, or hospital admissions,
with levels of the most common urban air pollutants. The results of this research, combined with data
on air quality in Europe, indicate that the pollution of air with fine particulate matter leads to a nine-
month shortening of life expectancy in Europe. New studies among children indicate that exposure not
only increases the prevalence of respiratory symptoms but also raises the incidence of new respiratory
diseases (7). New studies also indicate substantial gains in public health resulting from improvements in
air quality, for example, the attribution of 15% of the overall increase in life expectancy to the reduction
of fine particulate matter in the United States (2). This evidence has been reviewed and summarized
by WHO in the updated Air quality quidelines (3), and is being used to design new approaches and
regulations to reduce the health risks of pollution.
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New evidence is also accumulating on the burden of disease due to indoor air pollution. The risks to health
of exposure to second-hand tobacco smoke have been widely recognized and are reflected by widespread
programmes to eliminate tobacco smoke from indoor spaces. Other hazards common in indoor air, such
as biological contaminants arising from damp and mould, have been well characterized by the newly
published WHO Guidelines for indoor air quality — dampness and mould (4). An understanding of these
links is an essential element of action to reduce the burden of disease and to benefit public health.

Considering this new research information, this chapter reviews the background patterns of diseases
affected by common air pollutants, presents the distribution and trends in exposure in European
populations, and characterizes the inherent risks and the opportunities for their reduction.

The burden of respiratory disease

The rates of infant death from respiratory disease have fallen in all sub-regions (Fig. 28) and in nearly
all countries since the mid- to late-1990s (5). Present rates still, however, account for over 12% of total
infant deaths, a substantial burden.

Fig. 28. Average post-neonatal death rates from respiratory diseases (per 1000 live births)
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Source: WHO mortality database (6) and WHO European health for all database (7).

There are considerable variations across the Region, with a gradual increase in the death rate from west
to east (Fig. 29) (5). The poorer economic and environmental situation in eastern Europe contributes to
the higher rates seen in that part of the Region. Several countries have virtually eliminated respiratory
diseases as a cause of post-neonatal death, indicating the huge potential for further reductions in other
countries.

There are significant differences in the causes of respiratory infections between various regions of
Europe: bacterial infections are common in developing countries while viral infections cause most acute
lower respiratory infections in developed countries (5). In temperate European countries, there is a
marked seasonal variation in acute lower respiratory infections, with a significant rise in incidence in
winter months falling to relatively low levels in summer.
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Fig. 29. Post-neonatal infant death rates due to respiratory diseases in 25 WHO European Member
States, 2004-2007°
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There is now substantial evidence concerning the adverse effects of air pollution on pregnancy outcomes
and infant death (8). This is sufficient to infer a causal relationship between particulate air pollution and
respiratory deaths in the post-neonatal period, as well as with adverse effects on the development of
lung function. An increased incidence can be inferred of upper and lower respiratory symptoms (many
of which are likely to be symptoms of infection) due to exposure. Older children are also adversely
affected by air pollution, and their susceptibility needs to be considered when air pollution regulations
are developed.

The effects are attributed to various combustion-related outdoor air pollutants as well as poor indoor air
quality, arising in particular from dampness and mould, the use of solid fuel for cooking and heating,

tobacco smoke, infectious agents and allergens.

Air pollution is also associated with chronic respiratory diseases, which often begin in childhood (9).
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Two important chronic respiratory diseases are asthma and allergic rhinoconjunctivitis®. Globally the
prevalence of asthma and allergies has increased over the last few decades (9). Asthma has become
the commonest chronic disease in children and is one of the major causes of hospitalization for those
aged under 15 years. The increasing prevalence of allergic diseases in children throughout Europe is no
longer restricted to specific seasons or environments. The greatest increases are generally seen in urban
areas (9).

Between 1999 and 2004, asthma prevalence rates in Europe ranged from approximately 5% to 20%
in children aged 6-7 years and from approximately 5% to 25% in children aged 13-14 years. Allergic
rhinoconjunctivitis shows slightly less variation, with a prevalence of approximately 5% to 10% in
children aged 6-7 years and from approximately 5% to 20% in children aged 13-14 years (710). The
rates tended to be higher in older children for both asthma and allergies, and wide within-country
ranges were often seen in those countries where sufficient data were available. Overall, the correlation
between the prevalence of these two conditions was high.

Asthma symptoms adversely affect young patients in a number of ways, including schoolwork and social
activities (Fig. 30). Early diagnosis and appropriate treatment is vital, as this leads to much better disease
control and outcomes (9). Good management of asthma and allergies, for example by reducing the level
of exposure to common risk factors and providing appropriate medication, can control the disorder and
enable people to enjoy a high quality of life.

Fig. 30 Effects of asthma on patients in EU countries, 2005
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There is a complex interaction between genetic and environmental factors in the development of both
asthma and allergies (70). There is evidence of a causal relationship between exposure to air pollution
and exacerbation of asthma, mainly due to exposure to particulate matter and ozone. The incidence of
allergic symptoms in children is associated with exposure to allergensin indoor environments, including
smoke from fires, damp and mould, dust mites, allergens from pets and second-hand tobacco smoke.

6 Asthma is an inflammatory disorder of the bronchial airways produced by allergies, viral respiratory infections and airborne irritants
Allergic rhinoconjunctivitis is characterized by sneezing, nasal congestion and irritation of the nose, eyes or throat.
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Children who are more frequently exposed to poor indoor air may subsequently be at greater risk of
being affected by outdoor pollutants. Other factors that may influence the rates of asthma and allergies
include lifestyle, dietary habits, socioeconomic status and climatic factors.

Asthma continues to affect many individuals into adulthood, meaning that the prevalence of asthma in
adults is also high. Not all chronic respiratory diseases start in childhood, however. Chronic lung diseases
that cause limitations in lung airflow (often collectively referred to as chronic obstructive pulmonary
disease) tend to begin in mid-life. Although mortality from these diseases is falling in the Region, it
still causes 4% of all deaths and contributes to 5% of the overall burden of disease (77). Globally,
their burden is increasing and, should current trends persist, they are projected to become the third
leading cause of death by 2030 (72). Currently, the most important risk factors for chronic obstructive
pulmonary disease are tobacco-smoking, indoor and outdoor air pollution, and occupational exposure
to dusts and chemicals.

It has only become fully apparent in the last decade that air pollution, especially of fine particulates,
plays a major role in cardiovascular disease. Over half (52%) of deaths, and 23% of the overall burden
of disease in the Region, arises from cardiovascular disease. Even relatively small increases in the risk of
cardiovascular disease will translate into huge absolute numbers of additional people suffering more
severely from the disease.

Outdoor air pollution and its impact on health in Europe

Various outdoor air pollutants affect health. The impacts of the two widespread pollutants evaluated
here, particulate matter and ozone, are the best known but other pollutants (volatile organic compounds,
nitrogen oxide, sulfur oxide, etc.) should also be considered for policy action.

Large amounts of particulate matter (PM) are generated by various human activities (Fig. 31). Since
particles can travel hundreds and thousands of kilometres in the air, and are partly created from gaseous
pollutants in the atmosphere, their effects can be seen far from the source. PM consists of solid and
liquid particles that vary in their physical and chemical properties and that are classified by particle
diameter (in micrometres — pm). When inhaled, PM,  particles (with a diameter of less than 10 um)
penetrate deep into the respiratory system. Finer particles (with a diameter of less than 2.5 pm) then
go on to penetrate the lungs and pass into the bloodstream and are carried into other body organs.
Concerned that these particles cause a wide range of health impacts, WHO has developed guidelines
addressing their risks (Table 3).

Long-term average exposure to PM is associated with both the risks of chronic effects on children’s
health, such as impaired development of lung function, and the frequency of acute effects, such as the
aggravation of asthma or incidence of respiratory symptoms (74).Very young children, including unborn
babies, are particularly sensitive to air pollutants. Exposure to PM is also associated with increased
hospital admissions and mortality in adults (77, 74). The risk increases linearly with the concentration of
pollution, and there is no evidence to suggest a threshold for PM below which no adverse health effects
would occur.

Data from 2007 demonstrate that there are important disparities in PM,  exposure in the Region
(Fig. 32): average country levels varied from 16 pg/m? (Finland and Ireland) to 45-52 pg/m3 (Bulgaria,
Romania and Serbia) and 72 ug/m? in Turkey. Within-country differences were also substantial. In total,
over 92% of the urban population for which PM, S data are available live in cities where the WHO air
quality guideline for PM is exceeded.
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Fig. 31. Contribution of key sectors to emission of PM in the EU27, 2007
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Table 3. WHO air quality guidelines for particulate matter

Annual average 24-hour mean (not to be exceeded >3 days/year)
PM, 10 pg/m? 25 pg/m?
PM. 20 pg/m? 50 pg/m3

Overall, the regional average of urban PM,  did not change substantially in the period 1997-2007 (Fig.
33). Concentrations of another common urban air pollutant, nitrogen dioxide, fell more consistently, but
the reduction was small. This contrasts with the pronounced downward trend evident for sulfur dioxide,
indicating that policies aimed at the reduction of sulfur emissions have been more effective than those
addressing PM or nitrogen emissions.

WHO's analysis, based on data from the late 1990s, indicates that throughout the Region around 700
deaths from acute respiratory infections can be attributed to PM,  exposure annually in children aged
0-4 years (14). Quantifying the effects of PM exposure on illness is more difficult, but a reduction of
PM,, exposure to 20 ug/m? could be associated with a 7% decrease in the incidence of coughs and
lower respiratory symptoms and a 2% decrease in respiratory-related hospital admissions in children
aged under 15 years. A decrease to 10 pg/m? is expected to reduce the number of days that children
aged 5-14 years suffer lower respiratory symptoms (wheezing, chest tightness, shortness of breath and
coughs) by 1.9 days per year per child.

Estimates of the health burden from PM exposure in adults are dominated by the increase in the risk
of mortality due to long-term exposure to fine PM, .. People in Europe are generally unaware of the
life-shortening consequences, for them, of air pollution. Current exposure to PM from anthropogenic
sources leads to the loss of 8.6 months of life expectancy in Europe — from around 3 months in Finland
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to more than 13 months in Belgium (74). The most recent estimates of impacts of PM on mortality, based
on PM, and PM, . monitoring data in 40 European countries, indicate that close to 500 000 deaths per
year are accelerated due to exposure to ambient PM in those countries. The distribution of these deaths
is mapped in Fig. 34. It is important to note that there is no information on PM levels in many parts of
the Region, mainly in the east and including the newly independent states, but approximate estimates
for these countries suggest that the burden of disease related to PM exposure will be considerable.

Fig. 32. Percentage of urban population exposed to various annual average PM,  levels in countries with
PM,, data, 2007
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Fig. 33. Annual average concentrations of PM
background locations, 1997-2007
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Fig. 34. Premature deaths attributed to PM_ ., 2005 (attributable annual mortality per 10 000 people)
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Assignificant reduction in PM to around 50% of current levels could be achieved if all currently technically
feasible emission reduction measures were implemented (the maximum feasible reduction scenario)
(14). Although PM,  monitoring data from the 1990s are very scarce in Europe, they do indicate that
in the previous decade a significant reduction in pollution has been achieved. For example, mean PM,
measured in United Kingdom cities fell from approximately 36 ug/m? at the beginning of the 1990s to
23 pg/m?3 by 2000.

Ozone is another outdoor air pollutant that causes substantial deaths and illness in the Region. Ozone
in lower levels of the atmosphere originates largely from human activity and is not only harmful to
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humans but has adverse effects on materials and vegetation. It is also a greenhouse gas when in the
upper troposphere. Children may be more exposed than adults because of their higher rate of physical
activity, the greater amount of time they spend outside and their higher metabolic rate.

Ozone is linked to a number of health problems. Short-term exposure can increase respiratory deaths
and the incidence of respiratory symptoms. The consequences of long-term exposure are less well-
established but suggestive evidence points to further negative effects (77).

Despite indications of decreasing frequency of days with high ozone concentrations across much of
Europe, ozone continues to contribute substantially to regional health burdens. High ozone concentrations
(above 70 pg/m?3) are associated with approximately 21 000 deaths and 14 000 respiratory hospital
admissions annually in the member states of the EU since 2004 (EU25) (77). The risk is proportional to
the indicator which gives the value of the sum of the daily maximum eight-hour mean over 35 parts per
billion (SOMO35), presented in Fig. 35 for current O, levels modelled for 2000 and 2020. High ozone
levels aggravate respiratory conditions, with the magnitude of the impact in the range of 8-108 million
person-days annually in EU countries (77).

Fig. 35. Model estimates of rural ozone concentrations expressed as SOMO35 for 2000 (left) and 2020 (right)?
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Source: WHO Regional Office for Europe (77).

Current policies are only expected to reduce ozone-related mortality by about 1000 deaths or fewer
(17). Reductions in illness are expected to be greater, with particular benefits in the reduction of cough
and lower respiratory symptoms in children (by an estimated 40%). Implementation of all technically
feasible pollution reduction measures would, however, halve the current mortality by 2020 (77).

Exposure to indoor air pollution
Second-hand tobacco smoke

Children and adolescents (as well as adults) can be exposed to tobacco smoke indirectly through second-
hand tobacco smoke (SHS), which is defined as the involuntary or passive breathing of air contaminated
with tobacco smoke by someone who is not smoking. SHS is the dominant form of indoor air pollution
in spaces where tobacco is smoked, even where areas are properly ventilated.

Tobacco-smoking accounts for approximately 30% of all cancer deaths in the general population as
well as for a substantial proportion of cardiovascular and respiratory disease (78,79). It is also well-
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established that exposure to SHS creates a huge burden to health. The most recent calculations indicate
that more than 72 000 people in the EU25 alone die each year due to exposure to SHS in the home
(20). In addition to exposure at home, workplace exposure to SHS is also linked to an increased risk of
death. In the EU in 2008, 6000 deaths were attributable to SHS in offices, bars and restaurants, 40% of
which were in non-smoking staff. These estimates do not include the health burden of customers (20).
The burden of illness related to exposure to SHS in public places can be greatly reduced by smoking
bans. A recent study analysing acute coronary events in ltaly before and after the implementation of
the smoking ban in January 2005 found a statistically significant reduction in acute coronary events,
amounting to as much as approximately 11% in people aged 35-64 years and approximately 8% in
those aged 65-74 years (21).

In infants and young children, exposure to SHS increases the risk of sudden infant death syndrome, acute
lower respiratory tract infections, chronic respiratory symptoms, middle ear disease, reduced pulmonary
function and asthma (79). There is also some evidence that exposure to SHS during childhood may cause
lymphoma and brain tumours (79). Studies in the Region have attributed 25% of all sudden infant death
syndrome deaths to SHS and indicate that SHS increases the number of asthma episodes by 6-10%,
depending on the underlying smoking prevalence (79). As a recognized human carcinogen, no level of
SHS exposure is considered free of risk.

Recent estimates of children’s exposure to SHS come from the Global Youth Tobacco Survey (GYTS),
conducted among young people aged 13-15 years living in countries of central and eastern Europe,
central Asia, the Caucasus and the Balkans (22). According to this study, the proportion of 13-15-year-
olds exposed to SHS at home ranged from 37% (in the Czech Republic) to over 90% (in Armenia, the
Balkan countries and Georgia), while exposure to SHS outside the home was comparatively higher,
ranging from 65% to 96% (79) (Fig. 36). Even in countries with relatively low levels of exposure in
the home, exposure outside the home is comparatively high. For western Europe, various studies from
the late 1990s indicated that the proportion of children aged 0-4 years exposed to SHS at home lay
between 20% (Netherlands) and 35% (England), with higher levels often seen in older children (79).

Unlike some other public health hazards, exposure to SHS is easily preventable. A number of countries
worldwide have implemented various forms of smoke-free policies, and research shows that these
policies are successful. Smoke-free policies have led to dramatic decreases in exposure to SHS (up to
90% in low-exposure settings) as well as decreases in daily cigarette consumption and in smoking by
young people (23).

Exposure to products of indoor combustion

Cooking and heating with solid fuels, such as dung, wood, agricultural residues, grass, straw, charcoal
and coal, is a major source of indoor air pollution. Combustion of such fuels emits a number of different
pollutants, but the smallest particles, with a diameter of 2.5 um or less, appear to have the greatest
health-damaging potential. Women and young children, who spend most of their time in the home, are
particularly vulnerable. Globally, 52% of the 1.6 million annual deaths related to indoor air pollution in
children aged 0-4 years are from the use of solid fuels (24).

There is consistent evidence that exposure to indoor air pollution from indoor combustion increases
the risk of pneumonia, chronic respiratory disease and lung cancer. There is also some evidence for
associations with asthma, cataracts, tuberculosis, adverse pregnancy outcomes, ischemic heart disease
and cancers of the nose and throat (24). The risks depend partly on the age of those exposed.

The use of solid fuel for cooking in homes in 25 countries of the Region in 2005 for which data were

available ranged from just above 0% to almost 50% (Fig. 37) (24). Many central Asian countries, where
solid fuel is quite frequently used, have recorded substantial drops compared to previous estimates.
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Another characteristic of the use of solid fuel is that in virtually all countries, the proportion of children
exposed in rural areas is many times higher than in cities; in some countries, nearly all the exposure is
in rural populations.

Fig. 36. Proportion of 13—15-year-olds exposed to SHS inside and outside the home, 2002-2007
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Within the Region, the burden of disease attributable to risk factors related to the use of solid fuel is
extremely unequally distributed. The highest burden of respiratory illness in children aged 0-4 years
occurs in EurB countries,” both in terms of mortality and illness (Table 4) (24). These estimates should,
however, be interpreted with caution owing to the scarcity of household-level data on use of solid fuels
in the other regions.

Fig. 37. Percentages of children aged 0-14 years living in homes using solid fuels for cooking, WHO
European Region, 2005
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Source: UNICEF (25), Measure DHS (26), WHO (27).

Table 4. Mortality and morbidity attributable to cooking with solid fuels in children aged 0-4 years,
WHO European Region, 2006

Burden of disease study, 2006

WHO epidemiological subregion

Deaths (“000) DALYs ("000)
EurA 0 0
EurB 11.6 319
EurC <1 12.5

Moving to cleaner fuels or combustion technologies is the preferred way of preventing the health effects
of exposure to the products of indoor combustion. Such a move increases energy efficiency and is often
consistent with approaches to reduce greenhouse gas emissions and ambient air pollution.

7 Global Burden of Disease classification of countries. Atlas of health in Europe, 2nd ed. Copenhagen, WHO Regional Office for
Europe, 2008 (http://www.euro.who.int/document/e91713.pdf, accessed 10 February 2010).
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Exposure to damp

Exposure to damp in the home and to biological contaminants in indoor air arising from dampness is
a strong and consistent indicator of risk for a number of respiratory illnesses, including asthma and
respiratory symptoms such as cough and wheeze (28). Dampness facilitates the growth of moulds,
fungi and bacteria which emit spores, cells, fragments and volatile organic compounds into the indoor
air. Moreover, dampness initiates chemical and/or biological degradation of materials, which also
causes indoor air pollution. Exposure to microbial contaminants is clinically associated with respiratory
symptoms, allergies, asthma and immunological reactions. The risk of a range of respiratory symptoms
increases by approximately 50% among the residents of homes suffering from damp. Accordingly, WHO
recently released the first Indoor air quality guidelines — dampness and mould (4).

European survey data indicate that exposure to damp is a frequent health risk, with 18% of the EU
population exposed in 2007 (vs. 19% in 2005 and 18% in 2006) (Fig. 38) (28). Exposure varies greatly
among countries, however, ranging in 2007 between 5% and 37%. Damp houses are especially frequent
in the new EU member states, although many of these also show a notable decrease in exposure over
recent years.

International comparisons are difficult with current survey data, so analysis has to focus on national
trends. The capacity for international comparisons would be enhanced if procedures for data collection
were standardized.

Fig. 38. Proportion of total population living in homes with self-reported problems of damp, 2004-2007,
and proportion of population in relative poverty living in homes with self-reported problems of
damp, 2007
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The number of household members, activities such as cooking, laundering and bathing, the use of
certain fuels for energy, indoor temperature, amount of insulation, climate, housing characteristics and
especially the degree of ventilation all affect the amount of water vapour in indoor air. As is to be
expected, poorer population groups are more likely to live in homes with problems of damp in every
country surveyed (Fig. 38) (28).

Dampness and condensation are connected to other housing quality indicators, and the rehabilitation
of housing stock would go a long way towards reducing exposure to indoor air pollution as well as
improving other aspects of quality of life. A focus on damp in the homes of poorer residents may yield
the greatest health gains. Case studies from around Europe have demonstrated that there are a number
of fairly straightforward ways of reducing exposure to damp and mould, which can be successful in a
variety of climates (30) (Box 1).

Box 1. Two examples of successful programmes to reduce exposure to indoor pollutants

Mechanical ventilation in Sweden

In Sweden, a country with a relatively cold climate, the impact of mechanical ventilation on indoor
humidity, mite allergens and volatile organic compounds in 59 single-family dwellings has recently
been assessed. Mechanical ventilation reduced exposure to all three indoor air health risks compared
with natural ventilation. National and municipal programmes have been put in place in Sweden
based on these findings.

Building standards in Israel

Israel, a country with a Mediterranean climate, passed a national thermal insulation standard in
1985 aimed at reducing the risk of surface condensation in dwellings. After implementation of the
standard, the proportion of homes with condensation-related mould decreased by 25% and those
with extreme mould growth by 20%. The enforcement of the standard created a change in the
building market that led to improved building products and to better insulation in new buildings.

Source: WHO Regional Office for Europe (30).

Synergies between climate change mitigation and cleaning the air

There are many links between air pollution, factors affecting the climate and health. The main greenhouse
gases (carbon dioxide, methane) are emitted in the same processes that produce air pollutants hazardous
to health. Many air pollutants of health concern, such as fine particles or ozone, affect climate directly.
On the other hand, air pollutants are often modified by climatic factors (such as temperature and
precipitation). For example, temperature modifies the chemical reactions that synthesize ozone, while
wind modifies the long-range dispersion of PM. Climatic conditions, such as precipitation or flooding,
modify the growth of mould and bacteria and these changes affect the spatial and temporal distribution
of allergenic plants. There is growing recognition of the synergies, gains in efficiency and co-benefits of
integrated policies and action to mitigate climate change and to alleviate health problems. To achieve
the greatest health gains, policies to mitigate climate change should include control of a wider range of
combustion-related pollutants in addition to carbon dioxide emissions. A substantial proportion of the
major causes of global warming also directly damage health, and it is important to be aware that control
of some combustion-related pollutants may lead to quick reductions in global warming.

There is also a potential risk of either the creation, or an increased risk, of health effects from air
pollution if climate change mitigation policies do not address health directly. Examples of such potential
threat include the proliferation of diesel cars not equipped with appropriate exhaust control systems.
While such cars emit less carbon dioxide than petrol-powered cars, they create more fine PM. Similarly,
reducing air circulation through buildings to conserve energy could increase the risk of mould.
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The consequences of climate change on respiratory disease are difficult to predict but will depend,
in part, on the specific region concerned and population-level characteristics. Diseases expected to
be affected include asthma, rhinosinusitis, chronic obstructive pulmonary disease and respiratory tract
infections (37). Policies intended to mitigate climate change in various sectors would generally appear
to result in net benefits for respiratory health, mainly by reducing population exposure to hazardous air
pollutants (32-34).

Air quality and health: policy analysis

This policy assessment of outdoor air quality, dampness and mould and SHS is based on responses to
the WHO survey on EH policies received from 38 Member States. As with other topics, not all countries
submitted information for all policies. The majority completed questionnaires concerning outdoor air
quality and SHS, but only 23 countries did so for the dampness and mould questionnaires. No EurG-C
countries provided information on this topic.

The policy profiles for these three topics are shown in Fig. 39. All country groups reported having
outdoor air quality policies and a significant number had SHS policies. To some extent, this may reflect
the existence of strong EU legislation, the WHO Framework Convention on Tobacco Control and WHO's
air quality guidelines. Implementation of policies addressing dampness and mould generally showed the
lowest score — which is of concern, given the importance of this health issue.

Fig. 39. Policy profiles for outdoor air quality, dampness and mould and SHS
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Public governance
Objectives, scope and type of policy measures

Most policy measures covering outdoor air quality aim to ensure compliance with national air quality
standards and thresholds for pollutants emission at the source. For all EU member states and two thirds
of the countries of south-eastern Europe, these policies follow EU regulations and other international
commitments. The link with international regulations is less common in EurG-D countries. On the other
hand, direct reference to the health objectives of the policies is more often reported from the latter
group of countries than from the others. In 90% of responding countries, national ambient air quality
policies cover pollutants which fall within the scope of EU legislation — PM, ozone, nitrogen dioxide and
sulfur dioxide. Policies in more than one third of countries cover additional pollutants: heavy metals,
black smoke, total suspended PM, volatile organic compounds, fluorides, chlorinated substances and
dioxins. Only a few countries in EurG-D group have introduced standards for the inhalable, health-
relevant proportion of PM (PM,, or PM, ).

For dampness and mould, EU member states tend to have comprehensive measures in place, in particularly
within the EurG-A grouping (Fig. 40). In the EurG-D countries, building codes and regulations for the
construction and maintenance of new buildings seem to be the most widespread policies. Policies
directly addressing damp and mould in existing buildings are common in EurG-A but rare in the other
countries.

Fig. 40. Scope of policy measures on damp and mould, by country grouping
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Fig. 41 shows the distribution of policy instruments on outdoor and indoor air quality. Outdoor air quality
is subject to almost twice as many policy instruments as indoor air, and legislation is the predominant
tool. Several countries have action plans or programmes for outdoor air and SHS; this is less common
for damp and mould, where policy is often based on softer measures such as government regulations
or guidelines and voluntary standards. Government regulations or guidelines are particularly infrequent
relating to SHS.

Differences in the spread of instruments relating to outdoor air quality, dampness and mould and SHS
largely reflect the impact of EU policies and legislation on the entire WHO European Region in those
areas where EU legislation is strong. Air quality directives are the most important driving forces for the
improvement of outdoor air quality policies, even outside the EU. Several of the EurG-C countries, such
as Croatia and Turkey, as well as the Republic of Moldova (EurG-D), are working to harmonize their air
quality legislation with that of the EU.
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Fig. 41. Types of policy instrument for outdoor air quality, dampness and mould and SHS
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Measures to assure compliance with policies

Penalties for infringements of regulations concerning outdoor air quality are the commonest measures,
used by half of the EurG-A and all other countries (Fig. 42). A proactive approach, aiming at setting
remedial measures (such as action plans) to eliminate non-compliance is more often used in EU countries
than in the other parts of the Region.

Fig. 42. Measures to ensure policy compliance for outdoor air quality, by country grouping
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Measures to ensure compliance with regulations related to dampness and mould are relatively consistent
across the EU, with the majority of countries usually turning to remedial measures and action to reduce
the risk of non-compliance. Such action is less common in EurG-D countries, which all use penalties for
infringements of legal provisions.

Penalties for non-compliance with regulations related to SHS are the commonest measures across all
countries. Typically, these measures involve the use of prosecutions, fines and other legal penalties. In
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addition, more than half of the countries across the Region may prohibit the use of buildings where
there is reason to believe that regulations will not be followed. Legislation for smoke-free environments
is relatively new and is still being implemented across Europe (Fig. 43) (35). Some examples of the
effectiveness of smoke-free laws are given in Box 2. In many countries, lobby groups, notably those
representing bar and restaurant owners, have argued that smoking bans would affect their profits,
which should be given greater priority than the health of their workers and customers. As a result, in
more than half of the Member States, citizens and workers are still not fully protected from exposure
to tobacco smoke in indoor workplaces and public places. Despite arguments and claims from the
hospitality industry, experience in countries which have already implemented smoke-free laws shows
that such legislation has not had a negative impact on business: indeed, restaurants are becoming more
popular (36). A Eurobarometer survey of March 2009 found 84% of EU citizens in favour of smoke-free
offices and other indoor workplaces, 77% in favour of smoke-free restaurants, and 61% supporting
smoke-free bars and pubs (37).

Fig. 43. Implementation of smoke-free laws in the EU, June 2009
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Box 2. Examples of the impact on health of laws restricting smoking

Recent studies (36) have shown that the significant reduction in SHS resulting from regulations
restricting smoking has also led to major improvements in respiratory health. For example, bar
workers in Scotland reported a reduction in respiratory symptoms of 26% only one month after

the introduction of such legislation. Furthermore, asthmatic bar workers reported a decrease in
airway inflammation after three months.
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While few data exist in Europe, a study in California showed that bartenders experienced a
reduction in respiratory symptoms of 59% and a 78% decrease in sensory irritation symptoms just
eight weeks after the implementation of such regulations in bars.

Laws restricting smoking have also been shown to reduce the prevalence of active smoking (36).

In Ireland, 46% of smokers claimed they were more likely to stop after the implementation of such
legislation, and 80% of them later reported that they had stopped. In addition, 60% of smokers
in Ireland stated that the new regulations had caused them to cut back on smoking by about four
cigarettes a day. Similar results were also seen in Scotland, where 44% of former smokers claimed
that the regulations had helped them to stop.

Impact of international policy processes on national standards

The EU Directive on ambient air quality and cleaner air for Europe (39) was adopted in May 2008. Despite
the WHO air quality guidelines, the permitted pollution levels from PM are significantly higher than
WHO guideline levels. Nevertheless, if the targets and objectives of the Directive are achieved, significant
reductions in risks for acute and chronic health effects from air pollution can be expected. Further efforts
will be needed to achieve the WHO air quality guideline levels and the health protection they offer.

The use of international standards for outdoor air quality creates the obligation on each EU country
to comply and adapt their national laws accordingly. The influence of the EU Directive and of WHO's
guidelines has extended beyond the EU: more than two thirds of countries in the Region reported that
they had adopted new or updated policies on outdoor air quality since 2004. For example, both Belarus
and Turkey have recently begun monitoring PM, ; levels.

Article 8 of the Framework Convention on Tobacco Control (FCTC) (40), the world’s first public health
treaty, has become a strong driver for the reduction of smoking and exposure to SHS in Europe.
Ratification of the FCTC in 2004 has been followed by adoption of the Convention across the majority
of WHO European Member States (48 out of 53). The goal of the FCTC is a complete smoking ban in
all countries worldwide; actual implementation is, however, poor. Some countries in the EU are only in
the first stages towards total smoking bans which, for many of them, mean a transitional period before
stricter policies are enforced. Outside the EU, few countries have made significant progress towards
creating smoke-free environments.

Until now, indoor air standards have been voluntary. The recent launch of WHO's first indoor air quality
guidelines on dampness and mould can, however, be expected to have a significant impact on future
regional policies (41).

Healthy public policy

Overall, all countries scored poorly for all the three air quality issues evaluated in this report for the most
important dimensions of healthy public policy.

Policy evaluation and health accountability

Countries reported using various methods and tools for monitoring and evaluating outdoor air quality
policy. Monitoring networks for ambient air quality are in place in many countries — an essential
prerequisite to support the implementation and enforcement of air quality regulations. Monitoring in
more than 30 countries across Europe encompasses a set of air pollutants at a representative selection
of stations. Countries annually report data following the EU Directive on the exchange of information on
ambient air quality (42). Belarus and Turkey have launched systematic countrywide monitoring of health-
relevant pollutants such as PM, and the Russian Federation has recently put in place the necessary legal
framework. Towards the east of the Region and in the EurG-D countries, the monitoring of air pollution
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and (as important) reporting of information to public databases are less transparent. This poses significant
challenges for the preparation of information and its effective use in policy.

Advances in monitoring and in air quality databases allow regular assessments to be made of the
effectiveness of policy implementation. Overall, around half of all European countries, but only one
in six of the reporting countries in the EurG-D group, use specific indicators coupled with targets to
measure progress towards policy objectives. In western Europe, indicators of air quality are now regularly
assessed. The adoption of Directive 2008/50/EC on ambient air quality shifted the focus of regulation
from assessing the state of the environment to health-relevant integrated management (39). This will
enhance the health accountability of air quality policy.

Measures to ensure policy accountability for health in SHS policies are often limited. While more monitoring
and periodic reports appear to be available in EU countries than in EurG-C and EurG-D countries, the overall
monitoring, reporting and systematic evaluation of policy measures remain weak across the Region.

The monitoring of policies on dampness and mould and evaluation of the health impacts of these policies
remain in their infancy throughout the Region. More generally, the use of health impact assessments
as a standard tool in air quality and health policy, coupled with follow-up programmes focusing on
health consequences, is urgently needed across the Region. When implemented, these will increase the
integration and accountability of health policy in air quality regulations.

Health sector involvement in intersectoral policy action

Countries in the EurG-D grouping reported a higher level of health sector involvement in outdoor air
quality policy formulation than other parts of the Region, especially EurG-A countries, where only half
report any health sector involvement at that stage of the policy process. To some extent, this could be
an effect of the traditional division of responsibilities and the role of the sanitary-epidemiological system
in the east of the Region, and the assignment of responsibilities related to outdoor air quality to the
environment sector in EU countries. EurG-D countries also report a much greater involvement of the
health system in outdoor air quality monitoring, evaluation and enforcement than in other parts of the
Region (Fig. 44). While, potentially, this should assure the health relevance of the policies and action,
their restricted scope and the obsolete methods of air quality monitoring limit the effectiveness of action
by the health sector.

EurG-D countries also reported the highest health sector involvement in relation to the implementation,
evaluation and enforcement of policies related to dampness and mould. However, the scores are about
30% lower overall, indicating that not enough attention is being paid to this problem.

Fig. 45 shows that between-country patterns of health sector involvement in SHS policies — a core mandate
of health authorities — differ significantly from the patterns related to outdoor air quality. Health sector
involvement is quite high throughout EurG-A, EurG-B and EurG-C countries. In EurG-D countries, however,
the level of health sector involvement in SHS policy evaluation, control and enforcement is low. Since, in
contrast to outdoor air quality, SHS is predominantly a health issue, this low level involvement of the health
sector may indicate a low priority being given to SHS in EurG-D countries.

Equity considerations

Perhaps with the slight exception of policies related to SHS, there is little evidence that the needs of
vulnerable groups are considered in the European policies reported on air quality and health. With a few
exceptions (Box 3), consideration of vulnerable groups remains particularly low in relation to policies
addressing damp. This contrasts with the recognition that residents of poor housing experience a higher
frequency of problems with damp.
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Fig. 44. Involvement of the health sector in the policy cycle for outdoor air quality
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Fig. 45. Involvement of the health sector in the policy cycle for SHS
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It might be argued that the lack of equity considerations in outdoor air quality policy may be because
good outdoor air quality is treated as a universal good, with measures to improve air quality benefitting
everybody. Nevertheless, for the EurG-C and EurG-D countries, given the need for huge investments in
outdoor air quality monitoring and, in particular, in remedial measures where resources are limited, it
is possible that staged action targeting specific population subgroups, such as poorer neighbourhoods
within big cities, might offer the greatest health and environment benefits in the shortest time.

Smoke-free environments are becoming a greater focus of policy and society in many European countries,
and vulnerable groups should become a priority of those policies. Such groups are, however, still not
considered often enough (although more commonly than in the other aspects of policies on clean air)
(Fig. 46). The lack of focus on children, pregnant women and workers in measures to prevent exposure
to SHS, reported by many countries, emphasizes the need for urgent action.
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Box 3. Reducing the health effects of dampness and mould in indoor air

A WHO Working Group reviewing interventions to reduce the impacts on health of damp and mould
(43) has identified a few projects addressing vulnerable groups. It appears that consideration of the
particular needs of vulnerable and underprivileged groups is a part of intervention programmes
in some of the Nordic countries and the United Kingdom. Equity is also a key pillar of the newly
launched Norwegian strategy for prevention and treatment of asthma and allergic diseases (44).

A specific case from the United Kingdom is the Warm Front initiative (45), which aims to improve the
health of low-income households in cold dwellings by increasing the indoor temperature through
the installation of draught-stripping, insulation and gas central heating. Warm Front was beneficial

in increasing the indoor temperature and thermal comfort, with the householders feeling most
comfortable at 19 °C, and in decreasing relative humidity and mould.

Universal measures that mitigate the equity aspects of damp and mould were also explored by the
WHO Working Group. Israel provides a good example (46). A new thermal insulation standard for
buildings was introduced in 1985, when there was high public awareness of the problem of damp
and mould in many Israeli dwellings whose inhabitants mainly belonged to low-to-medium income
groups. A universal law was introduced requiring more insulation in newly constructed buildings. The
policy resulted in a drop in damp and mould problems in new dwellings. However, no requirements
for improving thermal insulation were imposed on existing buildings.

Fig. 46. Considerations of specific population groups in SHS policies
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Transparency and communication

Country groups differ in the measures they take to inform people about the hazards of air pollution
and the steps that can be taken to avoid exposure and health risks. EurG-D countries score significantly
worse at providing information to their populations for all three issues, and especially so in relation to
outdoor air quality. This may partly be due to cultural and historical reasons, and the relative importance
governments give to informing the public. Information on the health effects of, and mitigating measures
for, SHS exposure is becoming available throughout Europe, although unacceptably slowly. The provision
of information to people about the health risks of exposure to mould and damp and remedial action is
also very poor across the entire Region.
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Overall progress

Although infant mortality from respiratory disease has declined throughout the Region, it still contributes
substantially to the overall burden of disease, especially in the eastern part of the Region. Chronic
respiratory diseases, in the form of asthma and allergies, are now the most common childhood diseases
and are on the increase.

Both outdoor and indoor air pollution, much of which is anthropogenic, contributes markedly to the
incidence and/or prevalence of different respiratory diseases in children in all populations. Lives are
substantially shorted by this pollution throughout the Region. Exposure is often linked to socioeconomic
status, both at individual level (e.g. damp housing) and at population level (e.g. industrial processes and
the intensity and quality of transport in residential areas). Although reductions in pollution have occurred
in previous decades in many countries in the Region, further improvement in air quality and reduction of
the burden of disease due to air pollution have stalled in the last decade. Such environmental exposure
must be reduced through coordinated policy efforts.

In many countries in the Region, especially EU countries, reliable and up-to-date information on air quality
and health is available. Towards the east of the Region, and in the newly independent states in particular,
information is generally poor and not easily accessible. Highly important information relevant to health,
especially regarding the population’s exposure to the inhalable proportions of PM (PM, and PM, ), is
lacking. This restricts the possibility for proper assessment of the risk from air pollution, the development
of effective air pollution reduction strategies, and monitoring of the effects of policy implementation.
There has been a shift in the development of outdoor air quality policy from regulation of emissions or
compliance with threshold concentrations towards a reduction in exposure of the population. This is
mainly the result of WHO's guidelines followed by international legislation, but requires better monitoring
and impact assessments.

Both EU legislation and WHO's air quality guidelines are important instruments promoting national
policy development. The FCTC has become a strong driver for SHS reduction in EU countries and calls
for similar action in the rest of the Region. The lack of international legislation or guidelines for damp
and mould may be a reason for this field to have been largely “below the radar” for the last decade
in EH policies across the Region. The recent launch by WHO of the first indoor air quality guidelines on
dampness and mould should, if implemented, have a clear impact on the development of EH policy in
Member States.
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Eliminating environmental
health hazards

Regional priority goal IV: We commit ourselves to reducing the risk of disease and disability arising from
exposure to hazardous chemicals (such as heavy metals), physical agents (e.qg. excessive noise), and biological
agents and to hazardous working environments during pregnancy, childhood and adolescence.

Key messages

* Policies and action to limit exposure to persistent organic pollutants (POPs) and heavy metals in
food, and to eliminate exposure to lead from leaded petrol have all achieved considerable success
within the Region. Constant awareness is, however, needed. Moreover, there are still challenges in
many countries, with a need for improved monitoring and enforcement.

e International cooperation on food safety has proved efficient, as countries develop coherent
standards and regulations aiming to ensure the same level of health protection for as many citizens
as possible.

e There is a lack of appropriate publicly available environmental health data, especially regarding
exposure to heavy metals but also regarding contamination of the food chain and the burden of
foodborne disease.

e Consideration of health aspects in environmental policies for heavy metals is low in most countries
and is not proportional to the risks to health which heavy metals may create.

e Environmental noise is perceived as the most common stressor: a quarter of the population in EU
countries is exposed to noise levels leading to a wide range of health effects. Noise abatement
policies in many Member States need to be strengthened to address health problems effectively.

e Safety in the occupational environment improved significantly in the 1990s, but in the last decade
the improvement has levelled of in the eastern part of the Region.

Regional priority goal IV addresses a wider range of environmental health issues than goals I-lll and is
associated with diverse environmental health risks such as toxic chemicals, physical agents (e.g. harmful
noise, and ionizing and ultraviolet radiation) and hazardous working environments. It focuses on policy
action to reduce and prevent hazardous exposure with an emphasis on children and other age-specific
sensitivity windows. Furthermore, this goal pays particular attention to child labour and advocates the
elimination of its worst forms.

This chapter focuses on three areas, giving an assessment of the situation, progress and policy action
regarding:
1. issues related to (i) food safety, including exposure to hazardous chemicals in food; (ii) general
exposure to lead; and (iii) chemical safety aspects of other heavy metals;
2. environmental noise;
3. occupational health, in particular work-related health problems.
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Consideration is paid to the health burdens, public concerns, availability of data and evidence, and potential
to take targeted action to benefit health. Despite their differences they are all of special concern for
children’s health for similar reasons: the particular sensitivities of children in the pre- and postnatal periods
due to their rapid development; their different metabolisms and behaviour compared to adults; and their
longer life expectancy, which render them more vulnerable than adults to many environment hazards.

Chemical hazards
Exposure to chemical hazards

People are exposed to huge numbers of industrial and household chemicals, pesticides and metals in
air, water, food and consumer products. Many of these chemicals can be hazardous to health, especially
if they are used inappropriately. Children are particularly vulnerable to chemical hazards for various
reasons including naive behaviour and because their organ systems are rapidly developing. Symptoms
arising from prolonged low-level chemical exposure may only appear later in life and may be chronic
and irreversible. Global industrialization, urbanization and intensive agriculture, together with growing
patterns of unsustainable consumption and environmental degradation, contribute to exposure to
hazardous chemicals.

New chemicals are constantly synthesized for various purposes and the capacity rigorously to test the
safety of all of them prior to use is very limited. The EU Registration, Evaluation, Authorization and
Restriction of Chemicals (REACH) regulation (7), introduced in June 2007, makes industry responsible
for assessing and managing the risks posed by chemicals and providing appropriate safety information
to their users. Adverse health outcomes are a result of many factors including the compound’s toxicity,
and the exposure levels and characteristics of the exposed population. It is, however, assumed that many
new chemicals will not take on public health importance.

Food safety is one of the most important factors for good health. Several serious accidental poisonings
have arisen due to food contaminated by POPs or heavy metals, and long-term low-level exposure can
cause chronic health effects. Furthermore, the microbiological safety of food is crucially important for
public health. The surveillance of foodborne diseases and the monitoring of contamination in the food
chain are, however, inadequate. Reporting of foodborne disease only represents the tip of the iceberg.
A risk-based approach is needed in the management of exposure to chemical hazards. Priority should
be given to assessing those chemicals with the greatest risks for public health, those that accumulate in
the body and those to which chronic exposure at low levels cause adverse health outcomes.

Groups of chemicals that should be considered when assessing the safety of food are pesticide residues,
veterinary drug residues, heavy metals, POPs and other organic contaminants, microbial toxins, food
additives, compounds formed unintentionally during the processing of food, contaminants from
packaging and storage and, last but not least, the major constituents of food itself, such as excess salt,
sugar and fat (2). The inherent toxicity of a substance does not necessarily indicate high public health
concern, as population exposure and vulnerability are also important determinants.

Persistent organic pollutants

POPs have been recognized as a serious concern since the 1960s and 1970s, when
dichlorodiphenyltrichloroethane (DDT) and polychlorinated biphenyls (PCBs) were banned or phased
out in many industrialized countries. Over time, it became clear that this was not sufficient. Besides
staying in the environment for long periods, POPs are prone to accumulate in higher organisms and
to magnify in the food chain: levels increase by several orders of magnitude from sea plankton up the
food chain to people (3). Owing to their semi-volatility and persistence, some are transported through
air and water to locations where they have never been used, such as the Arctic. At high concentrations,
POPs cause reproductive and developmental effects in wild and laboratory animals (4,5). There is more
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uncertainty about health effects in humans at typical levels of exposure, which can be lower than in
some other species.

Among the POPs, polychlorinated dioxins (PCDDs) and dioxin-like chemicals (including polychlorinated
dibenzofurans (PCDFs) and dioxin-like PCBs) appear to have the lowest safety margin and to be the most
likely group to cause adverse effects in humans. During the 1970s, at concentrations 5-10 times higher
than at present, they were possibly the cause of subtle effects such as effects on tooth development
(4,6). The sources of these compounds were the incineration of municipal waste, chlorine gas bleaching
of wood pulp and the metal industries, together with a number of minor sources. Until the 1980s, there
were also important impurities in the production of certain chemicals (PCBs, chlorophenols and their
derivatives). Advances in abatement have been greatest in areas such as waste incineration and the pulp
and paper industry, resulting in the reduction of POP concentrations in environmental samples, including
lake- and seabed sediment layers, fish, fish-eating birds and seals (7). The largest remaining sources are
the metal and cement industries, landfill fires and small-scale wood and biomass burning. There may still
be considerable variations among countries.

There is evidence that developmental effects occur even at the lowest measured POP concentrations (4, 6).
Dioxin levels in human milk provide a long-term average of the body burden because these persistent
compounds accumulate in breast tissue. They are relevant both as an indicator of risk during pregnancy
and for measuring the chemical intake by the breastfed baby. Both of these steps are believed to be
crucial for assessing the risk of developmental effects for the whole population. The most systematic
information on POPs in humans is based on four rounds of human milk analysis studies of dioxins and
PCBs coordinated by WHO (7). Dioxin levels in human milk have decreased in all countries monitored
since 1988 (Fig. 47) (7). Several European countries with higher initial levels have made particularly
dramatic and important reductions. In spite of the decrease, the margin between currently prevalent
and known toxic levels is still narrow enough to be of concern (8).

WHO recognizes this concern. Nevertheless, the net beneficial effect of breastfeeding as the optimal
food source for newborn babies should always be emphasized, especially when sharing information
with the general public (9).

The body burden is clearly age-dependent and is lowest in younger age groups. For older populations
with higher body burdens, the relative risk of cancer, while real, is not very high even at the highest
industrial exposures (70,71). Recent results of studies on families of fishermen indicated that, despite
much higher dioxin and PCB body burdens, mortality (including cancer mortality) was lower than in the
general population, possibly due to the other, beneficial effects of consuming fish (72). In Seveso, Italy,
after a very high level of accidental exposure, there were reports of developmental effects on teeth,
altered sex ratios and a possible increase in some rare types of cancer (73-15).

It is more difficult to assess the health risks of compounds other than dioxins, as the data on both
exposures and effects are less systematic. Organochlorine pesticides or their metabolites can still be
found in human samples in Europe, but the concentrations are low and their health relevance has clearly
decreased (7). Some compounds have more recently come into focus. Polybrominated diphenyl ethers
(PBDEs — flame retardants used in plastics and textiles) were found in human milk at the end of 1990s (7).
Certain brominated diphenylethers, such as tetra- to octa-congeners, are absorbed by different animal
species and bioaccumulate to some extent. They were therefore banned by the European Commission in
2004 and their concentrations in Europe are now decreasing. Even so, continued monitoring is warranted
because there is uncertainty about the metabolic fate of decabromodiphenyl ether (BDE-209), which is
still in production. It is itself very poorly absorbed by biota and fairly rapidly eliminated in humans (76),
but it may be broken down into more toxic forms.
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Fig. 47. Dioxin levels in human milk in selected countries, 1988-2007
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Source: WHO Regional Office for Europe (7).

Another new group of halogenated compounds is perfluorinated alkyl compounds (PFAs), such as
perfluorooctane sulfonate, which were introduced as water repellents and for many other uses. They
are also highly persistent and have been shown to accumulate in animals. Some of these compounds
have, therefore, been voluntarily phased out by industry but are worth monitoring because of their
persistence.

Heavy metals

Heavy metals remain of particular concern, despite being a priority for regulatory measures for decades.
This section focuses on lead, mercury, cadmium and arsenic, for which the evidence on hazardous
properties and population exposures is the most reliable. These four metals differ in their sources and
the potential outcomes of exposure (Table 5) (17).

Table 5. Main sources, potential health problems from exposure and provisional tolerable weekly intake
for arsenic, lead, methylmercury and cadmium

. Contaminated food/water, Neurological and developmental
Arsenic : ) 0.015
some paints disorders

) o Neurodevelopmental and neurological
Lead Air, water, fuels, marine life ) 0.025
disorders; organ damage

Methyl , Neurological and developmental
Fish/seafood ) 0.0016
mercury disorders

i ) Kidney damage, low birth weight,
Cadmium | Contaminated food ) 0.007
spontaneous abortion

Source: WHO Regional Office for Europe (17).

Health and Environment in Europe: Progress Assessment 70



Average intake levels of lead, mercury, cadmium and arsenic in the adult diet in 13 European countries
in the early 2000s are available from the EU scientific cooperation assessment of dietary exposure (18).
In most countries, adult intake levels were typically 10-30% of provisional tolerable weekly intake
(PTWI), but sometimes higher. Data on intake by children are patchy: total intake seems to be lower than
in adults, but intake per unit of body weight is higher (78).

Monitoring of chemical contaminants in food through total diet studies is an established practice in the
Czech Republic. The observed amount of all metals in the total diet of the general population between
1994 and 2007 was far below the PTWI values (Fig. 48) (77). However, young children tend to eat
different types of food, and different amounts per unit of body weight, so these results are not directly

applicable to children under three years of age who are particularly vulnerable to the neurotoxic effects
of chemicals.

Fig. 48. Mean level of selected hazardous metals in the total diet of the general population, Czech
Republic, 1994-2007

0.6

Arsenic (inorganic) Cadmium Lead -e-Mercury

0.5 —

ug/kg body weight/day

0.2

0.1

._0—*—4—0—0\.——0—.‘0——._‘
1994 ' 1996 ' 1998 " 2000 " 2002 " 2004/05

Source: WHO Regional Office for Europe (17).
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The organic form of mercury, methylmercury, appears to be of greatest concern for children notwithstanding
the significant limitations of information on children’s exposure to heavy metals in food. Methylmercury is
highly toxic, particularly to the nervous system; the developing brain is known to be particularly sensitive.
Owing to the transport of mercury through the environment and its bioaccumulation, the main source of
exposure to methylmercury in the general population is diet, in particular through the consumption of fish,
particularly via certain species. It is assumed that all of the mercury in fish is present as methylmercury (78).
Toxicity has been demonstrated at low exposure levels, but fish can also be an important component of a
healthy diet. It is, therefore, essential that clear guidelines for optimal fish consumption levels are widely
publicized (79). Food sources other than fish and seafood products may contain inorganic mercury, which
is considerably less toxic than methylmercury.

The estimated intakes of methylmercury in Europe vary by country and region, depending on the
contamination level and the amount and type of fish consumed. Some population groups may frequently
consume large predatory fish (such as swordfish, tuna and pike), which are at the top of the food chain
and often have a higher concentration of methylmercury. A recent EU assessment (20) suggested that
as many as 1in 20 people may be affected. The study estimated that 1-5% of the general population in
Europe (3 to 15 million people) are over the limit that the EU uses. Even more worrying is the fact that
a proportion of this population, notably Mediterranean fishing communities, have levels ten times as
high as the recommended norm.

The potential negative effects on health from consuming contaminated food can be greatly reduced
by improving the production, processing and handling of food, educating people to limit the intake of
high-risk foods and, as a priority for a longer time span, reducing environmental pollution.

Lead is one of the most dangerous chemicals to children. The most important effect of long-term
exposure is neurotoxicity, particularly during the first two to three years of life when early development
of the central nervous system occurs. Exposure to lead during this time increases the risk of mild mental
retardation, attention deficit hyperactivity disorder and other developmental disabilities (27). An elevated
blood lead level (10 pg/dl or above) has been associated with toxicity in the developing brain and nervous
system of young children, leading to a lower intelligence quotient. More recent evidence indicates that
similar effects may occur below 10 pg/dl and that preventive activities should therefore aim to bring
down the amount of lead in the blood to the lowest possible levels (22). Lead in the environment has
multiple sources, including the combustion of leaded petrol, industrial processes, paint, solder in canned
foods and water pipes. Exposure to lead occurs through a number of pathways (such as air, household
dust, road dirt, soil, water and food). Evaluation of the relative contribution of the different sources is
complex and is likely to differ between areas and population groups.

Exposure to lead in Europe has clearly decreased in the last 20 years following the elimination of tetraethyl
lead as an anti-knock additive in petrol in many countries. Generally, lead in blood levels began to
decline earlier in western European and Scandinavian countries than in eastern Europe, largely due to
the earlier introduction of unleaded petrol. Emission trends from 24 European countries have shown
that total emissions of lead dropped by 90% from 1990 to 2003 (22). In the mid-1980s, a collaborative
study between WHO and the European Commission found levels of lead in children’s blood of 18.2—
18.9 pg/dl in Bulgaria, Hungary and Romania compared to 11.0 pg/dl in Italy and 7.4 ug/dl in Germany
(21). This difference was still evident in the 1990s, with considerably lower levels in France, Germany,
Israel and Sweden compared to Hungary and the Russian Federation (217).

The benefits of switching completely to unleaded petrol are further illustrated by a series of blood lead

measurements in 3700 children living in urban Sweden (Fig. 49) (22). A dramatic decline was observed
between 1978 and 2005, with the first decrease in the early 1980s when unleaded fuel was introduced.
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Residual exposure to re-suspended lead disappeared only after the complete elimination of leaded petrol
from the market in 1994.

Although many countries have applied systematic interventions to phase out industrial sources of lead
emissions, leaded petrol still exists in some countries in the east of the Region. For example, it will not
be completely phased out in Montenegro and Serbia until 2015. Furthermore, measurements of blood
lead levels in children living near hot-spots show that plumbing and local industries continue to be
important sources of concern in some countries (e.g. Bulgaria, Poland, Russian Federation, The former
Yugoslav Republic of Macedonia, Ukraine) (27). Although lead levels in people show a decrease in all
these countries, it is difficult to assess progress owing to a lack of systematic human bio-monitoring.

Regular population-based surveys of lead in blood, and monitoring of other chemicals of concern, using
uniform protocols specific to various age groups, would greatly enhance the ability to assess exposure

and trends as well as the potential health impacts and effectiveness of policy measures.

Fig. 49. Blood lead levels in Swedish children, 1978-20052
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Microbial contamination of food

Although a strong theme in this chapter is chemical contamination of food, it is essential that exposure
to hazardous microbiological agents in food should not be overlooked. Foodborne disease caused by
microbes, both sporadic cases and outbreaks, is very common throughout the Region, even in countries
with high hygiene standards. The most common clinical presentation of microbiological foodborne
diseases takes the form of gastrointestinal symptoms, but such diseases can also lead to chronic symptoms
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including arthritis, neurological or immunological disorders and cancer as well as septicaemia, multi-organ
failure and death. Foodborne outbreaks are about an order of magnitude commoner than waterborne
episodes, although fewer people are typically involved in each foodborne outbreak.

The global burden of foodborne diseases and itsimpact on development and trade are currently unknown.
Data are sparse and only cover people who have sought medical care and who have received an accurate
diagnosis, provided the reporting system is operational and efficient. Reliable epidemiological data are,
however, urgently needed to enable policy-makers as well as other stakeholders to develop, monitor
and evaluate food safety measures intended to prevent and control foodborne disease. In response
to this need, the WHO Department of Food Safety and Zoonoses has, in collaboration with multiple
partners, launched a new Initiative to Estimate the Global Burden of Foodborne Disease (Box 4) (23).

Box 4. Microbiological contamination and foodborne illness

The aims of the Initiative to Estimate the Global Burden of Foodborne Diseases are to:
(i) obtain reliable epidemiological estimates on current, projected and averted morbidity, disability

and mortality of foodborne diseases;
(i) provide countries with simple, user-friendly tools to conduct their own foodborne disease
burden studies and examine the effectiveness of their prevention and intervention efforts.

Source: World Health Organization (23).

Food safety and chemical safety aspects of heavy metals: policy analysis

The policy survey covers the following four topics from regional priority goal IV: food safety, chemical
safety of pesticides, chemical safety of heavy metals (especially lead and mercury) and environmental
noise. Two additional policy topics were also covered: ultraviolet radiation and radon in dwellings.
The WHO working group agreed to consider them optional and hence beyond of the scope of this
assessment (24).

Thirty-seven Member States responded to the four core policy topics, although not necessarily to all of
them (for more information see Annex 1). The focus here is on food safety, the chemical safety of heavy
metals and environmental noise and countries’ policy profiles are analysed along the six key aspects (for
the methods, see Annex 2).

The policy profiles for food safety and chemical safety of heavy metals (lead and mercury) revealed
rather distinct patterns (Fig. 50). Food safety, with its symmetrical profile and high scores on all aspects
except equity considerations, shows that this topic has been the focus of public policy throughout the
Region. Overall, this was the topic with the highest scores of all EH policy topics screened using the
WHO survey. For heavy metals, the scores are lower and the patterns differ substantially among the
country groupings, reflecting the lack of a comprehensive approach to this topic as an environmental
public health issue.

Public governance

The high scores on policy development in all country groupings indicate the importance of food safety
for many decades in the Member States. A closer look at national policy measures shows that compliance
with food safety standards, regulations and international commitments both at EU and Region-wide level
(the Codex Alimentarius (25)) is the most frequently reported objective (85-100%). The same holds true
for policy on modern approaches to risk management through the implementation of Hazard Analysis
and Critical Control Point system in food industries (26), although the rates in the newly independent
states are lower.
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Fig. 50. Profiles for food safety and chemical safety of heavy metals policy along the six aspects, by
country grouping
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Policy objectives related to the control, reduction and abatement of contaminants in primary production
were reported to a less extent (75-90%) and so were those on food safety education for industry.
Food safety education for primary producers was also of limited policy focus (45-70%). These lower
rates are troubling as both the WHO/Food and Agriculture Organization’s (FAO) food safety guidelines
(27) and European Community legislation (28,29) emphasize the benefits of integrated risk prevention
throughout the entire food chain up to the consumer. Preparedness and response to emergencies, to
ensure the protection of health, was subject to greater policy focus in EurG-A and EurG-B countries than
in the other Member States.

Where the scope of food safety policies is concerned, the key health issues covered reflect historical
trends. Most countries have policies for traditional infectious diseases such as salmonellosis and
clostridium botulism as well as for chemical contaminants such as heavy metals and pesticides. Specific
policies for listeriosis and brucellosis have also generally been adopted, with the exception of the EurG-
D grouping where they were less often reported. EU countries reported policies for campylobacteriosis
and POPs to a greater extent than the other two groupings. Policies covering emerging issues, such as
antimicrobial resistance, are only evident in the EurG-A grouping.

With respect to policy objectives regarding heavy metals, as with most other topics compliance with
international commitments such as the Convention on Long-Range Transboundary Air Pollution (30) and
EU legislation is at the top of the policy agenda across the Region, with rates of 80-85%. There was
less prevention and reduction of health risks (60-80%), with the highest rates in the newly independent
states. There were many fewer reports of policy measures relating to education in personal protection
and in healthy behaviour, notably in the EurG-B and EurG-C groupings (20% and 15%, respectively).
National laws and regulations regarding chemicals in the newly independent states have generally been
inherited from the Soviet era and are in need of further modernization and harmonization to meet
present international requirements (37).

Only EurG-A countries focus on regulations to control products containing heavy metals throughout
their entire life-cycles (classification, labelling, packaging, marketing, storage, use, distribution, trade
and disposal) (85%). EurG-C countries lack important objectives for their policy measures, especially the
control and disposal of stocks of outdated products and preparedness and response to emergencies.
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The scope of chemical safety measures (i.e. key health-environment issues covered in the policies) differ
for lead and mercury and between country groupings. All countries have reported lead in petrol as a
key policy issue, yet it is still used in many countries (Fig. 51). Only the EurG-A countries have effectively
phased out leaded petrol, and the consequences are apparent from the trends in population exposure to
lead. The use of lead in industry and in consumer products has a very long tradition, and the difficulties
in phasing it out are most probably the reason for differences in country rates.

Fig. 51. Scope of policy measures on chemical safety aspects of lead, by country grouping
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So far as mercury is concerned, EurG-A and EurG-B countries have harmonized their legislation, notably
as regards the intentional use of mercury in industrial processes and in consumer products (Fig. 52).
In response to continuing concern over mercury exposure, the European Commission has proposed a
regulation to ban the export of mercury in the EU and to ensure the safe storage of surplus mercury.
This has been confirmed by the European Parliament and will take effect in March 2011 (32). Significant
gaps remain regarding key health issues in national policies, in particular in EurG-C countries, including
the intentional use of mercury in industry and consumer products, as well as pollution hotspots.

Fig. 52. Scope of policy measures on chemical safety aspects of mercury, by country grouping
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On average, 70% of the countries reported that they had legislation in place concerning food safety and
the chemical safety aspects of lead and mercury (Fig. 53). Few other policies were reported for heavy
metals. The number of action plans or guidelines is somewhat higher for food safety. Legislation on heavy
metals is generally somewhat older than food safety legislation, reflecting rapid recent developments
within food safety policy. As the environmental health situation varies widely in Europe, a further analysis
of the reported types of legislation shows that regulations covering mercury are more widespread in
EurG-A and EurG-B countries than in the EurG-C or EurG-D groupings, while the differences are less
marked for lead.

Fig. 53. Types of policy instrument for food safety, mercury and lead
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Food safety was among the first environmental health issues to be globalized. Since the food trade is
extensive and requires common ground for quality and safety issues, FAO established the following
three global standards on food safety:

- the Codex Alimentarius for food (25);

- the International Plant Protection Convention for plants; and

- the World Organisation for Animal Health for animals.

The Codex Alimentarius Commission sets hundreds of food standards, guidelines and codes of practice
covering all parts of the global food chain from the producer to the consumer. It has also set more than
1000 maximum limits for food additives and more than 3000 maximum residue limits for pesticides and
veterinary drugs.

The three bodies together help countries to comply with the World Trade Organization’s Agreement
on the Application of Sanitary and Phyto-sanitary Measures. This recognizes a country’s right to restrict
trade in order to protect human, plant and animal health, but any regulations must be based on
sound science and international agreements and not used simply to restrict trade. As stated above,
global standards drive the compliance policies of the Member States. They are also the basis for the
EU integrated approach to food safety, which aims to assure a high level of food safety, animal health,
animal welfare and plant health through coherent farm-to-table measures and adequate monitoring,
while also ensuring the effective functioning of the internal market.
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The WHO Regional Office for Europe has developed the European Action Plan for Food and Nutrition
Policy (33), establishing nutrition, food safety and food security goals. It provides a coherent set of
integrated action spanning different government sectors and involving public and private actors. Member
States take these into account when setting their own national policies for health system governance, as
do international organizations at the regional and global levels.

The 1998 Aarhus Protocol on Heavy Metals (34), adopted within the framework of the Convention on
Long-Range Transboundary Air Pollution (30), aimed at limiting emissions of mercury, lead and cadmium
in Europe and North America. The Protocol lays down stringent limit values for emissions from stationary
sources and indicates the best available techniques for these sources, such as special filters or scrubbers
for combustion sources or mercury-free processes. The Protocol also requires Parties to phase out leaded
petrol. This Protocol is yet to be signed and ratified by many EurG-C and EurG-D countries.

The Strategic Approach to International Chemicals Management (35) is an international mechanism of
growing importance for improvements to health. It focuses on safe and environmentally sound waste
management, the sound management of obsolete pesticides and other obsolete chemicals, and the
development of the global legal instrument on mercury (36).

European Community Directives 2002/95/EC (37) and 2002/96/EC (38) are also important tools in helping
to limit exposure to heavy metals, especially mercury and lead, through restricting the use of hazardous
substances in electrical and electronic equipment and promoting the collection and recycling of such
equipment.

Measures in cases of non-compliance with existing policies are quite similar across the Region, both as
regards food safety and the chemical safety aspects of lead and mercury. The food safety measures score
much higher than those on lead and mercury.

Penalties for infringement of the legal provisions regarding food safety are highest in the EurG-D countries.
EurG-A countries tend to rely more on this approach than EurG-B and EurG-C countries. The EurG-A and
EurG-D groupings reported a lower rate than the other two groupings for remedial measures to reduce
or eliminate the risk of non-compliance, instead placing greater policy priority on the rectification of
problems at source.

There are considerable shortcomings with the enforcement of and compliance with safety policies covering
lead and mercury; the EurG-C countries in particular reported these as being under-provided. As with
other policy topics, the penalties for infringement were highest in the EurG-D countries. The prohibition
or restricted use of food, water and products contaminated with heavy metals which endanger health are
the most common measures in EurG-A countries. EurG-B and EurG-D countries reported an 80% rate of
remedial measures to reduce or eliminate the risk of non-compliance.

For heavy metals, it is notable that, to a greater extent than the other groupings, the newly independent
states tended to report that (i) immediate investigations were carried out to identify the cause of the
environmental contamination, (ii) mandatory reporting was required, and (iii) a competent authority
existed. However, as concluded by the WHO meeting on chemical safety in newly independent states,
although most countries have laws regarding the safe production, transport and trade of chemicals, their
enforcement falls under the authority of different ministries (e.g. of the interior, transport, trade, health,
environment, labour, customs and agriculture) and communication among them is often inadequate for
the effective management of chemical risks (37).

Furthermore, with the primary reliance of law enforcement authorities on existing skills for inspection (e.qg.
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sanitary, veterinarian, environmental and ecological), there is wide variability in the levels of inspection,
law enforcement and compliance. Some sub-laws and other legal acts contain varying standards for
pollutants in various media. Evidently, however, there are often no standards for monitoring and evaluating
newly emerging pollutants.

Healthy public policy

All country groupings scored much higher on policy accountability for health and the involvement of the
health sector in food safety, thus indicating a great degree of health policy integration in the countries (Fig.
50). In contrast, the heavy metal policy scores are rather low, reflecting very fragmented consideration
of health issues in national policies on this topic, particularly in EurG-C countries. All country groupings
except the newly independent states gave low scores with respect to involvement of the health sector.

The most common evaluation methods in all country groupings are those based on foodborne disease
surveillance and monitoring systems for microbiological and chemical food contamination, with all their
deficiencies. However, actually using this information to identify and assess food-related health risks and
the effectiveness of policy action is the most infrequent measure reported. As already noted, more effort
is needed to use food monitoring data effectively to assess exposure to food contaminants in different
population groups. Furthermore, national foodborne disease surveillance and food contamination systems
need to be strengthened, notably regarding better integration of laboratory-based surveillance and better
collaboration among health, veterinary and food-related disciplines.

The monitoring of progress under the policy, using specific food safety indicators and periodic reviews of
policy obligations and targets, was reported as a common practice in EurG-A and EurG-B countries, who
also reported greater use of systems for monitoring antimicrobial resistance in food bacteria.

The health accountability of policies on chemical safety of lead and mercury is weak throughout the
Region. This is the result of poor monitoring systems, both of heavy metals in the physical environment
and even more so regarding exposure and bio-monitoring (Fig. 54). EurG-A and EurG-B groupings have
put more emphasis on heavy metals monitoring, the use of health-relevant indicators, and periodic
reports to review policy targets. EurG-C countries reported the most infrequent use of several health
accountability measures. The only exception was for the surveillance of heavy metals poisonings. A similar
pattern appears within the EurG-D grouping.

The health sector's involvement throughout the food safety policy cycle is very high across the Region
(Fig. 55A). This likely reflects the focus on independent governmental food safety control in society,
both with the aim of maintaining health, and also to fulfil safety and quality standards of food- and
feed-stuffs as traded goods. The lower extent of health sector involvement reported by new EU member
states might be explained by some challenges in communication between the health sector and the
relatively new national food safety authorities. Newly independent states reported a very high health
sector involvement.

The involvement of the health sector in policies related to heavy metals is low for all groupings except
the newly independent states (Fig. 55B), suggesting that other sectors are generally responsible for
monitoring and enforcing these policies in the Region.

For food safety policies, equity issues are higher on the agenda in the EurG-C grouping than elsewhere:
several EurG-C countries reported policies targeted directly at children, including education about food
safety in schools. As regards heavy metal policies, EurG-B and EurG-D countries reported a focus on
pollution hotspots and on children, most probably because of country-specific environmental health
issues and priorities.
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Fig. 54. Measures for health accountability for policies covering heavy metals, by country grouping
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Fig. 55. Reported involvement of the health sector in policies covering A) food safety and B) the chemical
safety aspects of lead and mercury, by country grouping
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Transparency and communication

Information to the public has a high priority in food safety policies. The slightly lower overall scores for
EurG-C and EurG-D countries are mainly due to a lower focus on consumer information and food safety
campaigns.

The EurG-A and EurG-B countries reached significantly higher scores than the other countries on
information to the public about heavy metals. Most of these countries have reported information on
action programmes and plans to reduce heavy metals, publish regular public reports on heavy metals
in food, water and the air and promote action on the protection of public health and prevention of
contamination from heavy metals. Only a few countries in the EurG-C and EurG-D groupings take action
in this field. Another important issue could be that EurG-C and EurG-D countries have no monitoring
results to communicate.

The European Pollutant Emission Register (39) is becoming increasingly important. This Europe-wide
register provides easily accessible key environmental data from industrial facilities in EU member states
and in Iceland, Liechtenstein and Norway, and contributes to transparency and public participation in
environmental decision-making. For the European Community it implements the Pollutant Release and
Transfer Registries Protocol (40) to the Aarhus Convention on Access to Information, Public Participationin
Decision-making and Access to Justice in Environmental Matters (47). The Protocol became international
law, binding its Parties on 8 October 2009.

An assessment of exposure to mercury and the environmental and health effects has never been carried
out at European level. Moreover, the status of the implementation of the Aarhus Protocol on Heavy
Metals (34) is quite weak in parts of Europe, so it cannot be expected that such an assessment will be
completed within the next few years.

Overall progress

Several environmental hazards, including POPs, some chemicals found in food and lead, have been
monitored fairly systematically in the Region for some time. The data indicate that exposures have
generally declined since the implementation of remedial programmes and policies. This provides evidence
for the feasibility and effectiveness of risk prevention policies and for the importance of expanding
monitoring — both for exposure to environmental hazards and for health outcomes.

While food safety issues are high on the environmental health agenda throughout the Region, health-
related aspects of heavy metals are less intensively addressed. The lack of political priority given to these
issues is not consistent with the available data on existing exposures or their potential health effects.
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Environmental noise

Noise has emerged as the leading environmental nuisance in Europe, and excessive noise is an increasingly
common public complaint.

Exposure to environmental noise and its health effects

Environmental noise is one of the most frequently complained about environmental hazards in Europe.
In the EU member states, Iceland, Norway, Switzerland and Turkey, one in four households reports
being annoyed by noise from neighbours or from the street (7), with the percentage of the population
complaining about noise ranging from 12% (in Hungary, Iceland, Ireland and Norway) to 31% (in
Cyprus and Romania). People so exposed are at risk of adverse health impacts such as annoyance,
sleep disturbance, learning impairment, cardiovascular disorders, hearing impairment and tinnitus. No
notable decrease in the percentage of the population at risk was apparent in the countries surveyed
during the period 2004-2008.

A good night’s sleep is essential for health and well-being. Night-time noise disturbs normal sleep
patterns and diminishes the quality of sleep. According to the strategic noise mapping database (2),
one in five persons living in relatively large cities (>250 000 inhabitants) is exposed to a night noise
level higher than 55dB Lot — the noise indicator for night time as defined by the EU directive on
environmental noise of 2002 (3) and the interim target of WHO's Night noise guidelines for Europe (4)
(Fig. 56). Exposure to noise levels higher than the interim target level is dangerous for public health:
adverse health effects occur frequently, and a sizeable proportion of the population is highly annoyed
and suffers sleep disturbance. There is epidemiological evidence that the risk of cardiovascular disease
increases at this high level of exposure.

According to the preliminary results of the multinational Environmental Burden of Disease in Europe
pilot project, environmental noise is the third largest environmental burden of disease (after ambient air
pollution and exposure to SHS in six European countries), as expressed in DALYs (5).

Strategic noise mapping data show remarkable variations in the percentages of populations exposed to
high levels of noise, both between cities and between countries. Specific data concerning population
exposure to noise from airports also show large differences resulting from location and type of aircraft.
These variations indicate that substantial improvements can come from appropriate remediation action
by local and central governments.

Member States are encouraged to develop and implement action plans to reduce the proportion of
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their populations exposed to levels over the interim target (Lnight=55dB) in the context of meeting wider
sustainable development objectives. It is highly recommended that risk assessment and management
activities should be carried out at local and national levels. These should target the exposed population,
and aim to reduce night noise to the levels recommended by WHO in its night noise guidelines.

Fig. 56. Percentage of people exposed to a night noise level of L, >55dB from roads in European
agglomerations with populations of =250 000
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Note. L, is the noise indicator for night time as defined by the EU directive on environmental noise (3).

Source: European Environment Agency (2).

Policies on environmental noise

Noise policies differ widely among different European country groups (Fig. 57). While the number of
policies covering noise might be substantial, their implementation and enforcement, involvement of the
health sector and health accountability are weak in EurG-C countries, and not particularly good in other
country groups.

Public governance

It is not unexpected that EurG-A and EurG-B countries generally have noise pollution policies covering
a wider range of key issues than EurG-C and EurG-D countries (Fig. 58). However, fewer than half
of the European countries have policies dealing directly with the reduction of health risks or the
prevention of noise.
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Fig. 57. Policy profile for environmental noise, by country grouping
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Fig. 58. Scope of policy measures on noise, by country grouping
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Most EurG-A and EurG-B countries reported that their environmental noise regulations were enforced,
mainly because of recent EU legislation in the field. It is striking that enforcement was rarely reported
from any EurG-C country, perhaps reflecting a lack of policy attention given to noise in these
countries. Remarkably, no EurG-C country has yet published a report describing the health risks of

environmental noise.

Legislation is the most common policy instrument for dealing with noise throughout Europe. Other

instruments, such as action plans, only exist in a limited number of countries (Fig. 59).

Non-compliance measures differ among country groups (Fig. 60). In the EU, more emphasis is put on
control activities. The questionnaire did not list the development of action plans as an option in the case
of non-compliance. EU legislation does, however, give member states an opportunity to address local
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noise issues by drawing up action plans to reduce noise where necessary and maintain environmental
noise quality where it is good (3).

Fig. 59. Policy instruments deployed to combat noise
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Fig. 60. Measures to ensure policy compliance for noise, by country group
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The first EU directive on environmental noise was a relatively modern policy instrument, requiring the
competent authorities in member states to produce strategic noise maps on the basis of harmonized
indicators, to inform the public about exposure to noise and its effects, and to draw up action plans
to address issues related to noise. This directive, together with the establishment of European expert
networks and a renewed focus on engine and tyre technology in relation to noise, have put noise higher
on the European environmental health agenda.

After several years of effort, the Regional Office has also developed guidelines for night noise to help

countries recognize and address issues related to noise and health. The guidelines present ground-
breaking evidence of the damage that exposure to night noise can have on people’s health. They
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also provide recommendations to countries for introducing night noise limits, thus supporting the
implementation of the EU Directive which requires countries to map hotspots of noise and reduce
exposure but does not set any limit values.

Healthy public policy

Noise has not traditionally been high on the healthy public policy agenda. This is evident in the answers
from different country groups, even if some of the results from EU member states could be considered
the results of the integration of noise policies into other sectors. The score in EurG-C countries is
particularly low.

There are differences in various national approaches to health accountability (Fig. 61). Some EurG-A and
EurG-B countries have chosen a variety of measures to monitor progress towards policy targets. EurG-D
countries, on the other hand, place greater emphasis on disseminating information about the health
risks and publishing periodic reports on noise as an environmental health problem. Notably, the survey
results from EurG-D countries do not correspond with European noise data published so far, nor with
other data reported in the same survey. Periodic reports on noise issues, published in EurG-D countries,
are quite rare.

Fig. 61. Health accountability measures for noise policies, by country grouping
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The involvement of the health sector in noise-related policies is seen particularly in EurG-B and EurG-D
countries, where the health sector has wide responsibilities from policy formulation and implementation
to control, evaluation and dissemination of information. For EurG-A countries, this responsibility lies,
to a larger extent, with other sectors. For EurG-C countries, it is unclear whether any responsibility for
noise exists in any country (Fig. 62).

EurG-B countries have put more emphasis on equity in their noise policies than the other country
groups. In these countries, policies focus more on groups at serious risk from high noise levels and
children. Noise may to a certain extent be considered a universal issue, involving the promotion of noise-
free environments for all. On the other hand, in order to start work on reducing the risks of noise to
health, it will be necessary to give priority to certain areas or groups at risk.
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Fig. 62. Reported health sector involvement in noise policy, by country grouping
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The lack of publicly available noise maps and of other information on noise explains the low score of the
EurG-C and EurG-D countries. For EurG-A and EurG-B countries, the Noise Observation and Information
Service for Europe (NOISE) (2) database provides, through the European Environment Agency, a picture
of the number of people exposed to noise generated by air, rail and road traffic across Europe and in
102 large urban agglomerations. Compiling information from 19 of the 32 European Environment
Agency member countries, the NOISE database represents a major step towards a comprehensive pan-
European service.

Information on noise and health in the eastern part of the Region is generally unacceptably poor. There is
a lack of relevant published information regarding current exposure and effects, the distribution of effects
and mitigation measures. Noise policies are under development. The most promising tool so far is the
EU directive on environmental noise with its noise maps. The international regulations on noise sources
have succeeded in limiting transport-related emissions such as noise from lorries, outdoor machinery,
aeroplanes and trains. Some progress on tyre noise has been made as well as on motorcycles.
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Occupational health
Work-related health problems

The health and safety of European populations are significantly affected by their working environments.
According to the Labour Force Survey (7), 8.6% of workers in the EU member states have experienced
a work-related health problem and 3.2% have had one or more accidents resulting in injury in the 12
months preceding the survey. Musculoskeletal disorders and mental disorders are the most common
self-reported work-related health problems in the United Kingdom (2). According to the WHO analysis,
between 3% and 30-40% of some widespread diseases can be attributed to occupational health
hazards (Fig. 63) (3).

Fig. 63. Percentage of selected diseases and injuries attributable to occupational causes (listed in brackets)
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Source: World Health Organization (3).

Differences in the classification of occupational morbidity make intercountry comparisons of most
occupational diseases difficult. Relatively reliable data on mortality due to work-related accidents do,
however, show a 50% decrease in the average death rate in the Region between 1990 and 2007 (Fig. 64)
(4). These data also show a substantial gap between mortality in the EurA and EurB+C regions. The gap
narrowed from over 100% in 1990 to 75% in 2008 (5). This positive trend in the health indicators has to
a large extent been the result of better health and safety conditions at work (6). Such improvements were
perceived by 57% of adults in the EU who were interviewed in June 2009 (7), although the perception of
improvements ranged widely between countries, from 15% in Bulgaria to 83% in Ireland.
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Fig. 64. Death rates due to work-related accidents in the WHO European Region, 1990-2007
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Young workers run a 50% higher risk of a non-fatal workplace accident or injury than older workers
(8). This arises from lack of experience, immaturity or a limited awareness of existing or potential risks.
Moreover, working methods, tools and equipment are normally designed for adults, exposing young
people to a greater risk of fatigue, injury and accidents.

From the population health point of view, young workers constitute a small but important part of the
total workforce. There are some 20 million workers aged 15-24 years in the EU (8). Accidents were
most frequent among the group aged 15-24 years, while other work-related health problems were
least frequent in this group. This section considers their health and working conditions in Europe, and in
doing so draws on data for non-fatal work injuries. Using these data, an overview is given of the health
implications of a broader range of work-related hazards.

Adverse health effects are generally more persistent and severe when exposure occurs during childhood,
owing to the higher sensitivity of children’s developing organs to toxic agents and other workplace hazards.
Various diseases, including chronic musculoskeletal disorders, have serious implications for work-related
diseases during later life. These long-term consequences of workplace hazards on the future health of young
workers are not captured by the data on the incidence of work-related injuries among young people.

Between 1995 and 2005, there were no, or only slightly declining, trends in the standardized incidence
of work injuries in employees aged under 18 years and 18-24 years (Fig. 65) (8). In most countries, this
trend was more noticeable in the group aged 18-24 years. In both age groups, the rates of injury varied
substantially between countries. Reporting systems are not, however, fully standardized, which should
be borne in mind when interpreting the data.
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Fig. 65. Incidence of work injuries among employees aged under 18 years and 18-24 years, 1995-2005
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Child labour is relatively underreported owing to the lack of reliable information about the number
of child workers, especially in WHO Member States in eastern Europe, the Caucasus and central Asia.
Reports from UNICEF and the International Labour Organization (ILO) indicate that the magnitude and
seriousness of child labour is of significant concern in certain part of the Region. The worst forms of
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child labour should be considered a serious public health problem, according to ILO Convention 182 (9),
because they can result in injuries and premature death as well as in loss of opportunities for education
and social development.

Policy considerations

Member States are urged to establish specific programmes for occupational health and safety, giving
particular attention to young workers. CEHAPE’s regional priority goal IV aims to reduce the risk of
disease and disability arising from, among other things, hazardous working environments during
pregnancy, childhood and adolescence. The Plan also emphasizes the elimination of the worst forms
of child labour (70). Both the WHO Global Strategy on Occupational Health for All (77) and the WHO
Global Plan of Action on Workers’ Health recognize child workers and young employees as high-risk
groups and recommend the elimination of hazardous forms of labour (72).

According to the EC Directive on the Protection of Young People (94/33/EC), employers in EU member
states are obliged to guarantee that work is not harmful to the safety, health or development of young
people as a consequence of their lack of experience or awareness of existing or potential risks, or the
fact that their body systems are not yet fully mature. Vocational guidance or training programmes
should be available (73).

Almost all WHO European Member States have ratified ILO Convention No. 182 on the Worst Forms
of Child Labour Convention (1999) (9) and ILO Convention No. 138 on the Minimum Age (1974) (14),
and major progress has been made towards the elimination of the worst forms of child labour. There
are, however, still problems, including hazardous work, prostitution and other “worst forms” of child
labour within the Region. The seven million adolescents aged 15-17 years who are legally employed in
the Region require special protection to ensure that their health, safety, morals and schooling are not
jeopardized.

The protection of children and young people at work requires health and safety promotion campaigns
to raise the awareness of employers, young employees and their parents about occupational health
hazards. These campaigns should be complemented by health education and training for young
people at work. Moreover, there is a need to monitor the effectiveness of campaigns, legislation and
enforcement action.
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Implementing the Children’s Environment
and Health Action Plan for Europe: the role
of intersectoral collaboration

As part of the follow-up to the Budapest Conference commitments, many Member States prepared
national children’s environment and health action plans. To assess the status of and challenges in the
integrated policy action on children’s health and environment, the Regional Office conducted a survey
in the Member States in the autumn of 2009. A total of 42 Member States' responded to the CEHAPE
survey (Annex 1); four further countries responded after the deadline (marked on the map in Fig. 66 but
not included in the analysis).

Fig. 66. National CEHAP programmes across the WHO European Region
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Note. Based on responses from 46 countries; data from 4 countries arrived too late to be used in the analysis.

1 Respondent countries by EurG grouping:
- EurG-A: Andorra, Austria, Belgium, Denmark, Finland, France, Germany, Greece, Ireland, Italy, Luxembourg, the Nether-
lands, Norway, Portugal, Spain, Switzerland and the United Kingdom;
- EurG-B: Bulgaria, Cyprus, Czech Republic, Estonia, Hungary, Latvia, Lithuania, Malta, Poland, Slovakia and Slovenia;
- EurG-C: Albania, Bosnia and Herzegovina, Croatia, Israel, Serbia, The former Yugoslav Republic of Macedonia and Turkey;
- EurG-D: Armenia, Azerbaijan, Kyrgyzstan, Republic of Moldova, Tajikistan, Turkmenistan and Uzbekistan.
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National CEHAP programmes

Overall, 38 out of 42 Member States have either developed (n=28) or are currently developing (n=10)
national children’s environment and health action plans (Fig. 66). However, while EurG-A, B and C countries
mostly have their national CEHAPs ready, many countries in EurG-D are still developing them.

Across the Region, national CEHAPs are predominantly (74%) a part of existing national environment
and health action plans (NEHAP) or other national policies and action plans, rather than stand-alone
action plans. The vast majority of existing and developing CEHAPs are national in scope while also
including strong sub-national components.

Only half of the participating countries are involving young people in developing their national CEHAP
programmes for action to safeguard children’s health and environment. Young people have been
involved in the development of CEHAPs in at least half of the EurG-C and EurG-D countries, but much
less frequently in EurG-A and EurG-B countries.

The level of implementation of existing CEHAPs varies across the Region, with about 70% of respondents
reporting medium or high levels. EurG-A and EurG-B countries reported mainly medium to high implementation
rates, while countries in EurG-C and EurG-D assessed implementation as either medium or low.

Since the adoption of the CEHAPE in 2004, Member States have reported a wealth of national
developments in the field of environment and health as a contribution to achieving the four regional
priority goals. Most countries (60%) addressed all four goals, while some focused their efforts on a
few national priorities. Policy measures range from legislation (including, for example, harmonization
with EU legislation), action plans and strategies to research initiatives, awareness-raising campaigns,
monitoring of exposure, health surveillance, health promotion programmes, etc.

Impact of CEHAPE

According to an assessment made by the environment and health focal points in Europe, the CEHAPE as
a European policy platform has had a broad range of impacts at national and sub-national levels across
the Region. It has stimulated coordinated action on children’s health that cuts across departmental and
sectoral boundaries and involves different levels of government in countries (Fig. 67).

Fig. 67. Policy action areas positively influenced by the CEHAPE, by country grouping
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CEHAPE has positively influenced interventions to decrease environmental risks to children’s health
(90%), development of EH information and monitoring systems (95%), public information and
awareness (95%), national policy-making (80%) and intersectoral collaboration (90%). Improvements in
intersectoral collaboration have mainly occurred between the health and environment sectors, followed
by transport and education. Interestingly, CEHAPE seems to have strongly influenced countries in the
EU and western Europe to develop national CEHAPs. CEHAPE has also prompted action on the regional
and local scale in 60% of countries.

Across the Region, the policy areas least influenced by CEHAPE were (i) collaboration with other countries
sharing similar problems and (ii) the mobilization of human and/or financial resources: one quarter of
the responding countries failed to mobilize such resources for EH issues.

Challenges in implementing CEHAPE

While the challenges in implementing the CEHAPE nationally vary from country to country (Fig. 68), they
are found in all the groups of countries and include the following.

¢ Insufficient human and/or financial resources are the most commonly reported challenge (70%) which,
together with insufficient capacity to implement the plans, underlines that the continued commitment
of all partners is urgently required for successful CEHAPE implementation in the countries.

* Low relative importance compared to other policy processes makes it difficult to focus on
implementation in half of the countries (although this is not the case in EurG-D countries).

e Despite the positive influence of CEHAPE in bringing together diverse sectors and stakeholders,
inadequate intersectoral collaboration continues to be a challenge to EH action in as many as half
of the countries in the Region.

e Low awareness about the CEHAPE process is reported by a quarter of the countries.

e Unsustainable action within the time-frame of specific activities prevents long-term improvements
in environment and health in 20% of countries.

* Insufficient political support in 20% of countries is an obstacle for putting in place integrated action.

Fig. 68. Main challenges in taking action under the CEHAPE, by country grouping
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There is a steep east-west gradient, with the lowest capacity available for implementation in the
newly independent states. Furthermore, insufficient intersectoral collaboration also hinders CEHAPE
implementation across the Region, although this is much less of a problem in EurG-A than in the other
groupings.

WHO support to CEHAPE implementation

As a consequence of the above-mentioned gradient across countries in their capacity to deal with EH
issues, requests for WHO support for activities in this field were particularly frequent from EurG-B, EurG-
C and EurG-D countries. This was, however, mainly in regard to the planning of action.

Addressing cross-cutting issues

In anticipation of the Fifth Ministerial Conference on Environment and Health in 2010, many countries
have already begun addressing cross-cutting issues in their national policy-making processes on
environment and health (Fig. 69). These include collaboration with other stakeholders, socioeconomic
inequalities, public information and advocacy, involvement of sectors other than environment and
health, gender issues and involvement of local authorities (for example, through the decentralization
of action, allocation of funds and enabling of local decision-making). There is a general trend across
the Region towards involving sectors other than environment and health, such as local authorities, and
collaboration with new stakeholders such as nongovernmental organizations. Gender issues remain,
however, rather low on the policy agenda (only one third of the countries considered them) and not
enough attention is paid to socioeconomic inequities, particularly in the newly independent states.
Public information and advocacy issues were mostly considered in the western part of the Region and
the EU12 countries.

Fig. 69. Cross-cutting issues of relevance to children’s environment and health already being addressed
in national policy processes, by country grouping
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Member States made the following main recommendations for strengthening CEHAPE and its impact
in the countries:
* the regional priority goals should be revised to reflect emerging and cross-cutting issues as well as
sub-national priorities;
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e tools should be prepared for evidence-based action as part of CEHAPE;

* exchange of experience should be fostered on initiatives to improve children’s environment and
health;

e the integration of CEHAPE in other international processes should be improved; and
stronger leadership and technical support should be provided by WHO (especially in EurG-B, C and D).

As already noted, implementing CEHAPE involves a wide range of economic and governmental sectors,
so that intersectoral collaboration is of paramount importance. The following section provides insight
into existing country structures and mechanisms for intersectoral collaboration, based on the WHO EH
policy survey.

Intersectoral collaboration on health

All Member States reported the involvement of different economic and governmental sectors in health-
related policy programmes. The majority of integrated country policy programmes connect environmental
topics to relevant health issues such as the NEHAP, CEHAP and environmental action plans, thus bringing
together the environment and health sectors. Agriculture, education and transport are other sectors
commonly involved in health-related integrated policy programmes (Fig. 70). EurG-C countries reported
a high rate of programmes involving the labour sector, and EurG-D countries reported the highest rate
of involvement of the industrial sector.

Fig.70. Sectors involved in health-related intersectoral programmes in the countries
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Almost all countries have organizational arrangements in place to facilitate the working relationships

between government bodies and stakeholders. Structures for intersectoral collaboration can be
involved in institutional infrastructures to a greater or lower extent and be based on more or less formal
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arrangements. The following options were considered: (i) advisory groups with a clear (presumably
greater) mandate involving dedicated departments from relevant administrations; (i) structures involving
the departments and working on an informal basis; (iii) working groups with a clear, although limited,
mandate involving representatives of different sectors; and (iv) structures involving representatives of
various sectors working on an informal basis. For the health sector, the existence of a dedicated unit in
the ministry of health dealing with health integration in other sectors and policies was also considered.

While structures were used in various ways across the Region (Fig. 71), the most common were
multisectoral working groups with a clear mandate (60%). Interdepartmental advisory groups were the
least common collaborative structure (25%). More than half of the countries reported the existence of
a dedicated unit in the ministry of health.

Fig.71. Structures for intersectoral collaboration on environment and health, by country grouping
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The range of collaborative structures in the EurG-A grouping could be explained by the less centralized
national political systems under the EU supranational framework. Furthermore, with the adoption of
the polluter pays principle in many European countries, the responsibility for control of pollution levels
has shifted away from the health sector to the relevant jurisdictions (for example, transport in the case
of air pollution).

Both intersectoral collaborative structures with clear mandates (such as multisectoral working groups)
and informal structures are rare in EurG-D countries. Interdepartmental collaboration is common,
although it is mainly without a clearly formulated mandate.

Meetings were the main mechanisms for collaboration on environment and health (Fig. 72). Both
formal and informal meetings were reported, with formal ones being most common (70%). Only two
countries (Denmark and Slovakia) claimed to allocate funds in support of collaborative structures. While
all countries show commitment to intersectoral collaboration, sustainable and effective cooperation on
environment and health cannot be achieved without adequate financial support.
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Fig. 72. Mechanisms of intersectoral collaborative structures by country grouping
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Conclusions of the assessment

Analysis of the information accumulated in the ENHIS system and of the responses to the WHO survey
on environment and health policies and the WHO CEHAPE survey allows the following conclusions to
be drawn about the status of and trends in the situation regarding environment and health and on the
main features in relevant policies.

* The improvement in the EH situation over the last two decades can be seen in many relevant
issues, including better accessibility to improved water, reduced incidence of injuries, improved
air quality and reduced exposure to lead and persistent organic pollutants. In most cases, these
improvements are a result of effective action related to improved environmental infrastructure and
regulations as well as to safer public behaviour.

e Despite the overall progress, significant disparities in EH risks remain in the Region in relation to all
priority issues listed in CEHAPE. These disparities are seen both between and within the countries.
Several old issues remain unresolved, posing a significant public health problem in parts of the
Region, Examples include:

- more than 50% of the rural population in 10 countries have no access to improved water;

- the incidence of unintentional injuries differs by an order of magnitude between countries;

- mortality from traffic-related injuries in the newly independent states has increased in the last
decade, in contrast to the trend in earlier years and to the trends in the rest of the Region;

- population exposure to inhalable PM, causing a loss of more than one year of life expectancy
in the more polluted areas and accounting for more than half million premature deaths in
Europe, remains stable after a substantial fall in the 1990s;

- in many countries over 80% of children are regularly exposed to SHS at home, and more than
20% of households live in houses subject to damp and mould;

- many countries in the Region continue to use leaded petrol.

The availability of and accessibility to relevant data and information have increased significantly
over the last decade, largely owing to the new requirements for improved monitoring and data
exchange between the Member States (either as a consequence of EU legislation or of international
conventions) and the activities coordinated by the European Environment Agency and WHO. The
establishment of ENHIS provided an important and efficient tool for situation analysis. Nevertheless,
data availability is far from complete. The lack of relevant monitoring in large parts of the Region
restricts the possibility of making a comprehensive assessment of the situation.

In the case of several old problems, such as outdoor air pollution, many countries have exhausted
the simple measures to control hazardous emissions and need to turn to more complicated, systemic
approaches to reduce population exposure levels. Local measures are not sufficient, and regional
and international action is needed to achieve further progress in reducing pollution. In the eastern
part of the Region, air quality management systems have not been adapted to the changing
evidence and knowledge base and to the identification of inhalable particles as a prominent and
widespread health risk.
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* The scope of public policies varies significantly between environmental health issues. While
traditional hazards, such as those related to drinking- and bathing water, attract a broad range of
action and include substantial involvement by health systems, policies are more poorly developed
for issues related to indoor air quality, the prevention of unintentional injuries or the promotion of
physical activity.

The regulatory basis for action has improved significantly in recent years. International regulations,
such as new directives on air quality or on management of chemicals, have been introduced in EU
countries and are also followed in many non-EU countries in the Region. In non-EU countries, more
than half of the regulatory acts related to environment and health have been developed, revised
or updated in the last five years. For example, the UNECE/WHO Protocol on water and health
supports Region-wide health regulation in the areas of integrated water resource management
and a sustainable water supply; the FCTC promotes new action to reduce exposure to SHS; and
the Strategic Approach to International Chemicals Management provides a new framework for
chemical safety.

Consideration of population health varies substantially between policies addressing various
topics. Health is well considered in policy development in most parts of the Region in relation to
drinking-water, outdoor air quality or food safety. Substantial differences between various parts
of the Region exist in relation to policies on bathing water. Explicit consideration of health in
development of policies is still rare in policies on unintentional injuries, physical activity or heavy
metals. In some issues, however, such as unintentional injuries, physical activity and exposure to
SHS, countries’ health systems are involved in policy implementation even though health is not
explicitly considered in formulation of policy.

The extent and methods of implementation and enforcement of policies related to the quality
of drinking- and bathing water, unintentional injuries, physical activity, outdoor air quality, SHS
and environmental noise vary substantially between groups of countries. In general, penalties for
infringement of regulations are more often used in the east of the Region and action plans to
reduce risks are more common in the west.

There is less accountability for health in policies on dampness and mould, heavy metals and noise
than for other topics. It is also low in some groups of countries for unintentional injuries, physical
activity, heavy metals and noise. The level of accountability corresponds to the existence and
efficiency of health-relevant monitoring systems and use of the available information for policy
evaluation. The lack of reliable monitoring systems relevant to widespread environmental health
risks, such as outbreaks of water-related diseases or inhalable PM, remains a problem in many
countries of the Region.

There is a high level of involvement of health systems in policy implementation in most countries
for drinking-water, SHS and food safety. It varied significantly between the countries for most
other topics, to some extent reflecting the different distribution of responsibilities within public
agencies. In some cases, however, lower involvement of the health system could be due to its
insufficient resources and capacities.

In most countries, little attention is paid to the special needs of vulnerable groups in relation to
all the topics considered except unintentional injuries or physical activity. This may increase social
inequalities in exposure and the related health risks.

Information available to prioritize, monitor and assess the effectiveness of action is unequal across
the Region. This hampers the effective use of resources and reduces the sustainability of action.
The information available to the public is also limited, lessening their involvement in risk reduction
and support for policies addressing the environmental determinants of health. The scarcity of data
reduces the possibility of carrying out risk analysis, setting priorities for action and monitoring
their implementation. An example is the comparative analysis of public health impacts of various
environmental hazards completed by the Environmental Burden of Disease in Europe pilot project
involving six countries (see Box 5).
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e The availability of skilled human resources supported by a stable institutional base is a key problem
limiting the ability to plan and implement action to improve the environmental health situation,
especially in the eastern parts of the Region. Inadequate and ineffective intersectoral collaboration
further restricts the capacity to address old problems and identify emerging ones. The lack of a
sustainable mechanism facilitating this collaboration, in particular the lack of budgets allocated to
it or the informal character of the collaboration, makes it and the pooling of resources difficult.

Box 5. Ranking of environmental stressors by health impact in Europe — results of the Environmental
Burden of Disease in Europe (EBoDE) project’

Ambient air pollution and environmental noise are the leading causes of the environmental burden of disease in selected
European countries, followed by indoor radon, passive smoking, lead and ozone exposures. These are the preliminary
results of the multinational Environmental Burden of Disease in Europe pilot project in six participating countries.2

The calculations were based on the most recent scientific evidence concerning population exposure and health effects.
WHO environmental burden of disease methodology was used to quantify DALYs lost due to environmental stressors.?
In the first phase of the project, preliminary calculations were carried out for nine environmental stressors for which,
by agreement with the study partners, there is sufficient evidence on the links between exposure and health outcomes
(Fig. 73).
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2 A numerical model has been used to estimate threshold exceedances.
Notes. Numerical values indicate DALYs per million people averaged over six participating countries. Numerical ranges reflect
uncertainty in the average estimate while variability between countries is in many cases much larger.

T EBoDE [website]. Opaset (http://en.opasnet.org/w/EBoDE), accessed 12 February 2010).

2 Participating countries and institutes: Flemish Institute for Technological Research (Belgium), National Institute for Health and Welfare
(Finland), Institute for Public Health Surveillance (France), Federal Environment Agency, North Rhine Westphalia Institute of Health
and Work Centre for Public Health, and University of Bielefeld (Germany), University of Milan and National Institute of Health (ltaly),
National Institute for Public Health and the Environment (Netherlands).

3 Quantifying environmental health impacts [web site]. Geneva, World Health Organization, 2010(http://www.who.int/quantifying_
ehimpacts/en/, accessed 12 February 2010).
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Annex 1

Countries which responded to WHO's survey on environment and health
policies (June 2009) and survey on CEHAPE (November 2009)

List of policy topics
Intersectoral collaboration
1.1. Drinking-water quality
1.2. Sanitation and sewage
1.3. Bathing water quality
1.3.1. Coastal and freshwater quality
1.3.2. Swimming pool water quality
2.1. Road transport injuries
2.2. Unintentional injuries excluding road traffic
2.3. Physical activity
3.1. Outdoor air quality
3.2. Dampness and mould in indoor air
3.3. Second-hand tobacco smoke (SHS)
4.1. Noise
4.2. Food safety
4.3. Chemical safety — pesticides
4.4. Chemical safety — heavy metals
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Country

Intersectoral
Collaboration

WHO POLICY SURVEY

RPG | - Water & . RPG Il RPG IV Chemicals . CEHAPE
o RPG Il Injuries . ) ) Optional
Sanitation Air Quality & Noise Survey

1 Albania X
2 Andorra X X X X X i X | X X | X X X
3 Armenia X X
4 Austria X X X X X X X | XXX | XXX X|[X X X
5 Azerbaijan X X X X X X X | XiXiX | XXX X X
6 Belarus X X X X X X X | XXX | X:X: X X X xa
7 Belgium X X X X X X X X X X X X X X X X
8 Bosnia arhwd X X X X X X i X[ X X i X[ XXX :iX/|X X X
Herzegovina

9 Bulgaria X X X X X X X X X X X X
10 Croatia X X X X X X X X X X X X X X X
11 Cyprus X
12 Czech Republic X
13 Denmark X X X X X X X | XX i X[ Xi XXX | X X X
14 Estonia X X X X X X X | XXX | X:X: X X|X X X
15 Finland X X X X X X X X X X X X X X X X X
16 France X
17 Georgia xa
18 Germany X X X X X X X[ X X X[X X X X/|X X X
19 Greece X X X X X
20 Hungary X X X X X X X[ X X X[X X X X/|X X X
21 Iceland
22 Ireland X X X X X X X[ X X X X X X
23 Israel X X X X X[ X X X[ X X X X X X
24 Italy X X X X X X X | XX X[ XXX :X|[X X X
25 Kazakhstan

26 Kyrgyzstan X X X X X X X | XXX | X:X:X:X|[X X X
27 Latvia X X X X X X X X X X X X
28 Lithuania X X X X X X X | X:iX:iX | X:iX:X:X|[X X X
29 Luxembourg X X X X X XX X | XXX X X X
30 Malta X X
31 Monaco

32 Montenegro xe
33 Netherlands X X X X X[ X X X | X X X
34 Norway X X X X[ X X X[X X X X X
35 Poland X X X X X X X X X X X X X X
36 Portugal X X X X X X i X[ X X X [X: XX X/|X X X
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Country

Intersectoral
Collaboration

RPG | - Water &

Sanitation

WHO POLICY SURVEY

RPG Il Injuries

RPG IlI

Air Quality

RPG IV Chemicals

& Noise

Optional

CEHAPE
Survey

37 Republic of X X X x| x X
Moldova

38 Romania X X X X X | X X

39 | Russian Federation X X X X X X X X X X X | X i X

40 San Marino

41 Serbia X X X X X X X X X X X X X X

42 Slovakia X X X X X X X X | XXX | X X X X | X X X

43 Slovenia X X X X X X X X X X X | X X X X X X X

44 Spain X X = X X X X X X X X X | XX X X X X X

45 Sweden X X X X X X X X X X X X X X X X X2

46 Switzerland X X X X XX X | X X X |X X X X

47 Tajikistan X X X X X X X X X X X X X | X X X

48 | Yugoslav Republic X X X X X XX X | XX X [ XXX X | X X

of Macedonia . . - - :

49 Turkey X X X X X | X X X X X

50 Turkmenistan X

51 Ukraine

52 United Kingdom X X X X X X X X X X : X | X X X X X X X

53 Uzbekistan X
Number of answers 38 36 : 32 35 32 31 :29 31|36 :31:36|35:31:32:29| 22 28 46

@ Countries which responded to the CEHAPE survey after the deadline. These data were not, therefore, included in the analysis.
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Annex 2

List of ENHIS fact sheets?

Outbreaks of waterborne diseases

Public water supply and access to improved water sources

Wastewater treatment and access to improved sanitation

Bathing water quality

Mortality from road traffic injuries in children and young people

Mortality in children and adolescents from unintentional injuries (falls, drowning, fires and
poisoning)

Prevalence of excess body weight and obesity in children and adolescents

Percentage of physically active children and adolescents

Prevalence of asthma and allergies in children

Infant mortality from respiratory diseases

Exposure of children to outdoor air pollution (particulate matter)

Exposure of children to second-hand tobacco smoke

Children living in homes with problems of dampness

Proportion of children living in homes using solid fuel

Policies to reduce the exposure of children to second-hand tobacco smoke

Incidence of childhood leukaemia

Incidence of melanoma in people aged under 55 years

Persistent organic pollutants (POP) in human milk

Exposure of children to chemical hazards in food

Levels of lead in children’s blood

Radon levels in dwellings

Work injuries in children and young people

2 Environment and health information system [web site]. Copenhagen, WHO Regional Office for Europe, 2010 (www.euro.who.int/enhis).
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Annex 3

Policy survey and policy analysis methods
Data collection

Information concerning the policy framework and measures in each Member State was collected through
a survey instrument. The questionnaire was in 16 parts, each focusing on separate EH topics across
the four regional priority goals. Each part consisted of 13 questions designed to collect information
about national policies addressing policy framework, type of policy, scope, objectives, policy targets,
equity considerations, implementation, enforcement, monitoring and evaluation of policy, health sector
involvement and the provision of information to the public. The general part of the questionnaire
collected information about collaborative structures supporting health policy integration.

The questionnaire (in English or Russian) was distributed to all 53 Member States in the Region, of
which 40 replied. Once all questionnaires had been received, some initial results were put together
and presented at a meeting of all participating countries (in Bonn on 22 and 23 June 2009). During
the meeting, some concerns were raised about the ambiguity of some questions. These concerns were
addressed and once all participants had a clear understanding of all questions, time was given for
countries to make appropriate revisions to their replies.

At the same meeting, participants discussed and adopted the model for the policy analysis, which
incorporated answering options from the policy questionnaire.

Data analysis

The analysis used for this policy assessment is rooted theoretically in three constructs: public governance,
healthy public policy, and transparency and communication. All constructs were developed in order to
retrieve valuable information about policy development while emphasizing the importance of health
in policy and the health impacts related to policy. From these constructs, six dimensions were created
to highlight key policy aspects. For each dimension, answering options from the questionnaire were
selected and used as indicators to measure a country’s strength within a given dimension.

Public governance

The construct of public governance focused mainly on the development, implementation and
enforcement of public policy and compliance with it (Fig. A1). The following is a brief explanation of the
dimensions within this construct.

Dimension 1: Policy development

The purpose of this dimension is to explore which types of policy have been implemented and at which
political level policy regulation is governed. Country replies allowed for an assessment of policy development
in order to determine which policies had been implemented in a systematic and consistent manner.
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Dimension 2: Implementation and enforcement

This dimension was established to investigate methods set in place to monitor compliance with policy.
It assesses what techniques are used such as standardized criteria for monitoring, regular reporting
and the designation of a competent authority to control compliance. Action taken in the event of non-
compliance is also relevant to this dimension.

Healthy public policy

Healthy public policy is a rather novel concept which has yet to be clearly defined. Its purpose is to
increase the involvement of the health sector throughout policy development and across all sectors of
government. Furthermore, healthy public policy aims to make policy more accountable for its health
impacts in relation to the whole population and in particular to vulnerable population groups, such as
children. The aspects included in the concept are presented in Fig. A2.

Dimension 3: Accountability for health

This is a broad dimension which focuses on policy-makers’ ability to incorporate health accountability
into policy development. It investigates the use of evidence and information about health risks in the
setting of policy targets and in monitoring progress towards those targets. Monitoring and surveillance
measures must be based on health-relevant indicators (such as a valid population exposure) in order
to be accountable for health. This dimension also considers action and measures for making policy
accountable for its health impact, as well as information provided to the public about the current
situation of health risks or possible health benefits.

Dimension 4: Involvement of the health sector

The aim of this dimension is to investigate the involvement of the health sector at each stage of policy
development. Assessment is based primarily on mechanisms in place to ensure such involvement
throughout policy formulation, implementation, evaluation and the preparation of information
concerning related health risks. Control and enforcement are also taken into account, but with less
direct relation to the health sector.

Dimension 5: Equity considerations

The rationale for this dimension is to determine which population groups are taken into account during
policy development. Consideration of various population sub-groups and action taken to protect such
groups are measured and assessed. The primary focus in this analysis is on children although other
relevant groups are also taken into account.

Transparency and communication

Dimension 6: Information to the public

The answering options selected to evaluate strength in this dimension (Fig. A3) are indicators of how
easily the public has access to important policy information. This dimension also assesses information
given to the public with the purpose of promoting health, educating them about the benefits of given
interventions and raising awareness of relevant health risks and policy action plans. It is important to note
that information which is publicly available should also be provided in a manner which is comprehensible
to everyone.

Calculation of scores

Once the dimensional model had been developed and approved by all participants, country scores were
calculated (Tables A1, A2). For each answering option, countries were awarded 1 point if they answered
“yes” or 0 points if they answered “no”. All points were then added up for each dimension, divided
by the maximum possible score in each dimension and multiplied by 100. Using scores out of 100 gave
consistency to all dimensions and allowed scores for all dimensions to be displayed using radar plots
(Figs A4, A5). Country scores were then aggregated in country group scores, which were the averages
of scores for all countries in a given group.
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Fig. A1. Aspects covered by the dimensions of public governance
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Fig. A3. Policy aspects covered by the dimensions in transparency and communication
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In a few cases, scores other than 0 or 1 were given. Answering options which displayed a lack of crucial
measures were given -1 point. For example, countries which reported no measures in place to ensure
compliance for road traffic injuries lost 1 point from the overall score of implementation and compliance.
On the other hand, answering options which represented strong policy measures were given 2 points.
For example, countries which reported having policies for bathing water quality which followed EU
legislation or were covered by national statutory policies were awarded 2 points. Lastly, to avoid double-
counting, some scores were merged. For example, countries which reported policy objectives and/or
targets based on international commitments were only awarded 1 point, regardless of whether they had
answered yes to one or both options.

Table A1. Example of answering options used in scoring drinking-water quality

Drinking-water quality Ideal score | Country X

Policy developments

National/federal policy in place

Mostly following EU legislation 1 1
Covered by national statutory policies 1 1
Covered in non-statutory initiatives 1 0

Policy objectives

Compliance with drinking-water quality standards/regulations for:

microbiological and chemical indicator parameters 1 1
continuity of supply 1 1
control/reduction/abatement of pollutants at the water supply source 1 1
building infrastructure and management of drinking-water supply 1 1
health risk reduction/prevention 1 0
preparedness and response to emergencies ensuring health protection 1 1

Basis for target-setting
International/EU commitments 1 1

National: sectoral policy strategy, experience gained in the country 1 1
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Total
Score ((XX/11)*100)

European Region average

Implementation and enforcement

Policy compliance defined and reported
Legally binding according to pre-defined criteria
Mandatory reporting on pollution level according to pre-defined format

Existence of a designated competent authority

Measures in case of non-compliance

Prohibition or restricted use of contaminated water supply dangerous to health

Penalties for infringements of the legal provisions to ensure their implementation

Appropriate remedial measures to minimize the risk of non-compliance and restore the water quality
with priority given to rectifying problems at the source

Specific action aimed at the protection of the population at risk

Methods/criteria for monitoring
As in EC legislation, international standards, guidelines

As prescribed in national standards, guidelines
Total
Score ((XX/9)*100)

European Region average

Accountability for health

Basis for target-setting
Information on health risks related to pollution of drinking-water

Health impact assessment

Monitoring progress towards policy targets

Monitoring network for drinking-water quality, including data collection

Periodic reports available and used to review policy obligations and targets

Specific indicators coupled with targets to measure progress towards the attainment of policy
objectives

Introducing water safety plans that monitor water quality throughout the chain from source to

consumption

Measures in place to ensure health accountability
Permanent health surveillance, e.g. outbreaks and diseases related to drinking-water
Mandatory periodic evaluation and follow-up on the health consequences

Health impact assessment to define policy effectiveness
Total

Score ((XX/9)*100)

European Region average
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Health sector involvement

Mechanisms to ensure health sector involvement throughout policy cycle

Policy formulation — defining the health impact 1 0
Policy implementation — relevant monitoring/surveillance 1 0
Policy evaluation — assessment and reporting back 1 0
Control and policy enforcement 1 1
Dissemination of information on health risks of drinking-water pollution 1 1
Total 5 2
Score ((XX/5)*100) 100.0 40.0
European Region average 84.1

Equity considerations

Population groups considered in policy

Potentially highly affected 1 0
Groups at high risk from small water supplies 1 0
Children 1 0
Deprived population subgroups 1 0
Total 4 0
Score ((XX/4)*100) 100.0 0.0
European Region average 30.9

Transparency and communication

Information provided to the public

Current quality information on drinking-water readily available through easily accessible media 1 1
Information on action programmes and water safety plans 1 0
Regular public reports on drinking-water quality 1 0
Reports describing health impact of pollution in drinking-water 1 0
Promotion of action and sustainable use of water supply zones 1 0
Total 5 1
Score ((XX/5)*100) 100.0 20.0
European Region average 62.3
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Fig. A4. Radar plot displaying scores calculated for country X and the European Region average for
drinking-water quality
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Table A2. Example of answering options used in calculating scores for second-hand tobacco smoke

Second-hand tobacco smoke Ideal score | Country X

Policy development

National/federal policy in place
Covered by national statutory policies 1 1

Covered in non-statutory initiatives 1 0

Policy objectives

Specified population subgroups

Whole population 1 1
Creation of smoke-free environments:

at homes 1 0
private cars 1 0

Smoking ban in public places:

bars and restaurants 1 1
hospitals 1 1
education facilities 1 1
offices 1 1
shops 1 1
arenas for sport or leisure activities 1 1
public transport and terminals 1 1
Reduction of (active) smoking prevalence 1 1
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Basis for target-setting

International/EU guidelines 1 1
National/sectoral policy strategy, experience gained in the country 1 0
Total 15 1"
Score ((XX/15)*100) 100.0 73.3
European Region average 66.5

Implementation and enforcement

Policy compliance defined and reported

Legally binding according to pre-defined conditions 1 0
Mandatory reporting according to pre-defined format 1 1
Existence of a designated competent authority 1 1

Measures in case of non-compliance
Penalties for infringements of the legal provisions to ensure their implementation 1 1

Prohibition or restricted use to eliminate the risk of non-compliance 1 0

Methods/criteria for monitoring

As in EC legislation, international standards guidelines 1 0
As prescribed in national standards, guidelines 1 0
Total 7 3
Score ((XX/7)*100) 100.0 42.9
European Region average 47.8

Accountability for health

Basis for target-setting

Health impact assessment

1 1
Scientific development in the field of health risks to second-hand tobacco smoke (ETS)
Monitoring progress towards policy targets
Systematic monitoring of actual smoke-free environments 1 0
Periodic reports available and used to review policy obligations and targets 1 1
Specific indicators coupled with targets to measure progress towards the attainment of policy : 0
objectives
Measures in place to ensure health accountability
Permanent health surveillance 1 0
Mandatory periodic evaluation and follow-up on health consequences 1
Health impact assessment to monitor policy effectiveness 1 0
Total 7 2
Score ((XX/7)*100) 100.0 28.6
European Region average 42.3
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Health sector involvement

Mechanisms to ensure health sector involvement throughout policy cycle

Policy formulation - defining the health impact 1 1
Policy implementation - relevant monitoring/surveillance 1 1
Policy evaluation - assessment and reporting back 1 1
Control and enforcement of policy 1 1
Dissemination of information on health risks of second-hand tobacco smoke 1 1
Total 5 5
Score ((XX/5)*100) 100.0 100.0
European Region average 79.1

Equity considerations

Population groups considered in policy

Specified population subgroups

High-exposure groups 1 1
Children 1 1
Pregnant women 1 1
Deprived population subgroups 1 1
Workers 1 0
Total 5 4
Score ((XX/5)*100) 100.0 80.0
European Region average 39.7

Transparency and communication

Information provided to the public

Information on extent of second-hand tobacco smoke readily available through any easily accessible media 1 1
Regular public reports on smoke-free environments 1 0
Promotion of action to achieve 100% smoke-free environments 1 1
Reports describing health risks of second-hand tobacco smoke 1 1
Total 4 3
Score ((XX/4)*100) 100.0 75.0
European Region average 55.9
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Fig. A5. Radar plot displaying scores calculated for country X and the European Region average for
second-hand tobacco smoke
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The WHO Regional Office for Europe

The World Health Organization (WHO) is a specialized agency of the
United Nations created in 1948 with the primary responsibility for
international health matters and public health. The WHO Regional
Office for Europe is one of six regional offices throughout the
world, each with its own programme geared to the particular health
conditions of the countries it serves.
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