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situation, instead of enabling healthy choices, would
make peoples' lives more complicated.

Nutrition and diet is not only a matter of informed
choices at the level of an individual. Increasingly
people eat out e.g. in restaurants, and in the canteens
of the workplaces and schools. There the choices have
already made regarding the nutritional contents of the
available food. The same applies to certain extent also
to the food we prepare at home.

We depend on what the agriculture and food
industries through the retail system make available for
us. Of course supply and demand depend on each
other but it would be too simple to think that this
mechanism could not be influenced. I am absolutely
sure that the producers and the industry are willing to
develop healthier alternatives for the consumers.
Here it is possible to create win-win situations, where
the interests of health promotion and the interests of
producers and industry can meet in synergy.

Let me come back to the question of messages, which
I said should be understandable and clear. These
messages stem from the scientific knowledge, or at
least should stem from science. The problem with this
requirement is the always-developing nature of the
scientific knowledge. Science also has an in-built
quality of questioning everything that has been said.
We must of course accept these facts but at the same
time we must be able to define what is our current
understanding. That is to say, what is our best
knowledge today on nutrition and health? This must
be based on the bulk of the evidence and the scientific
discussion on it; i.e. in the context of a systematic
review of the total accumulated scientific knowledge
of the respective field.

When we talk about food, we also have to keep in
mind the safety aspect. I am not going to enter the
traditional food safety domain, but would like to
bridge the food safety and healthy nutrition areas. In

© The Author 2001

First let me thank Professor Kafatos and his team
for organizing this important conference and
bringing us here to the lovely island of Crete.
Second, I am pleased to inform you that the
European Commission is launching today a proposal
for a new health program of the community. One of
the main planks of this proposal tackles health
determinants.

I trust that it is not necessary for me to convince this
audience that nutrition is a major determinant for
health. That is to say that some elements of our
nutrition are beneficial for our health and some
other elements may be detrimental. All this sounds
straightforward and simple. However, I have learned
during the course of the EURODIET Project that
the question is not at all either simple or
straightforward.

The core policy question to answer in this context is:
How can we enable the people to enjoy healthy
nutrition, and thus promote and protect their health.
Evidence from Member States with active nutrition
policies show that clear and convincing basic
messages form an irreplaceable foundation for that
strategy.

There are strong cultural and regional differences in
diets and also differences in how the science is
interpreted. Considering these differences, is it
feasible to aim at European action in this field? I
believe that it is indeed feasible. It is already evident
that although the differences are there they are
diminishing. European travel and increasing food
availability are contributing to our societies
becoming more multicultural also with regard to
nutrition and diet. It is also quite clear that the
cultures are not carved in stone but they are
dynamic. If the messages differ substantially or in
the worst case are controversial, the outcome is that
the people do not know what to do. Such a
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our advice to people the issues of safe storage,
handling and preparing of food form an essential
part. On the other hand in the healthy nutrition
advice we always must also analyze if our advice and
recommendations entail risks for the population as a
whole or to certain groups of it. The basic minimum
requirement is that advice should not harm. This
means that if we would like to recommend that
people change the intake of a given component of
their diet, at the same time we have to carefully
check if this recommendation implies any risks. On
the other hand, and especially if no risk is involved,
careful consideration is also called for if and how
controversial scientific findings should be taken into
account when formulating recommendations.

I believe it is also fair to say here that the policy
makers expect from the scientific community clear
positions on main nutritional issues such as
carbohydrates, proteins, fat, salt, fruit and
vegetables, and energy-intake, just to mention some.

The EURODIET project, which is part of Health
Promotion Implementation, is a scientific project,
and we are here primarily to validate the current

state of this project. This nature, science-based, should
be kept in mind during the conference. It is, however,
also obvious that the policy line that may follow one
day in this process, will not only build on the science
of healthy nutrition but will also take into account
other relevant factors, such as the capabilities of the
production sector and industry.
This conference is of utmost importantce. I am certain
that the outcomes will be fruitful for the nutrition
policy of Europe. I would also like to take the
opportunity to thank the French government, which, in
a very dynamic way, is playing a major role in this field.
The French Presidency in the Council starting in July
2000 is putting healthy nutrition high on the political
agenda. The European Commission has already done
so as you have certainly observed when reading the
recent White Paper on Food Safety, and also by giving
nutrition a high priority in the implementation of
current public health programmes, Health Promotion,
Health Monitoring and also Cancer Programme. I am
confident that nutrition will continue to be a major
priority in the Commission's future public health
programs.
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This conference comes at a very appropriate time: the
EU Commission has just published its White Paper on
the formation of a Food Safety Authority; DG
SANCO is being reorganised to accommodate public
health issues; the EU French Presidency is proposing
an EU initiative on nutrition and health and the
European Region of WHO will be embarking in the
near future on a new set of analyses and policies for
diet-related diseases.

Nutritional deficiencies

Traditionally Europeans have considered the
problems of nutrition as those of deficiency diseases -
and deficiencies do still give grounds for concern
within the EU. The classic problems of iodine
deficiency disorders and iron deficiency anaemia
remain unsolved in many countries, despite our
understanding of how to prevent these problems. At
present only in Finland, Sweden and the UK are
iodine intakes adequate; a discernible goitre from
inadequate iodine intakes continues to affect
appreciable numbers of people in France, Germany
and Italy, where there are no established national
iodination policies1. The International Council for
Control of Iodine Deficiency Disorders (ICCIDD),
the non-governmental organisation involved in
combating iodine deficiency, has classified the
European region as the most backward in the recent
remarkably successful global drive to introduce
routine iodization policies. The problem of iron
deficiency is also surprisingly prevalent in Europe with
up to 10% of girls and women suffering from iron
deficiency anaemia and with perhaps a third of
children, adults and the elderly having subclinical iron
deficiency, i.e. with no measurable iron stores for
mobilising iron, should the need arise. To these classic
deficiency problems we must now add new evidence
relating to folk acid deficiency if this is judged in
biochemical terms2. This deficiency, now proven to be
significant in determining the development of neural
tube defects in the early stages of pregnancy3, is linked
to the risk of having a small baby with all the short-
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and long-term handicaps that this entails, and the
deficiency is now also being linked to the risk of
both coronary heart disease and strokes. Thus folk
acid deficiency may prove to be a substantial public
health problem in the European population. Vitamin
D deficiency has long been known to be a common
problem in Asian immigrants to Europe and to
threaten those in the more Northern regions of
Europe where the benefits of sunlight in summer are
too short-lived, e.g. in the UK and Scandinavia.
However, recendy, vitamin D deficiency has also
been found to be a particular problem in the elderly
population throughout Europe; surprisingly, the
elderly living in the Mediterranean region are
particularly deficient, presumably because despite
current recommendations, they do not stay outside
with their skins exposed to catch the irradiation
needed to stimulate the synthesis of vitamin D
within the skin. Their fat intake is also based
predominandy on unfortified olive oil so they do not
have the benefit of the additional vitamin D which is
a required addition to some fats and oils in many
Northern member state regulations.
These examples accord with the classic concepts of
deficiency which are readily accepted by the general
public. The subtlety of iron deficiency, which is
particularly evident in a subgroup of women with a
strong familial and, indeed, genetically determined
high menstrual loss, is also easily understood. More
complex is the possibility that some aspects of
health are related to modest intakes of vitamins and
minerals which do not lead to clear cut evidence of a
classic deficiency disease such as scurvy. Thus it has
been shown that vitamin C intakes may need to be
100 mg/day to limit the emergence of abnormal
oxidised DNA in the genome and this damage may
well serve as a marker of cumulative life-long
damage. Other subtle deficiencies may become
apparent as we learn more, e.g. whether selenium
deficiency, as yet poorly defined, is involved in
promoting the development of some cancers.
Similarly a complex of antioxidant vitamins and
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other biologically active compounds found in
vegetables and fruits may well play a role in limiting
arterial damage.

These examples are an extension to the classic picture
of deficiencies which were well described during the
first half of the 20th century. The second half of the
century, however, saw a very different set of
nutritional principles emerging of even greater public
health significance. The idea that the steadily
escalating problems of so-called adult chronic disease,
i.e. coronary heart disease, stroke, high blood pressure,
diabetes mellitus, gallstones, many intestinal diseases
and some cancers, might not only have a nutritional
component but be essentially caused by dietary
imbalances, is still difficult for some scientists and
policy-makers to fathom. A vivid illustration of the
importance of this concept is, however, shown by the
benefits which are evident when action is taken to
improve the diet. Pre-war studies in the UK and
America had shown the value of meat and milk in
promoting children's growth in height and in limiting
the development of iron deficiency; milk consumption
was also thought to promote bone growth. Thus meat
and milk production and consumption became
European and American priorities for agriculture,
health and social policies. Special grants were made to
farmers and there was a major investment in research
on animal production. The eventual establishment of
the Common Agricultural Policy within the European
Community was initiated to protect the livelihood of
farmers but also served to promote the supposedly
best practice in agriculture with ample meat and milk
production. Thus, after the Second World War, public
health policy was geared to the provision of enough
high quality food to guarantee the absence of
deficiencies so that children would grow well with
nobody going hungry. Yet while children's growth
improved, new disease patterns emerged with the
chronic adult diseases, noted above, becoming
epidemic.

The post-war emergence of chronic diet-related
diseases in adults

As the national changes in diet took hold during the
1950s, the new diseases became apparent. Angina and
coronary heart disease, rare clinical conditions for
doctors' training in the 1930s, soon took on epidemic
proportions in Northern Europe. However, Keys
from Minnesota in the US, fresh from his meticulous
and now classic studies on semi-starvation in young
conscientious objectors4 embarked on a study in seven
countries across the globe to work out why CHD was
so unusual in Japan, Crete and Corfu, Yugoslavia and
Italy but a scourge in Finland, the Netherlands and the
United States5. This remarkable cross-cultural

epidemiological study revealed that CHD rates could
be predicted from the level of serum cholesterol in a
population's adults. Hitherto serum cholesterol was
only used as a general marker of malnutrition! Keys
and his colleagues linked these findings with dietary
studies on animals fed high animal fat diets which
induced vascular damage. New volunteer feeding
studies on the impact of different saturated fatty
acids from animal fats showed that these fatty acids
had selective effects in increasing blood cholesterol
levels but polyunsaturated fatty acids suppressed
these elevated blood cholesterol levels. Keys'
physiological studies revealed starkly how some
individuals were very sensitive to changes in dietary
saturated fat whereas others were almost
unresponsive for reasons we now know to be
genetically based. Keys also highlighted the
importance of the three risk factors - smoking, high
blood pressure and high serum cholesterol levels - in
promoting CHD but recognized that Japanese men,
with the highest blood pressure levels in the world
and also higher smoking rates, had the lowest
cholesterol levels and the lowest CHD rates. Thus
smoking and blood pressure were additional
amplifiers of risk, whereas the dietary factors leading
to blood cholesterol increases were fundamental to
the development of CHD. Overweight and obesity
were not predictors of CHD and it was the saturated
fat, not the total fat, intake which was important. By
the early 1960s Keys was already promulgating this
analysis which was then crudely explained as
cholesterol accumulating in the vessel wall to
occlude the blood flow to the heart.

The American Heart Association soon took on these
concepts but in Europe change came more slowly
with the exceptions of Norway and then of other
Scandinavian countries, particularly Finland. In
Norway a series of moves by academics established a
politically effective National Nutrition Council 6

which led to a transformation of the health services:
tuberculosis clinics were converted into
cardiovascular monitoring centres and there were
major national campaigns to reduce saturated fat
intake and enhance vegetable and fruit consumption.
Agricultural priorities were also changed with pricing
policies developed to ensure that vegetables and fruit
were delivered to the most northern towns and
villages throughout the year at the same price as
those found in Oslo. This sustained national effort
led to a major reduction in the incidence of CHD
which was particularly evident in the younger age
groups. It is also noteworthy that these campaigns
and policies were aimed at everybody and not simply
at a subgroup of citizens who were found to have
high cholesterol levels. In fact it was soon evident
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that the average blood cholesterol of Scandinavians
was so high that if a Japanese man were found to have
such a level, there would be immediate concern that
he had some rare genetic abnormality! Thus the
successful population approach in public policy-
making was initiated before there had been any of the
modern validating mathematical analyses of the
burden of disease and the fraction of that burden
which could be attributed to diet and how population
rather than high risk strategies would maximise the
national benefit.

Ago standardised death, from CHD
800

Finland

1968 1971 1974 1977 1980 1983 1986 1989 1992 1995

Rayner end Petorsen, Eur CVD Stats, 2000, Brit Ht Fdn

Fig. 1

Population preventive strategies as well as
individual therapy are needed

These analyses in nutrition/public health terms were
first introduced into international strategies by Rose
and Blackburn in their 1982 WHO Technical Report7.
This is illustrated in Fig. 1 of the Eurodiet first
Working Party's analyses of nutrients in relation to
public health. This analysis showed that if one tackled
those in Europe with about an average cholesterol
level, then the gains in preventing heart attacks would
be about fourfold greater than that found by taking
the classical medical approach of identifying only
those with the highest cholesterol levels and reducing
those levels to the lowest risk category. This analysis
led to the idea that one should propose a shift
downwards in the whole population's spectrum of
cholesterol levels. This is conceptually completely
different from the personal approach to health
problems which most individuals have and on which
doctors are trained to concentrate. So strong is the
"prejudice" to concentrate on individual action that
public health strategists have always been formulated
to specify that both an individual high risk approach
and a population strategy is needed. In practice the
challenge is how to induce a shift in the distribution of
risk without being accused of draconian measures

which specify exactly how people should behave and
what they should eat, i.e. to avoid the crude and
misguided criticism that public health strategies deny
freedom of choice and require a "nanny state"
approach.

The early Mediterranean diet prevented coronary
heart disease
Figure 1 sets out differences in EU death rates from
cardiovascular disease based on the latest analyses8.
They indicate that Ireland, Finland and the UK still
have the highest death rates for CHD in those below
the age of 74 and within the EU the rates are 3 to 5
times greater than those observed in France. These
startling differences apply on a national basis and
must relate to environmental issues rather than
genetic differences between the different national
EU groups. A number of analyses have been made
of the basis for these differences. Keys' three major
risk factors certainly apply when there are studies
conducted prospectively within each national group,
but additional factors are still being sought to
explain the remarkable national differences.
Originally Keys and his colleagues in the Seven
Country Study showed that the intake of saturated
fat was highly correlated with the risk of death in
men and at that stage the Greek, Italian and
Yugoslav data suggested that saturated fat intakes of
7—10% were associated with a death rate which was
4—10 times lower than that observed in Finland
where saturated fat intakes were about 23%.
Detailed chemical analyses of composite diets based
on the original diet records are shown in Table 1
which reveals the modest polyunsaturated fatty acid
intakes, the much lower intakes of total fat than
those currently consumed and the modest intakes of
monounsaturated fats observed in all the low risk
countries except Corfu and Crete. The intake of
simple refined sugars at that stage was also negligible
in these Mediterranean diets which in practice
werebased on substantial amounts of cereals, e.g.
about 500 grams or more, vegetables (about 250
grams or more) and in Greece surprisingly high
intakes of fruit. The intake of milk, fats and oils,
meat and eggs was extremely small. It is this diet
which therefore would appear to be optimum. In
practice more recent studies have highlighted the
fact that the differences across Europe are not
readily explained by smoking, hypertension or high
cholesterol rates so the less well specified, must
apply. These include the benefits of high fruit and
vegetable diets and other factors, e.g. low trans fatty
acid intakes, all of which are thought to contribute
to these different national levels of CHD.
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Table 1 The traditional Mediterranean diet

% Energy

Fats
Saturated FAs
Monounsaturated FAs
Polyunsaturated FAs
Simple refined sugars

Southern

1930s
20

5
10
5
2

Italy

1960s
27

8
16
3
2

Greece

1960-65
26

9
13
4

<5

1960-65
*32.5

7
22

3
Approx. 0

*Chemical Analyses in the 7-Country Study with Crete 36%, Corfu 27%. Recent re-evaluation of some
original diet records suggest 42% for Crete. Some fatty acid values estimated by difference.

Excess weight gain and obesity

Physical inactivity and excess weight gain are also
important as illustrated in Fig. 2. There is no doubt
that as the body weight of adults rises the prevalence
of high fasting cholesterol and triglyceride levels and
low HDL cholesterol concentrations increases as does
the proportion of the population which has high
blood pressure. These changes become very evident
even within the normal body weight range (i.e. 18.5—
24.9)9. It is important, however, to recognises as
indicated in Fig. 2, that the impact of weight gain on
cardiovascular disease is indirect with a whole host of
other dietary factors and physical inactivity
contributing independently to the risks of thrombosis
and atherosclerosis. It is important to recognise, and
often misunderstood, that the total fat intake has
never been linked to the likelihood of cardiovascular
disease - it is the quality of the fat that becomes
crucial. Nevertheless, it has become increasingly clear
in the last 15 years that obesity is particularly likely in
individuals who are both physically inactive and on a
high fat diet. Keys own studies revealed that the
Greeks had the highest average body mass index

(BMI) on their higher fat diet but they had
exceptionally low heart disease rates because the fat
was very low in terms of its saturated and trans fatty
acid content.
Numerous studies have shown the link between the
fat intake of a group of individuals and the likelihood
of gaining excess weight. There has recently, however,
been much debate, led by Willett and his colleagues,
suggesting that the transfer from a high to a lower fat
intake might be hazardous because of the adverse
changes in HDL and triglyceride levels10. In addition,
Willett and his colleagues consider fat to be relatively
unimportant because the reduction in weight once
individuals persist with a lower fat intake is modest. It
is, of course, important to recognise the distinction
between primary prevention and secondary
prevention. Bray and Popkin11 have set out an analysis
of the data supporting the importance of dietary fat in
terms of the epidemiology of obesity. This is
substantially supported by animal experiments which
highlight the selective effect of fat in inducing
excessive weight gain. Many physiological studies in
man also demonstrate the propensity for "over-
consumption" when individuals have free access to

The interlinking of physical inactivity and dietary effects on obesity and the
progression of disease with industrialisation.
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foods of unrecognised high fat content. The more
inactive the individual, the more likely they are to
over-compensate for modest physical activity by
inadvertently consuming modest amounts of energy-
rich foods high in fat12. Astrup, in the working
documents for this conference, also sets out how
reducing dietary fat does lead to clear weight losses
which are greater in the overweight. It is also evident
from a series of meta-analyses, from longer term
interventions and from national data that whilst there
may be a temporary adverse changes in triglyceride
and HDL levels, these do not persist unless the
dietary reduction in fat is substantial, e.g. down to 20—
25% from 40%13>14. Dietary changes which lead to
intakes analogous to those observed in Table 1 have a
marked beneficial effect in reducing blood pressure,
particularly when there is an ample vegetable and fruit
intake (DASH Trial I)15. Further, more extreme
changes with a reduction in fat intake to 10% have
been shown over a five-year period to lead to marked
improvements in blood lipids with a highly significant
reversal of arterial thickening16. Therefore although a
reduction in fat intake has been advocated as part of a
general strategy relating to cardiovascular disease, it is
in practice simply a means whereby one can reduce
the hazardous saturated fatty acids but at the same
time bring benefit to individuals by limiting their rate
of weight gain or indeed by helping to reduce their
excess weight.

Attempts have recently been made to compare the
effects of CVD risk factors risks in Finnish men17.
This analysis suggested that sedentary living involving
less than three episodes of physical exertion a week
has a much greater impact on risk than cigarette

smoking, cholesterol levels, high blood pressure or
overweight. These new analyses are indeed valuable in
illustrating the need to discriminate the proportional
impact of different factors. However, they do
highlight how important it is to choose the
appropriate optimum diet and activity levels. In
practice, the high cut-off levels chosen as optimum
for cholesterol, blood pressure and body weight had
the effect of minimising their contribution. Now,
however, there is a new WHO project in which we are
attempting to assess the global impact of excessive
body weight and of dietary differences on morbidity
and mortality. Already it is clear that excess weight
gain accounts for the majority of the increase in
diabetes rates across the globe and is a very major risk
factor for high blood pressure and indeed for other
risk factors in relation to both coronary heart disease
and stroke.

Figure 3 shows the astonishing differences between
European countries in the prevalence of adult obesity.
These figures have to be treated with caution because
some of them are not based on nationally
representative data and they also apply to different age
groups. Nevertheless, in crude terms, it is clear that
the populations of Yugoslavia and Greece now have
exceptionally high rates of obesity despite Yugoslavia
originally having perhaps half the fat intake of what it
is currently and Greece also having much lower fat
intakes. There is now clear evidence of an escalating
epidemic of obesity in Europe and this will enhance
the burden of ill health; the complications of obesity
will emerge over the next two decades as the excess
weight gain persists and as the population ages.
Another disease, osteoporosis, is also projected to

Yugoslavia
Greece

Romania
Czech Rep.

England
Finland

Germany
Scotland
Slovakia
Portugal

Spain
Denmark
Belgium
Sweden
France

Italy
Netherlands

Norway
Hungary

Switzerland
30 20 10 0 10 20

% above BMI >30
30 40

)y the IOTF from recent surveys

Fig. 3

https://doi.org/10.1017/S1368980001001586 Published online by Cambridge University Press

https://doi.org/10.1017/S1368980001001586


346 WPT James

increase, despite benefiting from weight gain;
osteoporosis already produces an alarming burden of
hip fractures in Europe and, as the population ages
over the next 50 years, there will be a two to three-
fold increase in annual fracture rates.

In addition to the major problems of cardiovascular
disease, diabetes, obesity and their associated
problems of high blood pressure, there is another
major cause of death in the EU relating to diet. A
number of European and global reports have now
emphasised the contribution that diet can make to a
variety of cancers. Those cancers which particularly
involve the epithelium are affected by diet and an
abundant supply of vegetables and fruit is shown
consistently to be protective18. Perhaps a third of
cancers relate to dietary factors but the laboratory
proof is made more difficult by the need to show how
dietary factors limit or promote a series of sequential
gene changes which precede the development of the
final carcinogenic process. Nevertheless, the evidence
from human studies on risk is sufficient for there to
be a generally accepted policy of attempting to ensure
that children and adults consume throughout life far
greater amounts of vegetable and fruit than are
currently eaten in most European countries.

Developing integrated population dietary goals

When the analyses of different nutrients and the
principal public health problems of Europe were
considered, it became clear to the Eurodiet group of
experts that numerous international expert groups had
agreed on a series of specific population goals for diet
so it was possible to develop a coherent and
integrated set of nutrient and dietary goals. Almost all
of these goals have been developed by recent expert
groups within Europe so there is little conflict
between the values set out in the table presented by
the first working group and those of most member
states. Included in the table are detailed notes
presented to the conference and which set out some
of the issues which concerned individual scientists. It
should be emphasised that the experts in Working
Party 1 were not there to develop goals on the basis
of their own analysis of appropriate nutrient intakes.
Instead they highlighted the issues and considered
novel problems which may not yet have led to a
consensus by the international expert groups of, for
example, cardiologists, diabetologists, cancer
specialists or obesity experts. Despite these
consensuses , however, there is no doubt that some of

these goals are seen to be controversial by some
scientists. Thus the total fat intake, the salt values and
the issue of whether sugar intakes should be
expressed quantitatively have all been much debated.
These issues are also, of course, of intense industrial
concern so inevitably there has been a great deal of
lobbying and questioning of the detailed evidence.

Current dietary intakes and the development of
food based dietary guidelines (FBDG)
The second working party set out how best to
develop a step by step approach to food based dietary
guidelines following the original WHO/FAO meeting
on this topic19. First it is important to identify which
major food sources contribute the nutrients of
interest and then to see which of these foods provides
a substantial proportion of the nutrient intake on a
population basis. The proposition was made that by
looking at the variation of intake within countries it
might be possible to discern which food groups
should be highlighted as important when attempting
to improve national diets. One of the problems with
this general approach then emerges because the recent
data from the Institute of European Food Studies on
EU food intakes (see Fig. 1 in the Working Party 2
Report) shows that few countries in the EU at present
have intakes of the principal nutrients of concern, e.g.
total fat and saturated fat which are close to the
optimum. Indeed, some intakes are far removed from
the optimum. Therefore some of the national goals
have been developed on a pragmatic national basis
with expert groups recognising that the ideal goal
cannot be specified because it is so far from the
population mean intake. It is for this reason that the
second working party highlighted the need to take a
pragmatic view and to consider carefully what in
practice could be done. When assessing, for example,
total fat intake, one could readily identify particular
foods which contributed substantially to fat intakes,
but these foods differed markedly in their
contribution across Europe. Therefore, it is unlikely
that a clear food based system can be developed on a
pan-European basis. So dietary guidelines are best
generated on a national basis.

There is a variety of ways of assessing the distribution
of intakes of different food groups. The second
working party highlighted the value of considering the
distribution of food intake in quartiles and assessing

https://doi.org/10.1017/S1368980001001586 Published online by Cambridge University Press

https://doi.org/10.1017/S1368980001001586


Keynote addresses 347

which food groups made the biggest contribution to
the differences between these quartiles. It is also
important to identify the proportion of people who
do not consume particular foods; the proportion of
non-consumers can vary markedly by country. Thus
in Finland 21% of those in the lowest quartile of
national fruit and vegetable intake do not consume
any fruit at all and 2% do not take vegetables. In
Belgium, by contrast, 70% of those in the lowest
Belgian quartile fail to eat fruit and 14% do not eat

Public health strategies to implement FBDGs and
enhance lifestyles
Once FBDGs are established on a national basis then
the issue is how best to develop suitable strategies for
achieving changes in diet and physical activity. These
issues were considered extensively by the third
working party. It became clear that they had to
contend with a number of myths. First that primary
prevention strategies are not effective; secondly that
they take too long to have an effect; thirdly that they
inevitably involve telling people what to do: this is
much resented. Fourthly it is claimed that the food
industry will suffer. Finally, there is a myth specifying
that nutritionists can never agree on either the goals
or the preventive strategy so that the whole issue of
diet and health is too controversial to warrant public
policy making.

The recommendations of the Third Working Party
were developed on a sectoral basis because this helps
to make clear who should be considered responsible.
The health care sector in Europe needs better training
in the principles set out in the reports of the four
working parties. Doctors and their colleagues need to
become involved in broader community programmes
and not simply concentrate on treating individual
patients. It was also recommended that a European
forum be established to allow an effective interchange
and assessment of progress in public health strategies
in different parts of Europe. Guidelines for primary
health care workers relating to physical activity need
to be developed because doctors continue to be, with
other health professionals, ignorant about the role of
diet and physical activity in health. Primary health care
services and developments in health promotion also
need to be linked to other regional services which are
involved in the same activity. Finally the group
highlighted the need for the health care personnel to
change their own diets and physical activity so that

vegetables. The strategies needed in Belgium and
Finland may therefore be very different if one is trying
to increase the intake of fruit and vegetables and
persuade non-consumers to start eating these foods.
Other approaches include discriminant analysis of
different food groups in relation to the variety of
nutrients to be assessed. Cluster and factor analysis
may also be helpful in highlighting strategies for
modifying intakes. These issues are well dealt with in a
symposium dealing exclusively with these issues20.

they could, as with smoking, be exemplars of
behavioural change and appropriate healthy living.

Schools were an obvious focus for change with
changes in the curriculum being needed throughout
the school age range. Modem concepts of diet and the
need to teach children activity skills should be
introduced to pre-school groups. School meals of an
appropriate nutritional standard should be integrated
with other educational changes in school as part of a
coherent educational process. Teachers and their
assistants need to be trained to develop a healthy
active school environment which encourages family
and community involvement. Obviously the school
health services need to be seen as an integral part of
this new development.

When children leave school their adult environment
also needs to change with employers having not only
responsibility but a real opportunity to improve the
well-being of their work force by encouraging
intervention programmes and helping with facilities to
improve physical activity and the nutritional well-
being of their workers. Management and staff are
both best involved in working out how to undertake
these changes and employer groups based on different
industrial sectors as well as individual companies can
be selected for particular innovative trials. Obviously
the food industry itself has a major role to play not
only with its own workers but also in developing and
supporting the provision of healthier diets and foods.
New product formulation, labelling initiatives,
perhaps even pricing policies and the development of
partnerships with the health sector are all
opportunities for gaining mutual benefit. It is
therefore a mistake to think of the food industry as an
inevitable problem area when it comes to developing
healthier diets in Europe and achieving major health
gains.
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Major benefits in some European countries from
National Preventive Strategies
These proposals might seem routine and similar to
those that have been developed over many years.
They are, however, based on national experience
within the EU and imply a totally different approach
from the usual assumption that all one has to do in
health promotion is to provide better information and
education. The idea that nutrition education is the
solution to dietary problems is a common fallacy.
Experience in Finland has shown that by a systematic
focusing on each component of society whether it is
the health services, pre-school facilities, the school
environment, restaurant and catering facilities or
employee work canteens - the integration of initiatives
in all these sectors can have the most dramatic impact
on even the average intakes of a country. Thus over a
20 year period Finland increased vegetable intake
threefold with a nearly two-fold increase in fish
consumption and a marked fall in full fat milk use.
This led to a reduction in saturated fat intake as part
of a fall in total average fat intake from about 42% to
less than 34% of energy consumed. In association
with these changes which started in North Karelia,
there was a remarkable fall in the prevalence of
cardiovascular risk factors in the population. Thus the
average blood pressure showed a remarkable 10
mmHg drop and the average cholesterol value of the
Finnish adults fell by 15%. Such changes would be
considered remarkable in a tightly controlled clinical
trial of drugs for hypertension and any dietary change
for lower cholesterol values. This illustrates the fact
that in many parts of Europe there is a pessimistic
view about intervention strategies and an incorrect
assessment of the supposedly limited opportunities
for inducing major changes in the risk profile. In
association with these falls in risk, there has been a
remarkable reduction in mortality rates in North East
Finland from stroke and coronary heart disease with
the observed mortality reductions being close to those
predicted from the fall in risk factors21. In Finland
there were also systematic strategies for reducing the
salt, total fat and saturated fat intakes with
specification of the precise nutritional quality needed
in schools. Canteens and restaurants were encouraged
and rapidly took on the concept of providing a salad
bar and vegetables as part of the intrinsic cost of the
main meal and a whole variety of policies were
developed to set standards of food provision
throughout society. Interestingly the same reduction
in death rates occurred in both men and women

despite the women showing little change in smoking
rates or even an increase. This emphasises the fact
that although smoking is very hazardous, when it
comes to cardiovascular disease, the impact of
smoking is substantially dependent on the individual's
eating habits being inappropriate22. Law et alP
emphasised some years ago that reducing blood
cholesterol by 10% predicts on a long-term basis at
least a 20% reduction in the incidence of CHD. In 40
year olds the benefit was for a greater than 50% fall in
risk but even in 80 year olds there was still a 20%
benefit. Thus we have underestimated the importance
of improving the diet of Europeans throughout life.

Figure 1 presents the latest analyses of how different
countries have coped with the recognition of such
diverse death rates from CHD. The top three
countries in European death rates are Finland, the UK
and Ireland but the response is very different in the
three countries. Finland showed the earliest effects
and a dramatic fall whereas the UK showed very little
change until about 1980, despite many international
analyses and policy statements having become well-
recognised for 20 years. When we assessed for WHO
why these differences occurred and whether they
related to different approaches by government, we
were surprised to realise that across Europe one could
see that the changes in death rate were preceded by
dietary changes. These dietary changes were not,
however, usually induced by novel policy proposals by
government, but by major academic groups or
individuals deciding to become major public
advocates of the need for societal change. Thus in
Finland there was a mass movement to improve the
appalling death rates whereas in Britain the media
focused endlessly on the array of experts who
disagreed about the finer points of heart disease and
how it might be caused. Indeed, some major charities
seemed intent on maintaining the mystery about the
basis for heart disease to keep their research funds
rolling from public appeals. The third country,
Ireland, was notable for the lack of a coherent
academic initiative and indeed for academics
promoting controversy on the dietary basis of heart
disease.

Figure 1 also shows that the three countries in the EU
with the lowest rates have shown very different
responses over the last 30 years. Italian and French
cardiovascular rates have been improving whereas
Greece is the only EU country with a progressive rise,
albeit from a low initial level. Kafatos has emphasised
how the diet in Greece is changing with an increase in
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fat intake and therefore the expected rise in both
childhood and adult obesity. This problem is
increased by the substantial reduction in physical
activity. The dietary changes include progressive
increases in saturated fat in addition to continuing
high olive oil consumption, so it is not surprising that
CHD rates are rising. Breast cancer and colon cancer
rates are also on the increase. Other countries within
Europe have seen appreciable declines in CHD rates,
e.g. in Belgium and the Netherlands, but Germany
(see Fig. 1) has only modest changes. Again it would
appear that only recently have German nutritionists
and doctors started to go public on the issues, so
there is still much to do in the medical and nutritional
professions.

The third working group therefore highlighted the
importance of academics and public interest groups
becoming involved in advocating the social and
structural changes needed to support good dietary
practices and an active lifestyle. Academics have a
responsibility to raise the profile of these issues both
in the media and politically and to ensure that they
understand what is required in policy developments.
They also have a role in changing the political
spectrum and ensuring that there was appropriate
resources allocated to initiating preventive
programmes. The value of Nutrition Councils
operating at a national independent level has also
recently been highlighted by a UN report24. Finally,
the broad policy recommendations of the third
working group involve a number of key
recommendations as set out in Table 2

Policy developments needed

The fourth working group had the unenviable task of
considering how best to take forward all these issues

within the context of the EU. After careful
deliberation they concluded that a number of
mechanisms are needed. First there is a need for the
EU to prioritise diet and lifestyles in its analysis of the
basis for the remarkable range in health across the
EU. There is a great need to assess the health impact
of the numerous EU policies which are being
introduced, often without any assessment of their
impact on diet and lifestyles. To promote this more
effective assessment of current EU developments and
thereby help to improve policies, the expert group
advocated that the EU should establish a new
Nutrition Committee because hitherto nutritional
questions of enormous public health significance have
been neglected. There was indeed a need to revise the
current EU recommended dietary allowances,
particularly as the US has just produced its own new
recommendations. The group also recognised that
there is a need to clarify the different responsibilities
of the EU in relation to national roles but it seems
unwise to think of the Commission becoming
engaged in detailed and direct dietary advice to the
public. Not only are there big differences in nutrient
intake across the EU but the. diet and cultural
differences are often so marked that to be effective
requires a sensitivity to local circumstances which is
not readily achieved at a Commission level.

Recommendations for EU action

The Eurodiet group highlights the need for a
coherent approach to the formal assessment of the
state of health, diet and lifestyles of Europeans on a
regular basis, e.g. every five to ten years. At present it
is difficult to have any coherent analysis of the
different diet and public health issues in Europe.
There is indeed a need for a system analogous to that

Table 2 Recommendations on Public Health Strategies

• Tackle inequity and broader determinants of health.

• Develop national strategies with:

• population approach

• multidisciplinary and integrated

• complementary actions

• work at different levels: industrial, community, environmental and policy

• Consistent EU monitoring systems

• All purpose leaflet for integrating different sectors.

• Structured development of diet and activity strategies for different groups

• Professional continuing education.
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undertaken by the Centre for Disease Control in the
United States. Health based research needs to be
prioritised to deal with the real public health issues of
Europe. This would inevitably involve a much more
coherent analysis of dietary issues. EU multi-centre
studies may well be needed on the continuing
problems and there is certainly a need to support
professional networks within the EU which can help
consider the issues relating to diet and health as well
as nutrition education.

On a more legislative basis, it is clear that dietary
aspects of health claims and appropriate
comprehensive food labelling are going to be big
issues, as is the relationship of the EU to CODEX
where nutrition claims have already been considered.
In conclusion, this EU programme of work has
highlighted the intense interest that can emerge once a
careful analysis is made of the enormous health
burden in Europe linked to dietary issues. Recent EU
analyses by the Institute of Public Health in
Stockholm, Sweden suggest that the fraction of the
total disease burden within the EU that relates to diet
is greater than that associated with tobacco use25.
Within the top twelve issues tobacco is seen as the
top contributor to ill health, with 9% of the total
burden attributable to it. Alcohol (8.4%), overweight
(3.7%), low vegetable and fruit intake (3.5%), physical
inactivity (1.4%) and high saturated fat intake (1.1%)
contribute and the percentages cited are all
preliminary estimates of their contributions. There is,
however, now a need to re-evaluate these issues,
particularly our better understanding of the multi-
faceted role of diet in relation to health. The problem
is accentuated by the recognition that we may be
dealing with very long term effects of changes in diet.
Thus dietary changes in pregnancy as well as in
childhood may affect lifelong health.

The dramatic differences in health burden across
Europe are a vivid display of the opportunities for
limiting the morbidity as well as the premature
mortality of millions of people. The challenge is to
gain recognition within the EU for these issues. Food
safety is indeed important and high on the political
agenda because of the great trade issues involved in
food safety. Nutritional problems may, however,
become equally politically difficult because advocating
change in diets is of intense industrial interest. The
health benefits that come from an optimum diet have
now been shown for 40 years in Europe to be very
substantial and it is surprising that we are so slow in

accepting this when, in the United States, Nutrition
Summits and a series of NIH and Academy of Science
initiatives highlight the importance of diet and health.
As the EU expands, the challenge is even greater and
the opportunities for benefit, given our current
knowledge, are unprecedented. It is therefore a great
challenge for us all to ensure that dietary aspects of
health become a principal consideration of Health
Ministers in the EU.
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