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I n 2004, the European
Council and the Commis-

sion decided to carry out a
mid-term review of the Lis-
bon process.  Since its incep-
tion the Commission’s
attention has been mainly
focused on the elaboration
of proposals to revitalize
the Lisbon Agenda.  The gist
of EFPIA’s messages to the
new Commission was and is
to stress the significant con-
tribution that the research-
based pharmaceutical man-
ufacturers can make
towards achieving the Lis-
bon and Barcelona targets. 

Three reports have
formed the core background for the mid-
term review of the Lisbon strategy under-
taken by the Heads of State and Govern-
ment during the March 2005 Summit: 

i.) The report entitled ‘Facing the Chal-
lenge’ published in November 2004 by the
high level group chaired by former Dutch
Prime Minister Wim Kok.  The report pro-
vides a good analysis of the reasons for lack
of progress and blames mainly the lack of
political will by the Member States.  The
report makes policy recommendations in
several areas including the knowledge soci-
ety, e.g. establishment of a European
research Council, adoption of the Commu-
nity Patent as soon as possible, tax incen-
tives for R&D investment, the internal mar-
ket, e.g. speeding up the implementation
of EU legislation, and business climate, e.g.
prior economic impact assessment of EU

legislation.  The report does
not contain any reference
to any specific industrial
sectors.

ii.) The 2004 European
Competitiveness Report
released by the Commis-
sion in November 2004
points out that the business
sector R&D in the EU lags
significantly behind its
main competitors, in partic-
ular the US and Japan.  The
report also notes that the
European pharmaceutical
industry has become less
competitive in comparison
to the US and outlines some
reasons for such a trend,

including ‘the stricter requirements for the
testing of pharmaceuticals and the effect
of policies to contain health spending’. 

iii.) The Commission Communication to
the Spring European Council ‘Working
together for growth and jobs – A new start
for the Lisbon strategy’ of February 2, 2005.
The centre piece of the Commission strate-
gy is to establish a partnership for jobs and
growth between the EU, Member States and
all actors at local level, including the busi-
ness sector, by jointly implementing
actions in three areas: actions to make
Europe a more attractive place to invest
and to work, actions to leverage knowledge
and innovation for growth, and actions
directly targeted at creating more and bet-
ter jobs. The Commission action pro-
gramme calls for governments to appoint a
“Lisbon officer” to take charge of the imple-

E urope has often set itself ambitious
objectives.  The Lisbon Strategy is the

most striking example: making Europe the
most competitive and dynamic knowledge-
based economy in the world within a 10-
year period.  But let’s not fall into the trap
of a famous management phrase “If you
don’t know where to go, try harder”.  Clear,
stepped plans are necessary if Europe
wants to reach its ultimate objective of a
free and open market that can deliver the
growth and employment people want.  

A first step in this direction has been
done by identifying the sectors that it takes
to make Europe’s economy more competi-
tive, sectors which generate value added
and will lead to new jobs, economic growth
and opportunities for a knowledge-based
society.  The research-based pharmaceuti-
cal industry is clearly such a sector.  It
remains one of the most innovative and
successful high-tech branches - a key asset
to health and wealth of Europe.  It
accounts for 15% of the whole EU business
R&D expenditure.  It employs nearly
600’000 people, primarily highly skilled
jobs, and provides a significant positive
contribution to the European trade sur-
plus.  

However, our industry faces the chal-
lenge of declining competitiveness as com-
pared to the US, where the government for
decades has pursued an industrial policy
based on investments in basic and applied
research, the fostering of technology trans-
fer between universities and the private
sector, and the proper economic reward for
success and innovation.  A cause for special
concern is that Europe has been steadily
losing ground as a research base.  

During the past few months, the new
Commission has outlined some concrete
and very important policy measure for
strengthening the science base for biomed-
ical research in Europe.  Let us build on
this and other strong points:  The EMEA
remains a success story and the efforts to
improve protection of intellectual property
are essential for future investment.  Hope-
fully, the Commission will pursue these
objectives in close coordination with the
Member States and with the concerned
industry.  In particular, we need to elimi-
nate the current trade distortions which
are harming pharmaceutical research in
Europe without significant benefits for the
patients or the health care systems.  While
industry respects the budgetary concerns
of national governments, national authori-
ties should not intervene in pricing of med-
icines that they neither buy nor reimburse
under their healthcare systems.  

What does our industry stand for?  The
core business is to develop innovative med-
icines for the patients’ need that are safe,

effective and of high quality.  Most of our
progress is stepwise, and every medicine
carries benefits and risk.  Whereas the
industry has been accused in the past to
oversell the benefits and minimise the risk,
I do see a certain danger that the balance is
tilting the other way right now.  To redress
the balance, it is crucial that we have an
open dialogue with regulatory agencies
and healthcare providers, but we should
also involve patients wherever possible.
Better informed patients make a practical
and efficient contribution towards reach-
ing the objectives of accessible, high quali-
ty and financially sustainable health care. 

Looking at recent developments and deci-
sions in some EU Member States, I have
great doubts whether all policy makers
have fully understood the Lisbon message.
With the introduction of the ‘Jumbo’
groups in its reference pricing system, Ger-
many has sent out a strong signal in the

opposite direction.  Similar
disappointing signals come
from regulators in other EU
markets, such as Italy, Bel-
gium, UK and Greece,
either by cutting prices,
cutting budgets, or by
delaying access to innova-
tive medicines.  It is a hard
sell to explain to patients in
some Member States that
they have to wait for
months and years to get
new innovative drugs,
which are already available
in other European markets.  

On the other hand there
are few encouraging signs:
In the 7th Research Framework Pro-
gramme, the Commission has proposed a
European Technology Platform for innova-
tive medicines, focussing on biomedical

research - a candidate to
become a Joint Technology
Initiative.  We are also very
much supporting the other
Commission project, the
draft regulation on paedi-
atric research with a pro-
posed six month patent
extension.  While these ini-
tiatives will surely con-
tribute to a sustainable
improvement of living stan-
dards for current and
future generations of Euro-
pean citizens, there is a real
MUST to act also at country
level to restore the national
regulatory and political
environment for an attrac-

tive and prospering  European research-
based healthcare industry.  w
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MESSAGE FROM THE PRESIDENT

A key actor for a healthy Europe

mentation of measures at national level.  
The overall goals of EFPIA activities

towards the new European Institutions
focus on: i.) striking the right balance
between industrial policy and health poli-
cy objectives by raising the profile of com-
petitiveness-related issues; ii.) progressing
the implementation of G10 recommenda-
tions in particular speeding up market
access of new medicines (G10 rec. III) and
price liberalisation for non reimbursed
medicines (G10 rec. VI); iii.) strengthening
the EU science base, e.g. establishment of a
European technology platform for medi-
cines, and improving the European regula-
tory environment, e.g. revision of the clini-
cal trials directive, implementation of the
revised Community pharmaceutical legis-
lation in the EU-25, and the adoption of
the regulation on medicines for paediatric
use.

The mid-term review of the Lisbon
process has provided a first opportunity to
put the research-based industry on the
agenda.  The summit in autumn 2005,
under the UK Presidency, provides a second
opportunity to discuss these matters and
to draw consequences according to the sit-
uation. In this framework, the pharmaceu-
tical manufacturers will need to get sub-
stantial support from the EU Commission,
in particular from DG Enterprise which, in
2005, has been experiencing a complete
changeover with the establishment of the
new Commission at all levels of hierarchy.
w

2005
A nual Meetings

Günter Verheugen, 
Vice-President of the EU -
Enterprise and Industry

THE L ISBON AGENDA

A strategy for growth and employment
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O n May 24, 2005, the World Health
Assembly approved a new set of Inter-

national Health Regulations to manage
public health emergencies of international
concern.  The purpose of the International
Health Regulations is to ensure the maxi-
mum protection of people against the
international spread of diseases, while
minimizing interference with world travel
and trade.  

Many of the new provisions are based on
the experience gained and lessons learnt
by the global community over the past 30
years.  The need for new rules and opera-
tional mechanisms for a more coordinated
international response to the spread of dis-

ease has been shown during the recent out-
breaks of SARS in 2003 and avian influen-
za in 2004 and 2005.  The regulations gov-
ern the roles of countries and WHO in
identifying and responding to public
health emergencies and sharing informa-
tion about them.  

The revision of the International Health
Regulations has been under way for several
years.  The original Regulations agreed in
1969 were designed to help monitor and
control six serious infectious diseases -
cholera, plague, yellow fever, smallpox,
relapsing fever and typhus.  The new rules
will govern a broader range of public
health emergencies, including emerging

diseases and provide WHO and its regional
offices with new, clearly defined roles and
responsibilities to help countries to
respond to disease outbreaks.  

Under the revised regulations, countries
have much broader obligations to build
national capacity for routine preventive
measures as well as to detect and respond
to public health emergencies of interna-
tional concern.  These routine measures
include public health actions at ports, air-
ports, and land borders.  They include a list
of diseases such as smallpox, polio and
SARS whose occurrence must be notified to
WHO.  The regulations also include a
matrix for countries to decide whether

other incidents constitute public health
events of international concern.  Consider-
ation is made of whether an outbreak is
serious, unusual or unexpected, whether
there is a significant risk of international
spread and whether there is a significant
risk of international travel or trade restric-
tions.  

The rules also provide a code of conduct
for how to notify and respond to public
health events of international concern.
They highlight areas where strengthening
is required, including within WHO.  The
regulations will formally come into force
two years from the date on which they
were approved by the Assembly.  w

E arly this year, the global innovative
pharmaceutical industry took the ini-

tiative to reassure the public about medi-
cines’ safety by making more data about
clinical trials into new medicines publicly
available. On January 6, 2005, EFPIA and its
sister associations issued a joint position
statement in support of harmonized dis-
closure policies throughout the world,
demonstrating their commitment to
increasing the transparency of clinical tri-
als sponsored by their member companies.
The “Joint Position on the Disclosure of
Clinical Trial Information via Clinical Trial
Registries and Databases” demonstrates
the innovative pharmaceutical industry’s
commitment to increasing the transparen-
cy of clinical trials sponsored by their
member companies.

Under the proposals, summary results of
industry-sponsored clinical trials complet-
ed on a medicine that has been approved
for marketing, will be publicly disclosed
via free, publicly accessible databases,
regardless of outcome.  Also, details of

ongoing clinical trials being performed to
determine a medicine’s therapeutic bene-
fit will be publicly registered at initiation
so that patients and clinicians will have
information about how to enrol. Both

requirements are being adopted by the
worldwide pharmaceutical industry dur-
ing 2005.

The industry is committing itself to mak-
ing available information on all clinical tri-

als, other than exploratory trials - and even
those results will be published if they have
significant medical importance. 

The results are published in a standard,
non-promotional summary that will
include a description of trial design and
methodology, results of primary and sec-
ondary outcome measures described in the
protocol, and safety results. If the results
are published in a peer-reviewed medical
journal, the database will include a link to
the relevant article.  The results should
normally be published within one year
after the medicine is approved or, for post-
approval trials, within one year of them
being completed.  

The associations also recognise that
there is important public health benefit
associated with this new voluntary policy.
By making public not just the results of tri-
als that have taken place - whether positive
or negative - but also information on those
that are just starting, the industry has
made a major step towards achieving
greater transparency.  w

WORLD HEALTH ASSEMBLY

New international health regulations

CLINIC AL  RESEARCH

Disclosure of information on clinical trials

O n November 18, 2004, the World
Health Organisation published its

report “Priority List of Medicines for
Europe and the World” on issues such as
barriers to pharmaceutical innovation.
The report had been commissioned by the
Dutch Presidency of the EU with the inten-
tion to address the issues of rising govern-
ment spending on health care, the need for
new medicines in specific disease areas
and the ageing of the population.

The report built on the G10 process that
began in 2001 after the report prepared by
Professor Pammolli and colleagues had
identified a slowdown in the competitive-
ness of the European industry versus the
US.  The Who report also notes that the
European industry is lagging behind the
US in its ability to generate and sustain
innovation of medicines, that many dis-

eases are not properly addressed, and that
there are barriers to innovation.  It singles
out 17 priority areas where new medicines
are needed, such as the threat of an
influenza pandemic, cardiovascular dis-
ease, HIV, cancer and tropical diseases.

In many cases there is a “commonality of
interest” with similar demographic and
disease patterns, and here medicines devel-
oped for Europe are also useful in the
developing world.  In some areas, such as
infectious diseases, the burden in Europe is
low compared with developing countries.
There are pharmaceutical gaps and ways of
filling them, the report mentions. Where
there is a market for new therapies and the
problem is poor understanding of the basic
biology of the disease, investment in basic
research and in facilitating innovation will
be needed.  Where the underlying mecha-

WORLD HEALTH ORGANISATION

Priority list of medicines 
for Europe and the world

WHO priority medicines
report of november 2004

. . .
Pharmaceutical innovation in

Europe could be improved
through reforms of regulatory

and pricing policies
. . .

Therapeutics can be improved
through the development of
improved pharmaceutical

delivery mechanisms
. . .

Pharmaceutical innovation
should also encompass special

interest groups of patients

nisms are well understood but the market
is weak, public support, possibly through
public-private partnerships, would be the
preferred solution.

The report also addresses the question of
pricing of medicines and to ensure that
they are affordable in all countries, and
looks at ways of rewarding clinical per-
formance while linking prices to national
levels of wealth or poverty.  Factors to be
taken into account could include the per-
formance of the product, quality of life
gained and value for money in terms of
each country's per capita gross national
income.

The report was welcomed by EFPIA which
had submitted its analysis of the key barri-
ers to biopharmaceutical innovation.
EFPIA said the report offered a balanced
view of the realities of pharmaceutical R&D
decision-making.  EFPIA also noted that it
did not agree with the idea that a single
mechanistic system was the best way to
address the pricing issue.  w
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A flu pandemic will be triggered with
the emergence of a novel influenza

virus.  Most health authorities now agree
that this will happen at some point in the
future and the experience of previous
influenza pandemics indicates the poten-
tial scale of the public health problem. In
order to prepare for a future pandemic,
measures to accelerate the development of
pandemic vaccines and to increase current
vaccine use are required.

Influenza viruses regularly undergo
genetic mutations (antigenic drift), and
this is why the composition of the flu vac-
cine used in the inter-pandemic period is
reformulated each year.  New strains with
different antigens appear periodically
(antigenic shift) and consequently cause
pandemics as there is no significant immu-
nity in the population.  The potential for a
pandemic arises when three criteria are in
place: i.) a novel virus subtype must emerge
to which the general population will have
little immunity; ii.) the new virus must be
able to replicate in humans and cause seri-
ous disease; and iii.) the new virus must be
efficiently transmitted form person to per-
son.

In January 2004, there was an explosive
outbreak of influenza in poultry in a num-

ber of Asian countries.  This was caused by
a virus later identified as H5N1, a sub-type
which had not previously infected human
beings.  Subsequently, first cases of human
infection with H5N1 were reported in Thai-
land.  Evidence suggests that H5N1 has
established a permanent niche in poultry.
Two of the criteria for a pandemic are thus
in place.  Many authorities regard an
influenza pandemic as the most signifi-
cant global public health emergency
caused by a naturally occurring pathogen.
The impact is difficult to predict but the

WHO estimates that a pandemic could kill
up to eight million people and have an eco-
nomic impact running into billions of dol-
lars.

Contingency planning for a future event
is often difficult to justify.  There are two
reasons to invest in pandemic prepared-
ness.  In the event of a pandemic, specific
pandemic flu vaccines will need to be
developed rapidly and then produced in
extremely large quantities.  Planning in
advance is required to put in place two
complementary actions: i.) accelerate the

development of prototype pandemic vac-
cines; and ii.) anticipate the production
demands required to produce pandemic
vaccines.

The development of prototype vaccines
represents a substantial investment and
vaccine manufacturers are discussing with
the Commission and Member States ways
how this risk could be shared.  Today, vac-
cine capacity is directed to each flu sea-
son’s vaccine demand, with no reserve
capacity.  90 million doses of trivalent vac-
cine have been used in Europe in the 2003-
2004 seasons.  In order to protect most of
the 450 million European inhabitants in
case of a pandemic, another 150 million
doses of monovalent vaccine would be
needed.  The lead-time to build and vali-
date a new manufacturing plant is about
four years and this additional capacity
would have to be in place before the event.  

At the moment, the WHO target for
annual flu vaccine coverage of 75% of the
recommended age and risk groups is not
achieved in most European countries.  This
target is the first element to be met.  There-
after, the established flu vaccination pro-
grammes could be progressively enlarged.
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INFLUENZA AND ITS  PREVENTION

Europe’s preparedness to fight flu pandemic

I t is high time to encourage the dialogue
on new and old epidemic diseases and

the challenge they pose to medical
research and policy makers, to overcome
the current limitations of science in the
face of new epidemics.  The issues are both
political and cultural.  Firstly, to combat
epidemiological threats, choices have to be
made in the field of health policy.  At the
same time, our lifestyles have a crucial
influence on our health.  Growing human
mobility is to a great extent responsible for
the spread of epidemics.  In the fifteenth
century, improvements in navigation led to
the first major epidemics of smallpox and
plague.  These diseases spread quickly, with
the result that 60 to 70 per cent of the pop-
ulation passed away. Without aircraft and
cheap mass travel, infectious diseases like
SARS and AIDS would have taken 300 years
to develop.  

Another issue is the rapid change of
causing pathogens.  For example, the sur-
face of an influenza virus particle carries
haemagglutinin molecules, which enable
it to adhere to cells in the respiratory tract
of human beings, and the enzyme neu-
raminidase, which is involved in the
release of new virus particles.  Today, we
know of 15 different types of haemagglu-
tinin molecules and nine different types of
neuraminidase. The possible combinations
in the make up of these macromolecules
leads to different influenza families of type
A, B or C and a multitude of strains.

Due to rapid mutation of the viral sur-
face molecules and hence the changing of
prevalent strains, a new influenza out-
break can always happen; thus, a new vac-
cine is needed each year.  To allow for
enough time for the manufacturing of tens
of millions of doses, each year in early sum-
mer, the composition of the new vaccine is

determined according to surveillance data
collected by a world-wide network of virol-
ogists under the guidance of the World
Health Organization.  

Two types of protection against infection
ensure our survival.  The first is natural.
Human beings are born with an immune
system which remains non-operational for
six to nine months.  During this time peri-
od, the infant is protected by maternal
antibodies which provide a sort of natural
vaccination.  The antibodies transmitted by
the mother are indispensable to the sur-
vival of the human race.  Each organism,
once its own immune system has been acti-
vated, must then ensure its own protec-
tion.  The development of the immune
memory of the human organism consists
of a fine-tuned system, characterized by
reciprocal relations between “T”-cells
which play a key role in identifying “alien”
structures invading the human body and
“B”-cells which produce specific antibod-
ies.  Knowledge and use of this concept is
crucial for research into new vaccines.  

Vaccines that protect us from illnesses
such as measles, mumps, tetanus, hepatitis
A and B and diphtheria are indispensable.
Therefore, there is absolutely no reason for
a dogmatic refusal to vaccinate children on
the grounds that vaccines can cause side-
effects.   Even if that is sometimes true, vac-
cines give us protection which is a thou-
sand times greater than the risks of possi-
ble side-effects.  While our vaccines are
excellent, it is essential that more than 80
per cent of the population has to be vacci-
nated against a particular pathogen, since
otherwise the population as a whole is not
protected.  w

EPIDEMICS

Prevention is the key
In the 1974 issue of the journal “Econom-

ics”, two US economists, E. K. Hunt and
H. Howard J. Sherman have published
details of a theoretical experiment which
addresses the topic of equitable healthcare
financing.  Imagine, they suggest, an
island community that suffers the ravages
of an infectious disease at intervals.  From
the experience of all the previous recorded
epidemics, the malady is known to affect
80 per cent of the island’s children, of
whom 90 per cent die.  Fortunately a vac-
cine exists that can greatly reduce the risk
of death if administered in good time. A
single dose of vaccine cuts the risk to 10per
cent; two injections reduce it to 8 per cent,
three to 6 per cent and four to 5 per cent.  

Assuming that there are 1,000 children
living on the island and that at the time of
the outbreak 1000 units of stockpiled vac-
cine are available, several possible distribu-
tion strategies spring to mind.  Underpin-
ning every decision about the correct form
of allocation, though, is the unalterable
fact that the vaccine has to be adminis-
tered rapidly to save the children’s lives.  If,
therefore, the inhabitants of the island
decide to ration the vaccine and allow each
child a single dose, the likely result, based
on existing epidemiological knowledge is
as follows.  With every child having been
vaccinated, 920 are largely unaffected by
the disease.  But 80 die.  

Assuming that the spread of income
among the island’s inhabitants was the
same as that of a western industrialised
nation, an observer can postulate how the
vaccine would be distributed if the process
was left to market forces.  Then, 250 chil-
dren with the wealthiest parents on the
island would be vaccinated four times.  Of
these, some 10 would die. 750 children
would remain completely unvaccinated

because their parents could not afford to
compete with the island’s better-off inhab-
itants and pay what would probably in any
case be epidemic-inflated prices.  Out of
the unvaccinated 750, a total of 600 would
fall ill and 540, or over three-quarters of
the children of the lower economic group,
would die.  All told, the competitive-pres-
sures scenario would see 450 children sur-
vive and 550 die.  

The two US economists’ theoretical
experiment is enlightening.  Most of all,
the study highlights the difference
between individual and institutional
morality. As an instrument of distribution,
the market mechanism clearly fails the
whole of society in this instance.  Yet no
criticism can be levelled at those parents
whose incomes are large enough to enable
them to concentrate on securing their own
offspring’s health, even if it should be at
the expense of that of poorer children.
After all, parental duty demands that a
father and mother do everything legally
permissible to ensure the well-being of
their own children.  

The apparent conclusion of the study is
however misleading. What any decent-
minded critic ought to be doing is cam-
paigning for a scaling-up of the vaccine’s
production process and pushing for the
construction of larger warehouse facilities.
Or, to put the point another way, more
resources should be allocated to this type
of treatment.  Success would allow the
stockpiling of at least four times the
amount of vaccine previously held.  In tan-
dem with the new, socially equitable level
of stockholding, a revamped distribution
organisation would also be needed, operat-
ing independently of the economic status
of the individuals it serves, and adhering to
the principle of solidarity.  w

EPIDEMICS

Equitable healthcare financing



On May 27, 2005, Markos Kyprianou, the
European Commissioner for Health

and Consumer Protection, has officially
opened the European Centre for Disease
Prevention and Control (ECDC) in Stock-
holm.  This event marked the final stage in
the start up of the ECDC, a new EU agency
designed to strengthen Europe’s defences
against infectious diseases.  

Communicable disease outbreaks can
pose a significant threat to the health and
well being of the European Union’s citi-
zens.  In a territory where millions of peo-
ple cross internal and external borders
each day, tackling health threats requires a
much closer co-operation between Member
States, the European Commission, the
World Health Organisation and affected
countries around the world.  

Outbreaks such as severe acute respirato-
ry syndrome or SARS in spring 2003 and
avian influenza or bird flu in 2004 have
shown how rapidly such diseases can
spread internationally.  With the resur-
gence of tuberculosis in Europe and pre-
paredness against a possible influenza pan-
demic high on EU health ministers’ agen-
da, the ECDC is seen as having a key role to
play in delivering the European Union’s
public health agenda.  

In February 2005, the Management
Board of the ECDC had already nominated
Mrs. Zsuzsanna Jakab, a senior public
health official from Hungary, to be the
Centre’s first Director.  

Since 1999, the Commission had man-
aged a Communicable Diseases Network.
This was based on ad hoc cooperation
between Member States within the legal
framework of Decision 2119/98/EC.  Howev-
er, there was a need for a substantial rein-
forcement of the system.  

In spring 2004, the Council and the Euro-
pean Parliament adopted enabling legisla-
tion to create the ECDC, to provide a struc-
tured and systematic approach to the con-
trol of communicable diseases and other
serious health threats which could affect
European Union citizens.  The legislation
fixed Stockholm as its seat, in line with the
decision of the December 2003 European
Council that the Centre be based in Swe-
den. 

The main tasks of the ECDC have been
laid down as follows:

i.) epidemiological surveillance and net-
working of laboratories at European level.
In this work, the Centre could either use
its own staff, staff from the dedicated sur-
veillance networks or, in some instances, it
could subcontract tasks to a national cen-
tre of excellence.  The Centre could also
identify and maintain networks of refer-
ence laboratories, and enhance the quality
assurance schemes of microbiological labo-
ratories.

ii.) maintenance of an early warning and
response network which requires around
the clock availability of specialists in com-
municable diseases.  Whilst the responsi-
bility for action will remain with Member
States and the Commission, technical oper-
ation of the system would be undertaken
by the centre and its networks. 

iii.) delivering scientific opinions as pub-
lic health decisions have to be based on
independent scientific evidence.  Scientific
issues arising in the area of communicable
diseases vary widely, ranging from ques-
tions of clinical medicine and epidemiolo-
gy through to standardisation of laborato-
ry procedures.  To this end, the centre will
bring together scientific expertise in spe-
cific fields through its various EU-wide net-
works and via ad hoc scientific panels. 

iv.) providing technical assistance and
communication as the centre’s reaction
capacity can cover more than the European
Union itself, to similar structures run by
the WHO and the PAHO.  When requested,
the centre would send an EU-team to inves-
tigate an outbreak of an unknown human
disease in a European country.  Objective,
reliable, and easily accessible information
is essential for the general public and as
well as for decision-makers in the Commis-
sion, Member States and international
organisations.  The centre will communi-
cate about its activities and results, and
disseminate information tailored to meet
the needs of its different audiences. w
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Programme Thursday, 2nd June 2005

10:45 Breakout session 1
Code and Ethics 

10:45 Breakout session 2
Science Base 

10:45 Breakout session 3
Competitiveness 
all 3 at the Conrad Hotel

12:00 General Assembly - plenary
13:00 Participants’ Lunch 

in lobby of the hotel
13:00 – 16:30 

Statutory General Assembly
at the Conrad Hotel

13:00 – 14:30 Press Lunch
14:00 – 16:30 “Paediatrics” Workshop
14:30-18:00 Board Meeting
19:30 Dinner at Villa Lorraine

Conrad Hotel 
Avenue Louise 71, 1050 Bruxelles
La Villa Lorraine 
Avenue du Vivier d’Oie 75, 1000 Bruxelles

For more information, contact the hospitality
desk at the Conrad Hotel.

CENTRE FOR DISEASE PREVENTION AND CONTROL

Official inauguration of european ECDC

T he pharmaceutical industry is one of
Europe’s best performing high-technol-

ogy sectors.  It performs well on most stan-
dard measures, such as production, value
added, high skill employment, R&D and
trade surplus.  However, since the early
1990s, the research-based pharmaceutical
industry in Europe has been losing com-
petitiveness with respect to the US.  Data
for 2003 and preliminary figures for 2004
confirm the vulnerability of Europe’s
research-based pharmaceutical industry.
Benchmarking and performance indica-
tors show that the US has continued to
increase its relative position as a locus of
innovation.

• Between 1990 and 2004, R&D invest-
ment in United States grew 4.5 times while
in Europe it only grew 2.7 times.

• Between 1993 and 2003, the US market
grew by 11.9 per cent per annum well
ahead of Europe (weighted average growth
of 7.3 per cent).  Figures adjusted for infla-
tion show a higher differential of market

growth in relative terms, with the US mar-
ket growing nearly twice as fast as the
European market.

• According to IMS Health data, 70 per
cent of sales of new medicines marketed
since 1999 are generated on the US market,
compared with 19 per cent on the Euro-
pean market.

• The fragmentation of the EU pharma-
ceutical market results in a lucrative paral-
lel trade which benefits neither social secu-
rity nor patients but deprives the industry
from additional resources to fund R&D.
Parallel trade was estimated to amount to
€4,265 million in the European Union in
2003, which represents 5 per cent of the
pharmacy market value (at ex-factory
prices). 

These figures and other facts have been
put together in the 2004 edition of EFPIA´s
brochure “The Pharmaceutical Industry in
Figures” which is available at the registra-
tion desk.  w

EFPIA STATIST ICS

Pharmaceutical industry 
in figures - new edition

INDUSTRY (EFPIA total) (*) 1990 2000 2003 2004

Production 63,127 120,868 154,632 166,500 (e)

Exports 23,180 89,443 145,777 160,000 (e)

Imports 16,113 62,810 110,608 121,500 (e)

Trade balance 7,067 26,633 35,169 38,500 (e)

R&D expenditure 7,941 17,661 20,495 21,500 (e)

Employment (units) 500,762 540,106 586,748 588,000 (e)

R&D employment (units) 76,287 87,834 99,337 100,000 (e)

Pharmaceutical market value at ex-factory prices 43,005 86,812 110,201 117,000 (e)

Pharmaceutical market value at retail prices 67,388 132,123 169,677 180,000 (e)

Payment for pharmaceuticals by statutory health insurance systems (**)

42,627 74,801 92,403 98,500 (e)

Values in € million unless otherwise stated
(*) Excluding new EU Member States (10) and candidate countries
(**) Since 1998 data relate to ambulatory care only
Source: EFPIA member associations (official figures) - (e): EFPIA estimate
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