
how much evidence do we need that skilled home
nursing available round the clock would be a good
idea?

For commissioners of care making difficult
decisions on resource allocation amid competing
priorities will the results of the study we publish today
help them decide how best to organise palliative care
services? They may note the pointers toward improved
outcomes when such a service is provided but also
reflect on the difficulties inherent in providing the
service on a time limited basis. They may wish to be
careful that funding for improving home palliative care
along these lines does not come from the same pot as
that which pays for the home care services which will
carry on if needed when the two weeks is up. But in
balancing the benefit to be had from this possible

intervention compared with others they will have to
fall back on wisdom, compassion, and a broad and
inclusive conception of the role of health care services
in reducing human suffering.

Duncan Keeley general practitioner
Thame, Oxfordshire OX9 3JZ
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Vaccination policies: individual rights v
community health
We can’t afford to be half hearted about vaccination programmes

The goal of a rubella vaccine programme is to
reduce the occurrence of the congenital rubella
syndrome. In this week’s BMJ, Panagiotopoulos

et al describe the history of the use of rubella vaccine in
Greece and show that partial vaccine coverage led to a
period in which susceptibility to rubella among
childbearing women was actually increased (p 1462).1

Therefore in 1993, an epidemic year for rubella in
Greece, the incidence of rubella in childbearing
women was higher than in previous epidemics, and the
incidence of congenital rubella increased. What lessons
can we learn from this failure?

Around the world the effectiveness of rubella
vaccine programmes has varied. The rubella vaccine,
which was first introduced in the United States in 1967,
was very effective in reducing the annual number of
babies with congenital rubella syndrome from an esti-
mated 20 000 in 1964 to 7 in 1983.2 The US had intro-
duced the vaccine in a three step programme—that is,
recommending vaccination of all infants at 12-15
months of age, screening women of child bearing age
for rubella immunity, and vaccinating those susceptible
to rubella. Initially in the United Kingdom the vaccine
was recommended only for schoolgirls aged 10-12
years and susceptible women. This strategy had little
impact on the incidence of congenital rubella
syndrome. So in 1988 the British authorities changed
to follow the US strategy. The incidence of congenital
rubella syndrome remains low in the UK.3 In Japan
schoolgirls receive rubella vaccine, but this has had
little impact on the incidence of congenital rubella
syndrome.4 Many developing countries have not used
rubella vaccine routinely. In the English-speaking Car-
ibbean, they are embarking on a one time mass
campaign targeting males and females aged 5-39 years
followed by routine use of measles, mumps, and rubella
vaccine in early childhood.5 The effectiveness of this
programme remains to be determined.

The Greek programme failed because it was given
only to children with no attempt to protect adolescents
and young women and no attempt to obtain high cov-
erage. Yet if the public in Greece becomes aware that
the risk of congenital rubella syndrome increased after
the start of an immunisation programme it may
become more difficult to institute a more effective vac-
cination programme and convince the public that
more immunisation is better.

Public opinion can significantly affect vaccine
uptake and consequently disease prevention. This was
demonstrated most clearly with pertussis vaccine in the
UK.6 In the early 1970s uptake of diphtheria, pertussis,
and tetanus vaccine in the UK was 81% and the
incidence of pertussis was low. After a report in 1974
ascribing neurological reactions to the pertussis
vaccine the public lost confidence in the vaccine and
uptake fell to 31%: pertussis epidemics followed.

In the developed world individual rights are given a
high value, and antivaccine campaigners capitalise on
the perspective of the individual, whereas public health
perspective is based on the benefits for the community.
If, because of a vaccine programme, the incidence of
the disease has become low then the risk of disease for
an individual is low but the risk of adverse effects from
the vaccine is unchanged. Therefore for the individual,
protection from disease by “herd immunity” may
become the safest option because it avoids the risk
from the vaccine. On the other hand, from the public
health perspective, avoidance of vaccination is clearly
not in the best interest of public because herd
immunity diminishes as coverage falls. To persuade
individuals to continue to be vaccinated when the vac-
cine programme has successfully reduced the inci-
dence of disease requires that the vaccine have few
adverse effects and that the individuals also value the
community benefit.

Some of the concerns about the safety of the com-
ponents of the measles, mumps, and rubella vaccine
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have been confirmed7 and others are still speculation.8

Reports of an association between vaccines and
adverse outcomes get much public attention, and it
often becomes difficult to determine whether the pub-
lic is getting the appropriate information for an
informed decision. Recently the possible association of
measles vaccination with ileal lymphoid nodular
hyperplasia and developmental disorders was
reported.9 In the flurry of correspondence criticising
this paper, several wrote of the potential harm to pub-
lic health vaccination programmes because of indi-
viduals becoming aware of this possible but unproved
association. It was implied that individuals might now
perceive the risk from measles to be outweighed by the
risks of adverse effects from the vaccine. The recurring
challenge for public health authorities is to find the
best way to communicate with the public, so that they
truly are informed on the relative risks and benefits of
a vaccine programme.

Can the public and individual interests be served
simultaneously? This can be achieved when a vaccine
programme is started. At that point the disease
incidence is high and the relative rate of vaccine adverse
effects low. However as the vaccine programme
becomes more successful in eradicating the disease,
public and individual interests may diverge unless the
vaccine has no adverse effects or the programme is so
successful that the disease is eliminated and the vaccine
programme can be discontinued. This was achieved for
smallpox. However, in a voluntary programme it may
always remain difficult to achieve a high enough uptake

to achieve elimination for congenital rubella syndrome
because some individuals will perceive the risks of vac-
cination as outweighing the benefits and decline
vaccination. But one lesson from the Greek experience
is not to introduce vaccination programmes half
heartedly—either in terms of the evidence underlying
the policy or in systematically promoting it.

Susan King associate professor of paediatrics
Division of Infectious Diseases, Hospital for Sick Children, Toronto,
Ontario, Canada M5G 1X8
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Learning from the NHS
NHS continues to be an important test bed for reform in health care

The British National Health Service has been a
great inspiration for other countries during the
past 50 years. A central theme has been the role

that the state can play in securing health care for its
population. What can other countries learn from the
latest reforms in the NHS and the new role of the gov-
ernment in health care?

Governments have become central to health policy,
engaging in both the financing and the provision of a
wide range of care. Most countries in the Organisation
for Economic Cooperation and Development, for
example, have achieved universal access to health care
through a mix of public and private providers and
sources of finance.1 Proponents of public sector involve-
ment in health care have rooted their arguments in both
philosophical and technical grounds. In most societies
care for the sick and disabled is considered an
expression of humanitarian aspirations. But economic
theory also provides ample justification for such an
engagement to secure efficiency2 and equity.3 The past
100 years is rich with examples of how market forces
have failed in health care.

In the past 50 years, prompted by the problems of
market failure, many low and middle income countries
established state funded healthcare systems with
services provided by vertically integrated public

bureaucracies. During the 1980s and 1990s the pendu-
lum swung in the other direction. In the Reagan and
Thatcher era the world witnessed a growing willingness
to experiment with market approaches in health, edu-
cation, and social protection.4 This was true even in
countries which were bastions of the welfare state, such
as the United Kingdom, New Zealand, and Australia.

As with the original rise in state involvement in
health care, the recent enthusiasm for private solutions
has both ideological and technical roots. Liberalisation
in many former socialist states and the economic
shocks in East Asia and Latin America certainly
contributed to a global sense of urgency to reform
inefficient bureaucracies and sharpen lines of account-
ability.5 But it would be too easy to blame ideology and
economic crises alone for exposing public services to
competitive market forces and increasing private
sector participation. In reality, the welfare state
approach has not always met the health needs of
populations.6 Although state involvement is clearly
needed, it has been dogged with the failure of the pub-
lic sector to provide the services well.7

Two related themes dominate. The familiar one is,
what can governments do to make the public sector
more responsive to a rapidly changing environment?
The newer one is not whether the market should
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