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Health Technology Assess-
ment and Health Care in the
European Union*

by David Banta, Netherlands Organization
for Applied Scientific Research and Swed-
ish Council on Technology Assessment in
Health Care, and Wija Oortwijn, Netherlands
Organization for Applied Scientific Re-
search

HTA institutions in Europe have developed
close relationships during the past few
years. As a result, several European proj-
ects have been carried out to explore the
possibilities of establishing efficient net-
works. The following article presents the
main results and conclusions of the HTA
Europe project which was funded by the
European Commission.

The first and most important general observa-
tion is that the population of the 16 countries
described enjoys essentially universal access to
healthcare services. Some countries (the United
Kingdom, Sweden, Denmark, Finland, Spain,
and Italy) cover any individual living in the
country. Other countries manage, through a
mix of public and private funding and services,
to cover close to 100 % of the population.

The second observation is the complexity
and diversity of the healthcare systems of the
countries described. Each country has a
healthcare system that has evolved over time,
with decisions based on social and cultural
preferences. While trends such as population
aging and increases in healthcare expenditures
are common, mechanisms for dealing with
these issues generally are not. Diversity may be
a strength. The countries of the European Un-
ion present a series of natural experiments.
They have much to learn from each other in the
study of the strengths and weaknesses of other
healthcare systems (including the development
and use of HTA).

The healthcare systems of the 16 countries
are all continuing to evolve, in a process that
has come to be called “healthcare reform”
(Saltman and Figueras 1979). Healthcare re-
form often includes paying attention to the
value for money of the healthcare system and
attempts to make health care more efficient or

more evidence-based. Reforming health care
may mean changing the financial incentives or
management structures in a particular health-
care system. It may mean new programs for
dealing with an aging population. It may mean
new regulations or other attempts to control or
rationalize health technology.

Finally, an impetus for change in many
countries is population dissatisfaction with the
healthcare system. Blendon et al. (1990) has
compared the levels of satisfaction to the levels
of healthcare spending per capita. If Sweden is
excluded from the analysis, public satisfaction
in Europe is associated with higher levels of
spending.

In the countries of the European Union,
national HTA programs have been established
during the last decade or so (Tab. 1). Leaders
include Sweden and Denmark, which began to
assess health technologies in the early 1970s,
and the Spanish province of Catalonia, which
established a Committee on Health Technology
in 1984. Countries that have established or
designated national programs to become in-
volved in healthcare technology assessment
include Sweden (1987), France (1990), the
United Kingdom (1990), Spain (1994), Finland
(1995), and Denmark (1997). In addition, re-
gional or provincial programs have been estab-
lished, especially in Spain and Italy. Some
countries, such as the Netherlands and Swit-
zerland, have extensive HTA activities. Finally,
interest is growing in a number of other Euro-
pean Union countries, including Italy, Ger-
many, and Greece, and in eastern European
countries, including Poland, Hungary, Czech
Republic, Romania, and Lithuania.

HTA is organized and implemented in a
somewhat different manner in each country.
One of the main determinants of such differ-
ences is the nature of the health system of the
country. Some countries, such as Sweden,
Spain (and several provinces, including Cata-
lonia), and France, have an actual public
agency for assessment of health technology.
Others, such as the Netherlands and Switzer-
land, implement HTA primarily in relation to
payment for health care through sickness funds
and insurance companies. The United Kingdom
has embedded HTA in the R&D Programmes
of the National Health Service (NHS) and the
Department of Health in an attempt to bring
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HTA into all administrative and clinical deci-
sions. Likewise, methods differ, although
countries are showing a tendency to converge
in their use of methods. Sweden and France
focus on synthesis of existing knowledge as

their most important tool. The United Kingdom
and the Netherlands also put more emphasis on
commissioning prospective studies on high
priority subjects.

Table 1: Overview of Health Technology Assessment Activities in 16 European Countries

Country HTA activities

Austria Small HTA activity in the National Academy of Sciences; some studies and
analyses.

Belgium Some studies and analyses; little impact on policy.
Denmark National program established in 1997; studies and analyses for more than 10

years, sometimes with considerable policy impact.
Finland Long history of interest in HTA; assessment agency FinOHTA established in

1995.
France National agency (ANDEM) established in 1989; name changed to reflect

broadened mandate in 1997 (ANAES); increasing use of coverage as a policy
to manage health technology; formation of a new agency in late 1997 to ex-
pand HTA activities in France; growing attention to cost-effectiveness.

Germany Substantial and growing interest in HTA; active discussions on how to institu-
tionalize HTA; considerable interest and support from the Federal Ministry of
Health, which is funding HTA reports.

Greece Some studies and analyses; law in 1997 established a national HTA agency,
being implemented.

Ireland Some studies and analyses; growing interest; plans to establish a national
committee for HTA.

Italy Growing number of studies and analyses; growing policy impact; Institution-
alization weak, both nationally and regionally.

Luxembourg Little activity, although interest may be growing.
Netherlands Long history of interest in HTA; national fund for HTA established in 1988;

policy studies done by Dutch Health Council and others; many policy papers
by government and advisory organizations; growing use of HTA in coverage
decisions; active research field; national co-ordination mechanism for HTA
being established.

Portugal Some studies and analyses; growing interest; discussions of establishing a
national HTA agency.

Spain Advisory Board on High Technology established in 1984 in Catalonia; evolu-
tion leading to the Catalan Agency for Health Technology Assessment in 1994;
Basque Country Office for Health Technology Assessment established in 1992;
the National Spanish Agency for Health Technology Assessment established in
1994; the Andalusian Agency for Health Technology Assessment established
in 1996.

Sweden Substantial activity at all levels; national agency (SBU) established in 1987;
continual expansion of mandate and budget of SBU to encompass all aspects of
health care; growing impact on policy.

Switzerland Active and explicit coverage policy based on HTA; many policy options under
coverage; substantial research activity; national co-ordination mechanism for
HTA activities being established.

United Kingdom Substantial activity at all levels; national program within the department of
Health R&D Programme; large and growing investment in HTA; great atten-
tion to priority setting and to dissemination of results; several important insti-
tutions, including the National Co-ordinating Centre for Health Technology
Assessment and the first of an international network of Cochrane Centres.
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Technology assessment has begun to become
an important part of health policy making in
many countries. A number of interesting initia-
tives concerning the use of HTA have been
taken in these countries. Some examples in-
clude a physician network in France, extensive
attention to implementation of HTA in Spain
(and Catalonia), development of special am-
bassadors for disseminating HTA in Sweden,
and an Information Systems Strategy in the
United Kingdom.

The field of health technology assessment
has illustrated that it can identify technologies
and produce assessments in a timely fashion.
Technology assessment agencies have success-
fully involved leading physicians, administra-
tors, and other healthcare professionals in their
work, but problems remain. Key problems, for
example, are that clinical providers have been
little influenced by assessment and that asses-
sors have not yet learned to reach out to the
general public.

A tentative evaluation of HTA activities in
Europe

The evaluation will be presented in the fol-
lowing categories:

- Functions of HTA;
- Focus of HTA;
- Type of technology;
- Type of healthcare provider; and
- Level of the system.

Functions of HTA

Use of HTA seems to be increasing in all coun-
tries in the European Union. The common use
of such terms as “evidence-based medicine”
indicates an orientation to use HTA results and
similar information as a guide to policy and
practice.

In countries that have developed HTA
systems, use at the policy level is generally
good, although more remains to be done. Use
of HTA at the management level (hospitals, for
example) seems to be limited in most countries,
however, and it is widely acknowledged that
clinicians have not actually changed their prac-
tice to agree with HTA results despite the
rhetoric about evidence.

Doing HTA likewise has increased dra-
matically in a number of countries, notably the
United Kingdom, Sweden, Spain, France, and
the Netherlands. In other countries, HTA seems
to be done more frequently than in the past.
However, the volume of HTA is quite insuffi-
cient to answer the thousands of questions and
to assess the thousands of technologies that
need assessment.

Funding and supporting HTA is likewise
growing in a number of countries. Dramatic
rises in expenditures have especially been seen
in the United Kingdom and the Netherlands,
where the emphasis is more often on prospec-
tive research.

Steering or co-ordinating HTA has
changed dramatically during the past few years,
with the development of formal national and
regional programs. Countries that have made
obvious progress in this area include the United
Kingdom, Spain, and Sweden. On the other
hand, the Netherlands is one of the most active
supporters of HTA in Europe, but it is only
beginning to develop a basic system or co-
ordinating structure for HTA. Switzerland also
has had no co-ordinated HTA system despite
considerable activity, but it too is in the process
of establishing national co-ordination activities.

Supporting/promoting HTA at the policy
level has likewise been seen in a number of
countries. HTA does not become accepted for
theoretical reasons; it is accepted because of
success. As agencies and programs have car-
ried out useful assessments, active support for
HTA has grown.

Focus of HTA

It has often been said that the healthcare system
is actually a “disease care system” with little
activity related to health. The same could be
said of HTA. The general focus of HTA until
recently was on expensive, new diagnostic or
therapeutic procedures, usually with expensive
equipment involved. There have gradually been
changes, however. In 1986 a Canadian docu-
ment advocated needs-based HTA, that is,
starting from the health condition instead of the
technology (Feeny, Guyatt and Tugwell 1986).
This approach has become more common and
is especially prominent in the United Kingdom
and Sweden.
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The field of prevention by screening has
been comprehensively assessed, especially by
the U.S. Prevention Task Force (1996), which
has stimulated increasing interest in Europe as
well. In the HTA-Europe project, partners ex-
amined several preventive technologies in their
respective countries, showing that prevention
and screening procedures often seem to be
prematurely adopted without adequate assess-
ment.

In an era of chronic diseases, rehabilitation
and supports for the disabled should become of
greater concern. Technology has much to offer
disabled people, but it must be assessed just as
in any other area. Few such assessments have
been done. Still, this too is changing.

Despite the obvious importance of old
technology, indicated in statements about the
lack of assessment in this area, programs still
focus largely on the new technology. However,
this seems to be changing. The Cochrane Col-
laboration has undertaken to identify and re-
view randomized controlled clinical trials in
many areas of existing practice. In the Nether-
lands, an extensive Delphi-like process pro-
duced a list of 126 technologies that were in
common use but still needed assessment; the
list was later updated to 194 candidate tech-
nologies.

HTA can deal with an individual technol-
ogy, a group of related technologies, or a serv-
ice or program for certain problems. The ma-
jority of assessments probably present infor-
mation on one or only a few technologies, al-
though assessments of systems are becoming
more prominent.

Finally, HTA leads to recommended ac-
tions. Such actions have often involved regula-
tion, and changes in payment are currently a
popular option. Educational strategies are not
so often proposed. Because of the limitations of
formal policies, however, HTA agencies and
others have attempted to develop new strate-
gies for dissemination and implementation of
HTA results (Granados, Jonsson, Banta et al.
1997).

Type of Technology

The most assessed type of technology surely
must be pharmaceuticals. Pharmaceuticals have
been subject to systematic assessment for

safety and efficacy for decades. A great deal of
assessment information on drugs is available.
On the other hand, the European system of
pharmaceutical regulation does not deal with a
number of important questions, such as cost-
effectiveness, relative efficacy, and appropriate
indications. HTA agencies are being increas-
ingly called upon to fill such gaps. In France, a
new program has been established to assure
comprehensive assessment of pharmaceuticals.

Medical equipment is subject to a reason-
able amount of assessment, but this assessment
is mainly technical, and generally does not
even deal with clinical efficacy. HTA agencies
haven often been involved in assessing equip-
ment and procedures that involve equipment.

The diagnostic and therapeutic procedures
of healthcare practice have been a main empha-
sis of HTA since its earliest beginnings. While
this is appropriate and will continue, other pri-
orities are emerging.

A field that has great potential as well as
great potential costs is telematics, the applica-
tion of computers and communications in
health care. There are literally thousands of
applications of telematics possible in health
care. Knowledge of the benefits and costs of
telematics is only beginning to be developed.
While activities have begun, the task is enor-
mous.

Type of Healthcare Provider

As stated above, the main emphasis of HTA
from its beginnings has been on expensive
diagnostic and therapeutic procedures. This
means that the main providers involved in HTA
have been specialty physicians. They have been
researchers in the field, subjects of the re-
search, and objects of attempts to change their
behavior. Gradually, however, primary care
and general practice have become the subject
of HTA research. The Netherlands is a leader
in this field.

Nurses have not been very much involved
in HTA. Likewise, in dentistry, HTA has had
almost no involvement or impact. Assessment
is difficult in these areas because of a paucity
of well-designed research studies on efficacy
and safety. As mentioned already, in some
other types of services, such as physiotherapy,
assessment is beginning. The problem in many
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such areas, as with dentistry and nursing, is the
relative lack of prospective research.

Level of the System

Consumers. Traditionally, the role of consum-
ers in health care, including research and health
technology assessment, has been limited. It has
been recognized that this situation needs to
change. The choice of a particular technology
depends heavily on the interaction of the pa-
tient and the physician. Patients tend to equate
quality of care with the ordering of tests or the
prescription of treatment, although they are
also very concerned with quality of life, while
physicians sometimes emphasize more “medi-
cal concerns”, such as morbidity and mortality
(Banta and Luce 1993). This implies that it is
of the utmost importance to involve consumers
in discussions concerning healthcare technol-
ogy.

When identifying technologies in need of
assessment, consumers’ experiences could be
of great value. In data collection and testing,
consumers are often involved as subjects. With
their perspectives, consumers might have a
valuable input to research design. Synthesis
activities might be improved by consumer in-
put. And perhaps the most important consumer
role could be in dissemination and implemen-
tation of HTA results. Educated consumers can
react to ineffective care or cost-ineffective care,
especially by demanding beneficial care. But
obviously, they must have good information as
a basis for such demands.

Consumers need to become partners in the
HTA process. There are considerations along
these lines in such countries as Sweden, the
Netherlands, and the United Kingdom, but
developments in general are still at an early
stage.

Clinical Professionals. The primary re-
sponsibility of medical professionals is to pro-
vide high-quality health care to their patients.
To meet this responsibility requires continual
self-monitoring and improvements in care.
Improving quality means applying existing and
new knowledge and technologies in an appro-
priate manner. This has been called “evidence-
based medicine”.

Medical professionals and others have
been active during recent years in producing

clinical guidelines for this purpose. A concern
related to HTA is that guidelines are generally
not based on a structured review of all avail-
able scientific literature, since carrying out a
structured review is time-consuming and ex-
pensive. The problem with guidelines under-
lines the importance of expanding synthesis
activities and in co-operating in international
efforts related to HTA and synthesis. Co-
operation among such movements as evidence-
based medicine, the Cochrane Collaboration,
and HTA is becoming more and more of a pri-
ority.

Education for medical professionals is also
a critical concern. In the European Union there
is a “principal agreement” that all member
states recognize the certificate or diploma of
medical professionals. This does not mean that
medical education is the same in all member
states, but it must meet minimum standards. It
could be beneficial if all member states in-
cluded HTA and evidence-based medicine in
their education for medical professionals.

Hospitals (Especially Teaching Hospi-
tals). Users of HTA are diverse. Hospitals are
an important potential user, since they are the
main purchasers of equipment and they provide
the bulk of expensive, high-technology serv-
ices. HTA can be used by hospitals for guiding
difficult choices, especially in balancing or-
ganizational and community needs (Lumsdon
1992). Hospitals are often involved in the im-
plementation of HTA information. However,
they have a major problem in finding reliable
information, since most information comes
from industry. Synthesis reports could be de-
signed to support policy making at the hospital
level.

HTA Agencies and Other Providers of
HTA Information. Such organizations function
to provide information. But without a system
for HTA, they may not be effective. A com-
plete system for HTA would monitor techno-
logical change at all stages of technological
development and diffusion.

A system for HTA could be said to have
five main tasks:

1. Identification: monitoring technologies,
setting priorities;

2. Testing: data collection and analysis;
3. Synthesis: collecting and interpreting ex-

isting information;
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4. Dissemination: providing HTA information
to users; and

5. Implementation: helping to assure the ap-
plication of HTA results.

These five tasks can be divided among several
different agencies or programs. However, co-
ordination of the tasks then becomes quite im-
portant. Furthermore, methods should be
matched to the problem being addressed. The
EUR-ASSESS project is an example of a proj-
ect working to assure a degree of standardiza-
tion of methods involved in HTA (Banta 1997).

A core task in HTA is synthesis. A synthe-
sis should actually precede the collection of
data (how can one know what data are needed
if one does not know what studies have already
been done?). But this is seldom the case. Syn-
thesis can also often lead to a judgment of the
usefulness of a particular technology. Still,
despite rapid developments in the area of syn-
thesis, led by the Cochrane Collaboration,
synthesis is not a method in widespread use in
most European countries. Methodologic devel-
opments are also still necessary.

It is also known that the results of HTA
have not been effectively disseminated
throughout the world. Effective dissemination
requires contacting the potential users and con-
vincing them of the importance and validity of
the information. Use of the Internet and the
World Wide Web is increasing. Direct educa-
tional activities, especially for clinical provid-
ers, are also necessary.

Industry. The industries involved in HTA
are mainly the pharmaceutical industry and the
medical devices industry. Industry has much to
teach the rest of the healthcare system, since all
drugs are assessed before they come into wide-
spread use. Ideally, all technologies would be
tested before they came into use. As pointed
out earlier, however, the assessments carried
out in the pharmaceutical area are actually
quite limited, and access to information is also
a problem.

Industry sees the present economic climate
of the European Union as difficult, especially
for pharmaceuticals. This situation will proba-
bly only become more restrictive. Governments
are demanding more HTA information to ra-
tionalize the use of drugs and, in some cases,
medical equipment. To survive in such a de-
manding environment, industry needs to begin

HTA early in the research and development
phase of a technology. Many companies have
already realized this fact and are acting. The
rapidly growing field of pharmacoeconomics is
one manifestation of this realization.

A major problem is that developments
from industry are often not related to health
needs but are technologically driven. Industry
could work more effectively with others, in-
cluding those in HTA, to base developments on
information such as burden of disease. Signif i-
cant elements of the industry have already be-
gun such activities.

National/Regional Government. Govern-
ments in a number of European Union coun-
tries have taken the lead in encouraging HTA
through a number of actions.

A strategy for HTA as part of research
policy has been developed in a number of
countries. HTA needs to be approached as a
bridge between clinical research and policy
making. This means that scientific excellence
must be coupled to societal relevance.

In some countries, a large number of or-
ganizations are involved in HTA. These or-
ganizations may or may not network toward a
common goal. Co-operation within and be-
tween such organizations is needed to avoid
duplication of work and to stimulate the shar-
ing of results.

Other interesting policies that can be
linked to HTA include:

• Coverage. While coverage of health serv-
ices differs from country to country, all
countries need a structure to assure use of
HTA in coverage decisions, even if they
do have a health service instead of an in-
surance system.

• Planning and regulation. Regulation, es-
pecially regulation of numbers and place-
ment of services, has an important role to
play in assuring appropriate access with-
out excessive services. National and re-
gional regulation can be based on HTA to
a greater extent than they are.

• Guidelines. Most countries of the European
Union are actively involved in setting stan-
dards or criteria for quality of care, in-
cluding the development of guidelines.
Many groups develop clinical guidelines.
However, implementing guidelines into
clinical practice is not yet effective, in part
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because physicians and other professionals
are not familiar with the process of devel-
oping, disseminating, and implementing
high-quality guidelines. Effective dissemi-
nation requires active participation of pro-
fessionals. National organizations of phys i-
cians and other professionals can take a
leadership role in this area.

• Educational policy. It would be desirable
to have HTA as part of the education of all
healthcare professionals. Special courses
for policy makers, manufacturers, insurers,
and so forth could also be beneficial.
Longer educational and training experi-
ences are needed for those who will work
in HTA.

Co-ordination of HTA at the European level

The European Commission could carry out a
number of actions to stimulate and encourage
HTA:

• Collecting, collating and disseminating
information on emerging technology is-
sues. The field of “early warning” or early
identification and assessment of important
technologies is being institutionalized in
several countries as part of the activities of
HTA agencies and programs. A network
of such activities is being formed. The
European Commission could assist in the
support of this network.

• Collecting and disseminating information
on priorities in HTA. HTA is a form of
policy analysis, which implies that policy
makers must have a strong input to deter-
mine the priorities for research and re-
search questions. This poses a common
problem for all countries. A mechanism for
sharing information on priorities devel-
oped in different countries could be of
benefit to their own programs.

• Collecting, collating, and disseminating
information on emerging plans and pro-
grams for HTA. HTA activities are evolv-
ing rapidly in many member states of the
European Union. Each country or region
tends to carry out its own activities with-
out taking advantage of the lessons that
could be gained from others. The Euro-
pean Commission could assist in devel-

oping mechanisms for sharing such infor-
mation.

• Ensuring that the findings of HTA from
across the world are readily available
across the European Union. The volume
of information from HTA studies is in-
creasing at a rapid rate. Results of HTA
are of increasing common interest to both
doers and users of HTA in different coun-
tries. The volume of HTA work points to
the need for more effective information
sharing, including clearinghouses and in-
formation links, at the European level.

• Organizing possibilities for joint assess-
ments and supporting joint assessments
agreed on, when priorities are similar
among member states. There have already
been significant duplications of effort
among European HTA programs, while
many other technologies remain unas-
sessed. Expertise in one country is not ef-
fectively utilized for the benefit of those in
other countries. The European Commis-
sion could help develop mechanisms for
co-ordinating assessment work among
member states.

• Providing opportunities for developing,
defining, and sharing best practice in un-
dertaking and reporting assessments
(Sheldon, Liberati, Banta et al. 1997). The
methods for assessment are relatively un-
developed, and few mechanisms exist to
take action based on the results of such
evaluations. The European Commission
could fund methodologic development. An
area needing stimulation is social, ethical,
and legal analysis.

• Providing opportunities to analyze and
discuss methods of connecting HTA more
closely to health policy and practice.
Within the diverse health systems of the
countries of the European Union, there are
many lessons to be learned concerning
methods of influencing the development,
adoption, and use of health technology.
The European Commission could assist
member states to come together to learn
from each other’s experiences in this area.

• Organizing and funding training for as-
sessors and decision makers in the Euro-
pean Union in assessment methods, par-
ticularly (but not exclusively) for countries
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with relatively undeveloped HTA activi-
ties. More and more researchers and clin i-
cians are becoming interested and in-
volved in HTA, and as a consequence
agencies are under constant pressure to
provide information to policy makers and
to provide training and education for re-
searchers as well as for users of HTA
studies. There is a need for a European
approach to education for HTA. One pos-
sibility would be to have a network of in-
stitutions. An inventory of such institu-
tions is a high pr iority.

• Supporting those seeking to develop HTA
in European Union countries that are not
actively involved in HTA. As demonstrated
in this report, only a relatively small mi-
nority of the countries of Europe (includ-
ing future members of the European Un-
ion) is deeply involved in HTA. The
European Commission could support edu-
cational and consultative activities aimed
at helping to institutionalize HTA
throughout Europe.

• Organizing co-operative periodic meet-
ings of partners to discuss all of these is-
sues. Support is needed from the European
Commission for such opportunities to
come together.

• Designing and organizing a system for co-
ordination and co-operation. In sum, the
activities described here are quite com-
plex. There is a need for designing a sys-
tem of co-ordination acceptable to all
member states. The European Commission
could give support to such system design
and integration.

European co-ordination

The HTA-Europe project, as well as the EUR-
ASSESS project, was aimed at improving co-
ordination of HTA activities in the European
Union. The main conclusion of this report is
that it would be beneficial for the healthcare
system of European Union countries for the
European Commission to assist the establish-
ment of a co-ordinating mechanism for HTA at
the European level. It should be quite clear that
what is being proposed is not a new European
agency.

There are four interdependent needs for an
effective mechanism:

1. A board or steering body representing all
member states, in addition to a smaller ex-
ecutive committee or board for continual
oversight.

2. An administrative center to support all
activities of the network.

3. A mechanism to assure full use of the rele-
vant expertise and commitment of different
programs and individuals in the European
Union. In summary, this would mean a
system in which important substantive
functions are decentralized to different
sites in European Union countries.

4. Funding to cover the added activities in-
herent in a European program of work.

The principle is to utilize and help strengthen
the existing network under the principle of
subsidiarity. The main recommendation of this
report is that the European Commission assist
in the establishment of such a co-ordinating
mechanism.

* First published in: International Journal of
Technology Assessment in Health Care, 16:2
(2000), 626-635; abridged version.
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Xenotransplantation – eine
Studie des TAB

von Arnold Sauter, Büro für Technikfolgen-
Abschätzung beim Deutschen Bunde stag

Im Auftrag des Ausschusses für Bildung,
Forschung und Technikfolgenabschätzung
hat das Büro für Technikfolgen-
Abschätzung beim Deutschen Bundestag
Ende 1999 einen Sachstandsbericht vorge-
legt (TAB-Arbeitsbericht Nr. 64), der die
internationale, vor allem die forschungs-
und gesundheitspolitische Debatte über
Perspektiven und Herausforderungen
der Xenotransplantation analysiert, den
naturwissenschaftlich-medizinischen For-
schungsstand beschreibt und die Rechtsl a-
ge sowie die mit der Xenotransplantation
verbundenen ethischen Fragestellungen im
Überblick darstellt. Unter Bezugnahme auf
den von den Autoren des TAB im Bericht
aufgezeigten umfangreichen wissenschaft-
lichen, politischen und gesellschaftlichen
Diskussions- und Handlungsbedarfs forder-
te der Ausschuss für Bildung, Forschung
und Technikfolgenabschätzung im Herbst
des vergangenen Jahres die derzeit arbei-
tende Enquete-Kommission des Bundesta-
ges zu „Recht und Ethik der modernen Me-
dizin“ auf, das Thema Xenotransplantation
intensiv zu behandeln.

Entwicklung und Zielsetzung des Projektes

Die Übertragung von Tierorganen auf den
Menschen, die Xenotransplantation, nimmt
unter den derzeit verfolgten Anwendungszielen
neuer biomedizinischer Forschungsansätze
einen besonderen Platz ein. Auf der einen Seite
könnte sie theoretisch dazu dienen, ein Haupt-
problem der zwischenmenschlichen Organ-
übertragung, nämlich den Mangel an trans-
plantablen Organen, zu lindern; auf der anderen
Seite muss gerade ein möglicher problemati-
scher Einfluss auf das bestehende und erst 1997
nach intensiven Beratungen durch den Gesetz-
geber neu geregelte System der Organtrans-
plantation sehr sorgfältig im Vorfeld analysiert
werden. Besondere Brisanz erhält die Xe-
notransplantation durch die mögliche Infektion
der Organempfänger mit bekannten, vor allem
aber auch mit unbekannten Erregern aus dem
Tierorgan.

Der Ausgangspunkt für das Projekt des
TAB war der Eindruck, dass sich in vielen
Ländern in den 90er Jahren eine immer intensi-
vere wissenschaftliche und zunehmend polit i-
sche Debatte zu diesen Themen entwickelt
hatte, kaum jedoch in Deutschland.

Die einzige wahrnehmbare Aktivität im
Bundestag bestand bis Ende 1997 in einer kle i-
nen Anfrage der Fraktion BÜNDNIS 90/DIE
GRÜNEN, die im November 1997 von der
damaligen Bundesregierung beantwortet wurde
(BT-Drs. 13/9275). Laut Antwort maß die da-
malige Bundesregierung der Xenotransplanta-
tion eine „mittlere forschungspolitische Priori-
tät“ bei und teilte die Auffassung, dass „der
klinische Einsatz der Xenotransplantation zur
Zeit nicht vertretbar“ sei. Der „geltende ge-
setzliche Regelungsrahmen“ galt als „ausrei-
chend“.

Der ursprüngliche Auftrag für das TAB
lautete, im Rahmen eines TA-Monitoring eine
Sichtung und vergleichende Auswertung rele-
vanter Studien von Regierungen, nationalen
Behörden sowie internationalen Organisationen
aus dem Zeitraum 1996 bis Sommer 1998
durchzuführen und den Diskussionsstand auf-
zuzeigen. Mit dieser Aufgabe wurden vom
TAB im Januar 1998 Prof. Dr. Kurt Bayertz,
Rainer Paslack und Dr. Johann S. Ach vom
Argos-Institut für gesellschaftswissenschaftli-
che Studien, praktische Philosophie und Bil-


