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Background and objectives

Health Monitoring Programme (HMP)

The European Commission established in 1997 the Health Monitoring Programme
(HMP) for the five year period from 1997 to 2001 but in 2001 it was extended until
the end of 2002. The objective of the HMP was to establish a Community health
monitoring system which would make it possible to:

measure health status, trends and determinants throughout the Community;

facilitate the planning, monitoring and evaluation of Community programmes and action; and

provide Member States with appropriate health information to make comparisons and support

their national health policies.

55 projects were financed by the HMP to help to achieve the objectives (see

http://europa.eu.int/comm/health/index_en.html).
330.000. The main areas covered were:

Health status reports were also financed:

Causes of death

Surveys: HIS and HES
Health care data

Health expectancies
Sentinel practice

Regional indicators
Socio-economic differences
Physical activity

Food consumption and nutrition
Mental health

Alcohol

Diabetes

Musculo-skeletal conditions
Cardiovascular health
Perinatal and child health
Human resources

Hospital data

Reproductive health
Respiratory diseases

Description of national
information systems

ECHI

Health status reporting

The average grant was €

health

Highlights on health in the applicant

countries

Health status reports Health status in the European Community, 1997

Women’s health, 1998
Young people’s health, 2000
Health status, 2001

Migrants health, due in 2002


http://europa.eu.int/comm/health/index_en.html

e  Mental health status due in 2003
e  Nutritional health due in 2004
New Public Health Programme

A new Public Health (PH) Programme has been agreed on by the conciliation
committee of the European Parliament and the Council on 8 May 2002. The
Programme will replace the existing eight programmes and will run for six years
starting on 1 January 2003 (till end of 2008) with a budget of € 312 million. EU
actions will be refocused along three strands:

e improving health information to citizens, professionals and policymakers;

e strengthening the rapid response capacity for co-ordinated reactions to major public health
threats;

e targeting actions to promote health and prevent disease.

The activities in the three areas will be inter-linked and mutually reinforcing,
embodying an integrated approach towards better health policies.

Idea for the workshop and the objectives

European Health Risk Monitoring (EHRM) and Health Surveys in the EU: HIS and
HIS/HES Evaluations and Models are two of the projects of the current HMP. Both of
these projects work on issues related to health surveys.

In earlier EHRM meetings, the participants of the project expressed the need for a
wider range surveys than covered by EHRM, including also nutrition, physical
activity etc. As these areas were covered by other HMP projects the idea of a joint
meeting with all HMP projects working on health survey issues started to develop.
The workshop on "Health Surveys in Europe - Role of Surveys in Monitoring" was
organized jointly by EHRM project, Health Surveys in the EU: HIS and HIS/HES
Evaluation and Models -project and the European Commission to bring together
experts from all areas of health surveys.

The objectives of the Workshop were:

1. To discuss elements and structure of national health surveys comprising health interviews,
health examinations or both. A comparison to the proposed indicator system (ECHI) was
expected to reveal needs for development.

2. To produce proposals for the contents and implementation of national health surveys, which
will be integrated into the final reports of the EHRM and HIS/HES projects. In addition, a
document from the meeting will be produced (this report), which will take into account, as far
as possible, results from other projects. These issues will deal with e.g.

o Health domains to be monitored and data for health indicators to be obtained by
different types of surveys.

o Structures of national health survey systems.
o International comparability issues.

3. To facilitate the development of national health surveys through exchange of information and
experiences.



4. To discuss the need for and form of future international collaboration.

5. To introduce participants to the HIS/HES database containing up-to-date information on
European health interview surveys and complex HIS/HES surveys, and to discuss with them
its future developments.

Participants

About 70 participants from different HMP projects and the European Commission
(DG Sanco and Eustat) representing 19 countries (EU Member States and applicant
countries) were present in the Workshop (Appendix 1).

Recommendations by HMP projects

In the HMP, several projects are/have been working on issues related to health
surveys. Eleven of them introduced their recommendations and/or plans in the
Workshop.

Design for a set of European Community Health Indicators (ECHI)

The first phase of ECHI is an attempt to construct a framework for a comprehensive
list of EU health indicators. The system should be flexible so that indicators can be
changed with changing policy and scientific interests. User windows i.e. different
views or filters are intended to provide easy access to subsets of the data. The
selection of indicators was guided by epidemiological criteria and quality criteria. The
list is based on existing comparable data but it also points at data needs and
development needs. The main categories of ECHI are:

1. Demographic and socioeconomic factors,
2. Health status,
3. Determinants of health and

4. Health systems.

The indicators should cover Member States’ health policy interests. ECHI also
identified currently unmet data and information needs such as disease-specific
morbidity, mental health, health expectancies, personal factors, social determinants of
health, quality of health care, health inequalities and emerging health threats. Needed
data sources range from registers to interview and health examination surveys and to
special studies. ECHI 1 is followed by ECHI 2 intending to co-ordinate the efforts of
various Health Monitoring Programme projects. In the longer term it is essential to
create a central co-ordinating structure and appropriate networks for the development
and running of the EU health monitoring system including health reporting.

Health Surveys in the EU: HIS and HIS/HES Evaluation and Models

The project has been doing an inventory of health interview and/or health examination
surveys in 18 Western European countries, Canada, Australia and the USA. Data
collected through this inventory have been recorded in the database called "European
Health Surveys Database", which at the moment is on CD-ROM in Access2000
format. It is hoped that the database can shortly (by the end of 2002) be transferred



into the Internet. Meanwhile, the CD-ROM can be requested from Dr. Claudine
Vermeire (claudine.vermeire@iph.fgov.be).

The database includes information about the methods and questions used in the
surveys. All questions are both in original language and in English.

At this stage the project will not propose specific health indicators or
recommendations for measurements. However, it will take on board recommendations
of other HMP projects and other international recommendations and also include
them in the database. The project also evaluates implementation of surveys and makes
recommendations. It also evaluates in detail some current methods used in European
surveys.

European Health Risk Monitoring (EHRM)

The project has prepared a list of indicators for chronic disease risk factors. The risk
factors were selected on the basis that they are known to be predictive for at least one
chronic disease, modifiable, measurable in the population, and relevant for the
considered age range (35-74 years). The project has also made a recommendation for
mechanisms for coordinated risk factor surveys, measurement protocols and manual
of operations for chosen risk factors and international collaboration. The
recommendation for international collaboration including a proposal for a centralized
facility for training, quality control and quality assessment.

The health indicators considered by the project cover:
e blood pressure, treatment and awareness of hypertension,
e blood lipids, treatment and awareness of hypercholesteroleimia,
e  obesity (weight, height, waist and hip circumference),
o smoking behaviours, exposure to tobacco smoke,
e glucose,
e use of antiplatelet drugs,
e use of hormone replacement therapy, and
e as breakdown indicators, gender, educational level, income and employment status.
The recommendations are available at http://www.ktl.fi/ehrm/ under "Documents".

European Food Consumption Survey Method (EFCOSUM)

The project dealt with pre- and post-harmonization of food consumption data. The
project recommends that post-harmonization should start with four food groups:
vegetables, fruits, bread and fish. This is the best that can be done with existing data.

For pre-harmonization of future surveys, the project has prepared recommendations
for:

1. Selection of relevant dietary indicators.

2. Selection of method for food intake assessment.


http://www.ktl.fi/ehrm/

3. Selection of food classification system.
4. Selection of food composition databases.
5. Biomarkers.

6. Statistical procedures.

7. Software.

8. Operationalization of a Pan-European survey.

For more information, see European Journal of Clinical Nutrition 2002; 56
(Supplement 2): S1-S94.

Monitoring Public Health Nutrition in Europe

The project deals with nutrition in a broad perspective including seven primary
categories:

1. environmental factors,

2. food and nutrient intake (including breast feeding and alcohol),

3. nutritional status (including energy balance and physical activity),
4. socio-demographic factors,

5. inequality,

6. genetic factors and interactions, and

7. life stages and vulnerable/critical periods.

The project is preparing a list of indicators in these areas and also operational
instructions.

Food Availability Databank Based on Household Budget Surveys (DAFNE III)

The DAta Food NEtworking (DAFNE) is an already existing databank on food
availability, comprising 50 household budget surveys in 13 European countries
(Belgium, France, Germany, Greece, Hungary, Ireland, Italy, Luxembourg, Norway,
Poland, Portugal, Spain and the United Kingdom) covering the last 20 years. Data
from Austria, Finland and Sweden are planned to be included to the databank in the
future.

The DAFNE team aims at structuring a proposal on the methodology to collect data
on meals taken outside the household as this is one of the limitations of household
budget surveys.

More information about the DAFNE can be found from:
e The DAFNE Initiative. Assessment of Dietary Patterns Across Europe Using Household
Budget Survey Data. A European Commission Supported Project. Public Health Nutrition,
2001; 4(5B), pp.72

e  http://www.nut.uoa.gr


http://www.nut.uoa.gr/

Comparative Analysis of Alcohol Consumption and its Public Health Effects
(ECAS II)

The project aims to:
e estimate the prevalence of unrecorded alcohol consumption in a cross-sectional perspective,
e estimate trends in unrecorded alcohol consumption in the EU Member States,
e  assess the reliability and validity of alcohol-related harm indicators,
e  describe an optimal set of indicators, and

e investigate the options that are available in the different EU Member States to implement
these indicators.

More information about the ECAS II (and ECAS I) and recommendations can be
found from:

e Leifman H. Estimations of unrecorded alcohol consumption levels and trends in 14 European
countries. Nordic Studies on Alcohol and Drugs, 2001; 18 (English Supplement): 54-70

e Leifman H, Osterberg E & Ramstedt M. Alcohol in postwar Europe: A Discussion of
Indicators on Consumption and Alcohol-Related Harm (paper delivered to the EU and will be
published in autumn by National Institute of Public Health, Sweden), 2002

o Norstrom T (ed.) Alcohol in postwar Europe: Consumption, Drinking patterns, Consequences
and Policy Responses in 15 European Countries. Stockholm, Almqvist & Wicksell, 2002 (in
press)

e Osterberg E & Karlsson T (ed.) Alcohol Policies in EU Member States and Norway. A
Collection of Country Reports. Helsinki, Stakes, 2002 (in press)

o Simpura J & Karlsson T. Trends in Drinking Patters among Adult Population in 15 European
Countries, 1950 to 2000. A Collection of Country Reports. Helsinki, Stakes, 2001

European Physical Activity Surveillance System (EUPASS)
The project was to:

e Create an inventory of national physical activity surveillance systems to contribute to the
establishment of a list of core indicators and optional indicators for health-enhancing physical
activity and its determinants.

e Monitor the quality of selected indicators for the assessment of health-enhancing physical
activity by indicator testing with panel and time series data collection. Compare results of data
collection by mail and telephone.

e Analyze implementation of indicators in health monitoring and potential policy impact.

The project has prepared a recommendation for a list of core indicators to be used in
future surveillance and a set of additional indicators which focus on psycho-social,
contextual dimensions of physical activity. The project is also supporting on-going
research activities to improve the validity and reliability of international comparable
physical activity indicators (e.g. [IPAQ, EUROHIS, EUPASS).

The IPAQ questionnaire (short and long versions) are available at
http://www.ipaq.ki.se/.


http://www.ipaq.ki.se/

Indicators for Mental Health Monitoring in Europe
The project:

e collected relevant information on existing data sources (national and international
organizations),

e produced an overview of relevant scientific literature,

e suggested a data set of feasible mental health indicators, to be included in a general
community health monitoring system,

e gave exact definitions of these indicators, and
e assessed their feasibility.

The project recommended 36 indicators for mental health. Fourteen of these
indicators require surveys setting and they include following measures:

e generic mental health (SF-36, MHI-5, EVI, RLMI),
e specific morbidity (CIDI-SF),
e depressive episode (GAD, CAGE, suicide attempts),
e positive mental health (happiness, sense of mastery, LOT-R),
e social environment (LTE, social support, social isolation), and
e self-reported use of mental health services.

References:

e Minimum data set of European mental health indicators. Proposed set of mental health
indicators; definitions, description and sources. STAKES, 2000

o Korkeila, J. Measuring aspects of mental health. Themes 6/2000, STAKES
Indicators Monitoring Diabetes Mellitus and its Morbidity (EUDIP)

The project is to establish and recommend a convenient set of European diabetes
indicators to:

o follow the development of diabetes in the Member States,

o facilitate registration and understanding differences between countries as a base for action,
and

e try out the applicability of these indicators in the different EU/EFTA countries.

The project is recommending 41 possible indicators, which can be divided into 5
groups:

1. Risk factors for type 2 diabetes (2 indicators for HIS/HES).
2. Epidemiology of diabetes (2 indicators for registers/HES).

3. Risk factors for complications process prevalence/incidence, outcome (14 indicators for
HIS/HES/registers/quality data based on Diabetes Care or similar).



4. Epidemiology of complications process prevalence/indicence, outcome (21 indicators for
HIS/HES/registers/quality data based on Diabetes Care or similar).

5. Mortality (2 indicators for registers).
Musculoskeletal Disorders

The project aims to identify existing indicators of musculoskeletal disorders in the
population, primary and secondary care. This includes information on prevalence,
trends, determinants and consequences at a national and community level.

The project will recommend indicators, which can be used to monitor musculoskeletal
disorders at the national and community level. The project is giving the priority to the
poorly described conditions, missing from the existing international classifications
and to establishing means of distinguishing minor transient episodes from the more
significant conditions.

Child Health Indicators of Life and Development (CHILD)

The project is focusing on child health indicators by reviewing literature and projects
and after that preparing a recommendation of indicators for the monitoring of health
of the children. The topics covered are:

e demography, SES
o well-being, quality of life, lifestyles
e mental health
e environment
e access and utilization of services
e mortality, morbidity, injuries (accidental and intentional), safety
e health promoting policies
e nutrition and physical growth
e development (inc. intellectual and social)
e  migrants, marginalized children
e social capital/cohesion, family cohesion
Other existing activities on child health are:
e Health Behaviour of School Children (HBSC) (http://www.ruhbe.ed.ac.uk/hbsc/)

e Kidscreen (http://www.kidscreen.org)

International health surveys. What already exists in Europe?

Several interview surveys, which also include health components, already exist on the
European level.


http://www.ruhbc.ed.ac.uk/hbsc/
http://www.kidscreen.org/

The European Community Household Panel (ECHP) was conducted in 1994-2001 in
all EU Member States except in Sweden. 60 0000 households, 120 000 persons aged
16 years or older were included. The health topics covered were:

e perceived health

e any chronic condition

e hampered by chronic condition

e temporary 'cut down'

e hospital admission in 12 months

e consulted in 12 months

e general practitioner/medical specialist/dentist?
e present smoking/former smoking (1998-)

e height and weight (1998-).

For more information about ECHP see
http://forum.europa.eu.int/Public/irc/dsis/echpanel. (Access to this web site will
require username and password to CIRCA..)

Statistics on Income and Living Conditions (SILC) is a successor of ECHP and will
start in 2003/2004/2005. The SILC will also include some health 'modules’'.

European Labour Force Surveys (LFS) comprises harmonised national surveys. It
goes back to 1973 and in 2002 it will include a module with:

e health problems or disability

e type of problem, cause, duration

e  works in sheltered/supported employment

e  health problem limits kind or amount of work or mobility related to work
e assistance needed/provided to work

e type of assistance needed/provided.

Eurobarometer (http://europa.eu.int/comm/public_opinion/) is an European survey
on public opinions, conducted annually. There is health related 'modules' in
Europarometer about smoking, drugs, prevention, satisfaction with health systems,
blood transfusion, alcohol and in 2002 also questions about organ/blood donation,
mental health, diet/nutrition and physical activity.

Additional to these European level international health surveys, in almost all
European countries some national health survey activities are going on. Information
about these national surveys is collected into database coordinated by Health Surveys
in the EU: HIS and HIS/HES Evaluation and Models -project.


http://forum.europa.eu.int/Public/irc/dsis/echpanel
http://europa.eu.int/comm/public_opinion/

Comparability of survey data

Good quality and comparable data are needed for research as well as for health
monitoring purposes. If low quality data are used for basis of health policy actions, it
may lead to over or under investments and to a waste of public resources.

Good quality of the data does not necessarily mean comparable data. For
comparability, harmonization, standardization and common protocols are needed as
well as collaboration between academic and government departments.

The validity and reliability of chosen measurements can be achieved by using
standardized and well proved instruments, common training of interviewers and
measurers, and well organized communication with field staff during the survey and
feed back to them. For the analysis of biochemical markers, a centralised reference
laboratory is needed to ensure comparability between laboratories.

To organize a comprehensive European wide health survey is currently not feasible.
Needed health information can be collected through regional and national health
surveys if a common set of health indicators is defined and their measurement
methods are standardized through out the Member States. This will also require
centralized coordination and quality control.

Priorities for survey monitoring of health, disease, disability and
determinants

Non-communicable diseases still remain the largest health problem throughout
Europe because they are common, costly and disabling. Because of that, there should
be a core set of standardized indicators of the determinants of health and disease to be
monitored through regular health surveys. These determinants should be modifiable
and based on public health evidences, and the indicators should be amenable to
quality control and limited to certain age range. Survey questions planned for the
adult population are often inapplicable to children and adolescents, who need survey
instruments developed specifically for that age group.

For young people (age < 20 years) the set of indicators should include perceived
health, smoking, BMI, waist and hip, physical activity, parity, violence, alcohol use,
substance abuse and perceived health. Also several other indicators are important like
blood pressure, mental health, educational attainment, sense of mastery, LDL
cholesterol, glucose, nutritional status etc. The burden of chronic ill-health in
childhood is life-long.

Among working age people (20-65 years), the indicator set should include perceived
health, smoking, BMI, waist and hip, blood pressure, physical activity, employment
type, educational attainment, alcohol use, LDL cholesterol, glucose and mental health.
Also sense of mastery, functional limitations, social support, mental and physical
work place exposure, nutritional status, quality of life etc. are important to be
monitored.

Among elderly people (age > 65 years), functional limitations, perceived health,
blood pressure, physical activity, social support, alcohol use, smoking, quality of life
and educational attainment are important health indicators. Also sense of mastery,



mental health, cognitive status, medications, dietary intake, LDL cholesterol, glucose,
BMI, waist and hip and violence and accidents should be considered for monitoring.

Both for working age and the elderly, and interview survey could cover some major
infections and vaccinations. The priorities on this may vary by country.

Types and frequencies of surveys needed

Surveys can be either interview (HIS) or examination (HES) surveys. The interview
surveys can be conducted by mail (self-completion), telephone or face-to-face
interview. The selection of survey type depends on topic to be surveyed and
availability of funding. However, part of the information can only be obtained by
health examination surveys.

From the ECHI list, socio-economic status (SES), general health status, prevention
and health promotion and health care utilization indicators can be collected through
interview when personal and biological factors and health behaviours (e.g. food
frequency questionnaire, 24-hour recall) often require also examination survey.

Available resources limit the frequency at which different types of surveys can be
conducted. Health interview surveys can be conducted every few years depending on
surveyed topic and resources, where as for health examination surveys that is not
feasible. Basic risk factor surveys with limited number of physiological examinations,
the 5-year interval between surveys is often enough and 10-15 years intervals for
more comprehensive health examination surveys.

In general, the target population for surveys should be the whole population living in
the country (resident population) or region if health responsibilities are held at this
level. If institutionalized persons are not included the consequences should be
carefully assessed and reported. Some surveys may need to look more closely at
special population groups.

The response rate in surveys should be high enough (above 70%) and we should
always have some information about the non-respondents. It is important to invest on
getting high response rates by motivating respondents as well as survey personnel.
The surveys should not be repeated too often to cause survey fatigue among
population and survey personnel.

Conclusions

There is a clear need for relevant, valid and comparable health survey information in
the European level. The existing information suffers from poor coverage of the most
important health items, poor quality and comparability as well as from lack of
coverage and accessibility.

To improve the situation, collaboration between counties, organizations and experts is
needed. Improving national health interview and health examination surveys should
be the main approach. Through EU supported collaboration, a core set of health
indicators should be defined which would form the minimum set of information to be
collected in each country. Additional to this core set, a stepwise approach could be
adopted to include more indicators if available. These sets of indicators should be
flexible and adapt changes over time if new health issues arise (e.g. biochemical



indicators, genetic determinants). Countries are encouraged to extend their health
surveys to other health indicators of their interest. The EU level collaboration should
involve MS experts, DG Sanco, Eurostat and the forthcoming EU structure for health
monitoring.

To get reliable and comparable information from selected health indicators,
standardized measurement protocols and questionnaires need to be developed and
validated. Special attention is needed for laboratory measurement standardization
through establishment of FEuropean reference laboratories (for biochemical
measurements such as blood lipids, biomarkers urinary tests, etc.).

Centralized training and quality control during and after the surveys is needed to
support local survey organizers in countries to achieve reliable and comparable health
information. This support is especially important for countries without earlier
experience from health interview and examination surveys.

The agreed core set of data should be reported to a common European database
accessible to the European health monitoring system and experts in the member
countries. The forthcoming EU health monitoring structure should have a central role
in compiling , analysing and distributing the data and information.

In the longer term, the feasibility of a European health survey/surveys should be
examined taking into account the experiences gained from this collaboration of
national surveys and health authorities.

Document: Report from the Workshop Health Surveys in Europe - Role of
Surveys in Monitoring, Luxembourg, 13-14 May 2002
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Appendix 2.

Programme

Monday, 13 May 2002

Chair: Kari Kuulasmaa

Rapporteur: Diego Vanuzzo

09:00 Registration

09:30 Opening of the Workshop
(Kari Kuulasmaa and John F. Ryan)
e Objectives of the Workshop
e Adoption of agenda
e  Practical issues
09:45 EC's Health Monitoring Programme
(Henriette Chamouillet)
10:00 EC's new Public Health Programme
(John F. Ryan)
10:15 Design for a set of FEuropean Community Health Indicators (ECHI)
(Arpo Aromaa)
e Information to be collected through surveys
10:30  Brief presentations of relevant HMP projects
e Health Systems in the EC (HIS/HES)
(Claudine Vermeire)
e European Health Risk Monitoring (EHRM)

(Hanna Tolonen)

e FEuropean Food Consumption Survey Method (EFCOSUM)

(Lars Ovesen)

e  Monitoring Public Health Nutrition in
(Michael Sjostrom)

e Food Availability Databank Based on Household Budget Surveys
(Androniki Naska)

Europe

(DAFNE)

e Comparative Analysis of Alcohol Consumption and its Public Health Effects

(Esa Osterberg)

e Discussion

11:30 Coffee

12:00 Brief presentations continue



e European Physical Activity Surveillance System

(Alfred Riitten)

e Indicators for Mental Health Monitoring in
(Ville Lehtinen)

e Indicators Monitoring Diabetes Mellitus and its
(Kristian Midhtjell)

e Musculoskeletal
(Dag Bruusgaard)

e  Child Health Indicators of Life and Development (CHILD)

e Discussion

13:00 Lunch

14:30 Existing national and international health surveys

e International health
(Jaap Van Den Berg)

e  European national
(Pdivikki Koponen)
e National health interview

(Claudine Vermeire)

e National health examination
(Pdivikki Koponen)

15:15 Introduction to the topics of the group work and instructions
15:35 Coffee

16:00 Group work
e  Group 1: Comparability of survey data

o Chair: Jean Tafforeau

o Rapporteur: Susana Sans

(EUPASS)

Europe

Morbidity

Disorders

surveys

surveys

surveys

surveys

e Group 2: Priorities for survey monitoring of health, disease, disability and

determinants nationally and internationally
o  Chair: Philippe Amouyel
o Rapporteur: Alun Evans
e  Group 3: Types and frequencies of surveys needed
o  Chair: Ulrich Keil

o Rapporteur: Paola Primatesta

18:00 Closing the day



Tueday, 14 May 2002

Chair: Arpo Aromaa
Rapporteur: Sue Davies

09:00  Recommendations of Group 1 and discussion
09:45  Recommendations of Group 2 and discussion
10:30  Coffee

11:00  Recommendations of Group 3 and discussion

11:45  Establishing a national health examination survey

e  Starting for the first time. Experience from Portugal.
(Mario Carreira)

e Running an already established system. Experience from Germany.
(Bdrbel-Maria Kurth)

e Discussion

12:30  Introduction to planning the future
(Arpo Aromaa)
13:00  Lunch

14:00 What from now on?

e National surveys. Support from international collaboration
e International use of national surveys

e Need and feasibility of international surveys

15:00  Closing the Workshop



Appendix 3.

Abstracts of brief presentations of HMP
projects

e  Health Surveys in EC (HIS/HES) (Aromaa, Arpo & Tafforeau, Jean)

e European Health Risk Monitoring (EHRM) (Tolonen, Hanna)

e European Food Consumption Survey Methods (EFCOSUM) (Ovesen, Lars)
e  Monitoring Public Health Nutrition in Europe (Sjostrom, Michael)

e Food Availability Databank Based on Household Budget Surveys (DAFNE)
(Trichopoulou, Antonia)

e Comparative Analysis of Alcohol Consumption and its Public Health Effects (Osterberg,
Esa)

e European Physical Activity Surveillance System (EUPASS) (Riitten, Alfred)
o Indicators for Mental Health Monitoring in Europe (Lehtinen, Ville)

e  Musculoskeletal Disorders (Bruusgaard, Dag)

Health Surveys in the EU (HIS/HES)

Jean Tafforeau
Contact person: Claudine Vermeire, e-mail: claudine.vermeire@iph.fgov.be

Within the framework of the EC Health Monitoring Programme (1995-2002), the
project “Health Surveys in the EU: HIS and HIS/HES evaluations and models”
represents an international collaboration led by Finland, The Netherlands and
Belgium with the aim of producing an inventory of health interview and/or health

examination surveys in 18 Western European countries as well as Canada, Australia
and the USA.

The projects’ main objective focuses on standardisation of health survey instruments
and methods.

An inventory of prior executed and ongoing or planned health surveys was assembled
through analysis of the responses to an inquiry questionnaire mailed to the relevant
institutions.

Preliminary analysis of the health survey questions and use of the “Design for a Set of
European Community Health Indicators™ allowed for the design of a classification of
health and health related areas and health topics to which corresponding health survey
questions were then linked. Gradually internationally recommended instruments are
also being included into the database.



The database contains 4 major ‘inquiry’ areas. Two areas are linked to the
methodology applied in population-based health surveys, which allow for drawing
conclusions on quality control and sampling procedures among the different health
surveys and countries. The other two areas deal specifically with health topic related
questions formulated in their original language as well as in a reference language
(English). Computer applications, covering about 76 Health Interview Surveys (HIS)
and 8 Health Examination Surveys (HES), allow for selective searching in a total of
more than 10.000 questions and for comparison among countries. A website access
point to the Database is under development.

This interactive HIS/HES database allows for a quick reference and comparison of
methods and instruments used in 18 Western European countries as well as Canada,
Australia and USA national health surveys. Additionally, it illustrates the great variety
in instruments and the need for harmonisation through a concerted network effort in
order to serve the ultimate goal of health monitoring on an international comparative
basis.

European Health Risk Monitoring (EHRM)

Hanna Tolonen

Responsible persons:
Project leader: Kari Kuulasmaa, e-mail: kari.kuulasmaa@ktl.fi
Project coordinator: Hanna Tolonen, e-mail: hanna.tolonen@ktl.fi

The objective of the EHRM project is to plan recommendations on
e indicators,
e mechanisms for coordinated risk factor surveys,
e measurement protocol and manual of operations, and
e international collaboration.
The indicators and measurement protocols are for chronic disease risk factors:

e blood pressure, treatment and awareness of hypertension,

blood lipids, treatment and awareness of hypercholesteroleimia,
e  obesity (weight, height, waist and hip circumference),

e smoking behaviour, exposure to tobacco smoke,

e use of antiplatelet drugs,

e use of hormone replacement therapy,

e glucose, and

e  breakdown indicators:

o Educational level, employment status, income



The project has prepared two documents:

Review of surveys for risk factors of major chronic diseases and comparability of the results

Recommendation of indicators, international collaboration, protocol and manual of operations
for chronic disease risk factor surveys

Information on the project, including nearly completed versions of the above
documents are available at http://www.ktl.fi/ehrm/.

European Food Consumption Survey Method (EFCOSUM)

Lars Ovesen

Contact person: Dr JH Brussard, e-mail: Brussard@voeding.tno.nl

The aim of the EFCOSUM was to:

1.

Indicate how to make existing food consumption data comparable and available to the health
monitoring system (post-harmonization), and

Define a method for monitoring food consumption in nationally representative samples in
Europe in a comparable way (pre-harmonization).

A total of 23 European countries participated.

Post-harmonization. About 15 countries can provide food consumption data on the
individual level that can be made reasonably comparable. However, available
classification systems and food composition databases are developed to be used at the
national level for specific purposes. Consequently, the initial step in harmonization
requires food consumption data to be regrouped, preferably according to the European
Food Group system. Furthermore, existing data do not allow for post-harmonization
comparability at the nutrient level, only for crude estimates at the food level. It is
recommended to start with four food groups to be the most important food groups for
health monitoring purposes, namely 1) vegetables; 2) fruit; 3) bread; and 4) fish.

Pre-harmonization. The following issues were taken into consideration:

1.

2.

Selection of relevant dietary indicators
Selection of method for food intake assessment
Selection of food classification system
Selection of food composition databases
Biomarkers

Statistical procedures

Software

Operationalization of a Pan-European survey

Ad 1) The following minimum set of dietary indicators were selected on the basis of their
relevance to health:


http://www.ktl.fi/ehrm/

o Foods: vegetables, fruits, bread and fish.
o Nutrients: saturated fatty acids (E%), total lipids (E%), ethanol (g/day).
o Biomarkers: folate, vitamin D, iron, iodine, sodium.

Ad 2) At least two non-consecutive 24-hour recalls. Add questions on habitual intake on
infrequently consumed foods. For those countries that wish to continue ongoing nutrition
surveys using other methods, the 24-hour recall should be used as a calibration method.

Ad 3) Foods can only be made comparable at the “raw edible” ingredient level. It is
recommended to use the European Food Grouping system as a minimum level of
comparability among countries at the food level.

Ad 4) The usage of the European Nutrient Database within the EPIC as a starting point for
making intake data comparable among countries at the nutrient level.

Ad 5) Folate, vitamin D, iron, iodine and sodium are considered hard to assess in the diet in a
comparable way among countries; thus for these nutrients biomarkers are recommended,
primarily to be included in other pan-European health examination surveys.

Ad 6) Sample size: at least 2,000 subjects are needed for a desired precision of 5% for fruit
and vegetable intake. Modeling techniques should be used for estimation of individual usual
intake distributions based on short-term measurements. 24-hour recall only applicable for
subjects over 10 years of age.

Ad 7) Standardized procedures to collect 24-hour recalls could be accomplished by the use of
EPIC-SOFT programme with additional developments and improvements, or other computer
software and/or manual methods using the rules and procedures of EPIC-SOFT. For
quantification of portion sizes the use of picture books is recommended.

Ad 8) It is crucial for successful data gathering and coordination to address issues such as
sampling procedures, recruitment, fieldwork, use of biomarkers, interviewer qualification and
training, and quality control.

Monitoring Public Health Nutrition in Europe —

Nutritional indicators and determinants of health status

Michael Sjostrom

Contact person: Michael Sjostrom, e-mail: michael.sjostrom@prevnut.ki.se

A number of projects within the Health Monitoring Programme have been initiated in
the public health nutrition area. In brief:

EFCOSUM is a methodological applied project with the main aim to assess food intake.
DAPHNE is a model for data collection.

EUPASS tested some possible questionnaires for assessing physical activity.

Public Health Nutrition is defined as “the use of healthy food habits and a physically
active lifestyle for the promotion of health and prevention of disease”.

The Monitoring Public Health Nutrition Project deals with nutrition in a broad
perspective, and includes 7 primary categories:



e Environmental factors, such as government policy, nutrition interventions, percent free school
meals, food availability and accessibility, food security, food safety, food expenditure

e Food and nutrient intake, including breast feeding and alcohol,

e Nutritional status, including biomarkers, energy balance and physical activity,
e Socio-demographic factors, such as age, gender, education, occupation,

e Inequality,

e  Genetic factors and interactions, and

o Life stages and vulnerable/critical periods

It adds indicators in areas where other projects have only mentioned but not dealt with
in any detail, such as breastfeeding and alcohol intake at individual level.

The project has continuously been developed during the project period and has
adapted to new circumstances, above all demands for increased interaction and
integration with other projects (EFCOSUM, DAPHNE, EUPASS, but also CHILD,
CVD, Diabetes, Alcohol, etc).

A total list of indicators has been produced, which has been evaluated using an
evaluation template for robustness, etc. The indicators have been discussed in relation
with the ECHI-framework and developmental projects in WHO Euro and WHO
Global organisation have been considered. The remaining list of possible indicators is
currently under consideration in the light of various policy and action measures.
Operational instructions have been written and database availability is under
discussion. The final draft project report with the recommendations will be submitted
to the Commission by the end of June, 2002.

Food Availability Databank Based on Household Budget
Surveys (DAFNE)

Antonia Trichopoulou

Contact person: Antonia Trichopoulou, e-mail: antonia@nut.uoa.gr

The DAta Food NEtworking (DAFNE) initiative refers to a joint effort to compare the
food habits of European populations, using data from the national household budget
surveys, and to create a regularly updated food databank. The current DAFNE III
project is aiming at expanding the DAFNE databank and at monitoring overtime
trends in nutritional practices, based on comparable and harmonised information.

The DAFNE databank comprises of 50 surveys of 13 European countries (Belgium,
France, Germany, Greece, Hungary, Ireland, Italy, Luxembourg, Norway, Poland,
Portugal, Spain and the United Kingdom) covering the period of the last 20 years. The
work undertaken is summarised in a Special Issue of the Public Health Nutrition
Journal (“The DAFNE Initiative. Assessment of dietary patterns across Europe using
household budget survey data A European Commission supported project.” Public
Health Nutrition, October 2001; 4(5B) pp.72.) More information on the DAFNE
initiative can also be retrieved at www.nut.uoa.gr.


http://www.nut.uoa.gr/

The user of the DAFNE database can follow food availability (per person, per day) at
various levels of detail, ranging from 15 main to 57 disaggregated food groups.
Availability estimates are presented for the country’s overall population and in
relation to:

o the urbanization of the residence area (ECHI demographic and socio-
economic factors: Population 1.1),

o the educational attainment of the head of the household (ECHI demographic
and socio-economic factors: Socio-economic factors 1.2)

o the occupational and employment status of the household head (ECHI
demographic and socio-economic factors: Socio-economic factors 1.2) and

o the household composition (ECHI demographic and socio-economic factors:
Socio-economic factors 1.2).

In June 2002, the process of integrating the DAFNE III database in the European
Union Public Health Information Network (EUPHIN) is going to be initiated, and
overtime food availability data from 9 EU Member States will be incorporated.

Future plans include the expansion of the DAFNE databank with data from Austria,
Finland and Sweden and more recent data from Germany and Portugal. In addition to
food, the methodology is being developed for monitoring trends in the energy and
macronutrient availability in the DAFNE countries. Finally, tackling limitations of the
household budget survey data, the DAFNE team is aiming at structuring a proposal on
the methodology to collect data on meals taken outside the household.

The DAFNE databank confirms that considerable variation exists between European
countries. An effective strategy to improve nutritional health should lie upon regularly
updated dietary data. In this context, individual nutrition surveys in combination with
information retrieved from the DAFNE databank could prove important. In 2003, a
national individual dietary survey is planned to be initiated in Greece alongside with
the national household budget survey. Thus, both datasets will be used to complement
each other.

A Comparative Analysis of Alcohol Consumption and its
Public Health Effects

Esa Osterberg

Contact person: Esa Osterberg, e-mail: esa.osterberg@stakes.fi

The aims of the ECAS II project were
e to estimate the prevalence of unrecorded alcohol consumption in a cross-sectional perspective,
e to estimate trends in unrecorded alcohol consumption in the EU member states,
e to assess the reliability and validity of alcohol-related harm indicators

e to describe an optimal set of indicators, and



e to investigate what options there are in the different EU-states to implement these indicators

In the ECAS II project surveys were important in two different ways . For the first in
estimating the prevalence of unrecorded alcohol consumption surveys are needed and
used - among other methods especially in estimating the amount of travellers' alcohol
imports, home production of beer, wine and distilled spirits as well as alcohol
consumption during visits in other countries, and even smuggled alcohol. Our
experiences in the ECAS project and in other, mainly Nordic projects have lead to the
conclusion that in order to use total alcohol consumption as an indicator in the public
health area, total alcohol consumption per capita by beverage category must include
or at least take into account, the contribution of unrecorded alcohol consumption to
total alcohol consumption. Therefore our recommendation is that the importance of
different unrecorded alcohol items in the EU member states should be assessed and a
detailed plan to measure these items should be produced and put into action.

Secondly, in studying drinking patterns and contexts and in breaking down the total
alcohol consumption into sub-populations, national representative population surveys
are needed and used.

To be sure there are many kinds of problems when using the survey method both in
studying drinking patterns in a certain country and when trying to build a picture of
drinking habits in different countries. These problems were very clear in the ECAS
drinking habits survey which were conducted in six countries. On the other hand, in
the European School Survey Project on Alcohol and other Drugs comparable data
have been collected in both 1996 and 1999, last time in 30 European countries.

All in all we recommend that in following the developments in public health,
indicators of trends in total alcohol consumption should be complemented by
indicators of drinking patterns. The most important indicators in this regard seem to
be the share of abstainers , the share of heavy drinkers, the share of the total alcohol
consumption consumed as an intoxicant, the frequency of heavy drinking occasions
(binge drinking) and the share of total alcohol consumption consumed with meals.
These data should be collected by sex and age groups. There are of course much more
important survey data that could be collected.

European Physical Activity Surveillance System

Alfred Riitten

Contact person: Prof. Dr. Alfred Riitten, e-mail: alfred.ruetten@sport.uni-
erlangen.de

Objectives of the EUPASS project:

a. Create an inventory of national physical activity surveillance systems to contribute to the
establishment of a list of core indicators and optional indicators for health-enhancing physical
activity and its determinants

b. Monitor the quality of selected indicators for the assessment of health-enhancing physical
activity by indicator testing with panel and time series data collection. Compare results of data
collection by mail and telephone.



C.

Analyze implementation of indicators in health monitoring and potential policy impact

Inventory of physical activity surveillance:

a. Policy environment:
Existence of national regulations/laws in public health system
b. Type of survey:
Organisation that carries out survey, time intervals between surveys, general methodology
c. Physical activity indicators:
Indicators used for the assessment of physical activity
Results:
a. Large diversity of approaches and indicators for the assessment of physical activity in
Member States
b. Problems of reliability and validity of some indicators in use
c. Importance of, context of physical activity, psycho-social, and environmental determinants for
subjective health-status
Recommendations:
a. Define a list of core indicators that can be used in future surveillance
b. Use a set of additional indicators focusing on psycho-social, contextual dimensions of
physical activity
c. Support on-going research activities to improve the validity and reliability of international

comparable physical activity indicators (e.g. IPAC, EUROHIS, EUPASS)

Indicators for Mental Health Monitoring in Europe

Ville Lehtinen

Contact person: Ville Lehtinen, e-mail: ville.lehtinen@stakes.fi

A three-year project, funded by the EU Health Monitoring programme, to establish a
minimum set of mental health indicators, is presented. The tasks of this European
project, encompassing all the Member States and Norway, were:

To collect relevant information on existing data sources (national and international
organisations)

To produce an overview of relevant scientific literature

To suggest a data set of feasible mental health indicators, to be included in a general
community health monitoring system,

To give exact definitions of these indicators

To assess their feasibility.

The project proposed altogether 36 indicators covering the four indicator domains
suggested by the ECHI Project. 14 of these indicators require a survey setting for
collecting the needed information. These indicators include the following measures:



e  Generic mental health: SF-36: MHI-5, EVI, RLMI
e Specific morbidity: CIDI-SF: Depressive episode, GAD; CAGE; Suicide attempts
e Positive mental health: Happiness; Sense of mastery; LOT-R

e Social environment: LTE; Social support (Oslo scale); Social isolation

Self-reported use of mental health services.

A feasibility study of these 14 indicators were conducted in five countries (Finland,
France, Germany, Greece and Norway) using telephone interviews. The sample size
in each country was about 400.

The following conclusions were drawn from the project:
e All the survey measures were well accepted in a telephone interview survey
e The availability of these data is still limited
e Need for harmonisation is evident

e At least some of these measures should be included in all health interview surveys

Muscoloskeletal Disorders

Dag Bruusgaard

Contact person: Prof. Dag Bruusgaard (coordinator), e-mail:
dag.bruusgaard@samfunnsmed.uio.no

Musculoskeletal Pain and Functional Limitation. The great Public Health Challenge
for the 21st Century

Around 50% of the population report musculoskeletal pain at one or more sites for at
least one week in the last month. In individuals of working age, MSC - in particular
back pain and generalised widespread pain, are a common cause of sick leave and
long term work disability. MSC are hence a considerable cost to society.

It is often not possible to attribute musculoskeletal problems to a specific underlying
disease or disorder. The description of a pain syndrome (for example low back pain)
may represent the highest level of diagnostic accuracy possible.

The need to monitor arises because the epidemiology and prognosis of MSC are
dynamic, and health policies and priorities need to be based on changes in the
occurrence, treatment efficacy and consequences of different MSC.

MSC are a heterogeneous group of well defined diseases such as RA, as well as more
non- specific conditions such as chronic widespread musculoskeletal pain and low
back pain. Prevention, treatment and rehabilitation of persons with MSC are
insufficient, and in the scientific community the conditions have had low status,
although research has increased the last years.



The aim of the current project is to identify existing indicators of MSC in the
population, primary and secondary care. This includes information on prevalence
(overall and detailed for specific conditions), trends (time and regional), determinants
(genetic, psychosocial and environmental), and consequences (quality of life,
functional capacity, health care consumption and social security expenditures) at a
national and community level. We will recommend indicators which can be used to
monitor MSC at a national and community level and that musculoskeletal pain and
functional limitations should be included in all future general health surveys
throughout Europe. The project gives priority to the, so far, poorly described
conditions, missing from the existing international classifications and to establishing
means of distinguishing minor transient episodes from the more significant
conditions.

The following conditions have been included: Generic musculoskeletal conditions
(widespread pain, low back pain, neck, shoulder and knee pain), and specific
musculoskeletal conditions (inflammatory arthritis, osteoarthritis, and osteoporosis).



