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TASK 8.4 Monitoring
access to healthcare and
healthcare costs on a
population level

8.3.1: Methodological
assessment, cross-
fertilisation and
harmonization of robust
data collection systems

i.&A : PILOT Pooling

health surveys to improve
identification and
monitering af cancer-
related behavioural risk
factors

8.3.2: Identify, share and
agree methods to produce
indicators to monitor
changes in policies related
to NCDs and major risk
factors.

8.4.1: Mapping of available
data for the estimating
patterns of care and costs
of NCDs: this step consists
in the mapping of the
health care data sources
containing infoermation on
access to health care
services
and corresponding costs
across Europe.

8.4.2: Identification of
healthcare cost
components.

8.4.3: Definition of
standards and framework
for collecting, linking and

8.3.3: |dentify ways to
present and visualize data
to stakeholders, including

foresight modelling

s 8.3.B: PILOT Risk

assessment and risk-
based projection for
cancer and other NCDs

lecting health care
access and costs of
cancer patients.

8.4.4: Definition,
measurement of indicators
of cancer, other NCDs
burden, and costs at
population level

8.4.5: Modelling
approaches in cancer
costs evaluation and
projections of cancer

burden indicators.

8.4.6: Comparing data on
cancer burden costs at
across European
countries.

8.4 APILOT Piloting the
implementation of the
Epicost model i European
Countries

‘A.B PILOT Piloting the

estimatiopn of progressing
to cancer recurrence and
long-term sideeffects

‘.4 C PILQOT Piloting

modelling of health care
costs at micro-economic
level

!.4.D PILOT Decision

analityc modelling of
cancers and other NCDs

JA PreventNCD



From the Detailed Protocol (pp. 50-62) .

JA PreventNCD

DETAILED PROTOCOL FOR WORK PACKAGE 8 — Monitoring

Content
DETAILED PROTOCOL FOR 'WORE PACKAGE B - Monitoring ...

Cantent

WPE Objective..

The general abjective...

Shert Summary...

Fationale and owsrvies .

WPE Deliverables and Milestanes in Grant Agreemen
Cverall WRE Gantt .

L R A

Detailed overall WPE Gantt w. internal and GA milestones and deliverables ..

Tisk 8.1 Research and overview of relevant risk Factors, datis saurces, and implementation/ scaling

patential 1
5T&.1.1: Definitions — rick Factors, determinants and stakeholders . 11
STE.1.2: Mapping of svailable clinical data, registries, surveys and technologies ... 15
5T&.1.3: Explore possibilities for monitoring. A7
5T&.1.4: ldentify standards and framework for collecting. linking and selecting data as well as legal and
ethical paints... .18
5TE.1.5: Dewvelop & Manitaring Assessment Taol. .. - 21

Gantt chart for TE.L.. 22

Task 8.2 Monitaring on an individualfclinical level to explore values and possibilities in the use of

mionitoring data on an indrvidual level .13

5TE.2.1. Mapping of taols and methads for monitoring on individual/clinical level including deseription aof
utilization and benefits for the different stakeholder groups. . .25

STE.2.1. Mapping of tools and methads for monitoring on individual{dinical level inclding description of
utilization and benefits for the different stakeholder groups. .. LR

LT

STB.2.2: Warkshap to reveal poténtials and barriers far the mapped took and methods. .

5T2.2.3 Exlare technical feasibility and haw the mapped toals and methads can be used/transferred in
different Curopesn cauntries. .30

STE.2.3 Cxplare technical feasibility and haw the mapped toals and methads can be used ftransferred in

differnt Eurapean countries .. .30
STE.2.4 Present pramising practices in a catalogue .31
STE.2.4 Present pramising practices in & catalogue .32

STE.2.5 Pilot activities

Co-funded by
The European Union

FILOT DESCRIFTION 8.2 5a ..
PILOT DESCRIPTION 8.2.5b

Gantt chart for TR2 ...

Task 8.3 Gathering and further exploiting population-based manitaring systems ta add ress data driven
decisian making far efficient and effective haalth-relsted policies. ..

831 Methadological assessment, cross-fertilisation, and harmonisation of robust data collection
systems. 51

232 Identify, share, and agres methods te produce indicatars to manitar changes in policies related to
MNCDw and majar risk factors. ...

833 ldentify ways to prasent and visualize data to stakehalders, including faresight madelling.
DIFLrINg ACCESS 10 MeAIth Care ano CAre COSES N & POpURSON eyl

B4 1 Mapping of svailable data for the estimating patterns of care and casts of NCDs: this step consists
in the mapping of the health care data saurces containing infarmation on access to health care services
and corresponding casts across Euroge. ..

842 Ident|

indirect, social, informal] and relsted measurement....

tion of healthcare cost components: in this step the definition of cost types {direct,

technigues are identified and described. ..

B.4.3 Definition of standards and framewark for collecting, linking and selecting health care scoess and
costs of cancer patients, taking into account awnership, data guality and standardization, legiclative

backgraund in member states . BB

#.4.4 Definitian, measurement of indicators of cancer, ather NCDs burden, and costs st pepulation kel
in this step the indicators of the dissase burden {prevalence and costs by phase of care} are defined and

the methodologiesprocedures to measure them st a population level sre identified. .. .67

‘B.4.5 Madelling approaches in cancer costs ewaluation and projections of cancer burden indicators. . 68

B.4.6 Camparing data on cancer burden costs across Edrapean countries B

B.d.a Pilating the implementation of the Epicast modelin Curopean countries.. .68

£.4.b Pilating the estimation of the grababifity of pregressing bo cances recurrence and long-term side-
effects 1

.71

B¢ Filoting modeling of health care costs at micra-econamic level.

TES - Gap analysis, value scares for monitoring risk factars and recommendations far monitaring as well as
experignce based implementation patential.

5TE.5.1: Finalizing and wtilizing the Monitaring assessment too] on explored and tested moenitaring
systems/meatheds in arder to imprave the taal and pravide case-based guidalines for future use .

ST 8.5.2: Defining and describing added value scores for manitaring rick Factors_

5T8.5.3: Develaping a gap analysis on the use of monitering tools and methads between particpating
EOURALriSs.. ......

5T8.5.4: Describing the findings fram the WP and prav

g fecommendations far manitering ...

ST.B5.5: [stablish a data management/security board that will address data-security matters in the
consertium and cantribute ba sustainable guidelines after the project ..

ST.E.5.5: Cstablish a data managementfsecurity bosrd that will sddress data-security matters in the
coensortium and contribute to sustainable puidelines after the praject .

Gantt chart for TES. .
Appendin..

Work package B: Action level, Process and Output indicators .

.. 86




In brief

builds on the existing population-based monitoring systems
and explores possible implementation options for extension,
cross-over and/or upscale, with reference to data for different
levels (country, subnational or even subregional) not working as
“greatest common divisor” but “least common multiple”

enlarges the study of risk factors, determinants and other |
relavant issues in cancer and other NCD prevention policies or
public health campaigns, even including information about the
role played by health professionals (i.e., advice provided to
citizens or patients)

encompasses also the measurement of geographic, temporal
and social variations both in exposure and in health impact
(e.g., according to GBD metrics)

develops an assessment of the actual and expected risks
under different scenarios.
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In brief

Building on T8.1 - in terms of indicator definitions (8.1.1),
mapping existing data sources and tools (8.1.2), exploring other
monitoring possibilities (8.1.3), describing legal and ethical
standards for data management (8.1.4) and developing commol
methodological frameworks

T8.3 as a whole represents an attempt to go beyond what is
already available, by inverting the scheme (pooling country
efforts in the field of population monitoring systems and
comparing to EU-level data).

It will also link to data from other existing surveys, disease
registries and administrative sources in the EU, ranging from
the local level to greater aggregations, such as regional or
national extent.

The two pilots included, 8.3.a and 8.3.b, will address the
development of specific methodological aspects such as,
respectively, data harmonisation and risk projection scenarios.
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Greece IDIKA |Sofia Terzi s.terzi@idika.gr 6,65 1 0,3 0 0,3 0,3 0
HUA |Yannis Manios manios@hua.gr 7 1 0 0 1 0 0
Niki Mourouti nmourouti@hua.gr
Eva Karaglani ekaragl@hua.gr
Christina Patmiou cpatmiou@hua.gr
NKUA | Vasiliki Benetou vbenetou@med.uoa.gr 7 1 0,3 0 0,3 0,3 0
Iceland |[DOHI Johanna Torfadottir johanna.e.torfadottir@landlaeknir.is 28 12 1 8 0 1 2
Hildur Gudny Asgeirsdottir hildur.gudny.asgeirsdottir@landlaeknir.is
Italy 1SS TASK LEADER 169 0 30 6 14 12 0
Valentina Possenti valentina.possenti@iss.it
Giovanni Capelli giovanni.capelli@iss.it
Eva C. Appelgren eva.appelgren@iss..it
Benedetta Contoli benedetta.contoli@iss.it
Maria Masocco maria.masocco@iss.it
Valentina Minardi valentina.minardi@iss.it
Paola Nardone paola.nardone@iss.it
Enrica Pizzi enrica.pizzi@iss.it
Temporary contract (about to be activated)
MAR |Roberta Papa roberta.papa@regione.marche.it 8 8 0 8 0 0 0
RM2 |Massimo Trinito massimo.trinito@aslroma2.it 10 10 2 8 0 0 0
Rosaria Gallo rosaria.gallo@aslroma?2.it
Daniela Marotta daniela.marotta@aslroma2.it
Valentina Pettinicchio valentina.pettinicchio@aslroma2.it
CPO (Cristiano Piccinelli cristiano.piccinelli@cpo.it 1 1 0 0 0 1 5
Originnaly 12 PM assigned to NIPH,
Norway |NDOH Else Karin Groholt elsekarin.groholt@helsedir.no then split between NIPH and NDOH | 136,5 6 1 0 1,5 3,5 0
Heidi Lyshol Heidi Lyshol <heidi.lyshol@helsedir.no>
NIPH |Lars Kjerpeseth lars.kjerpeseth@fhi.no 6 0 0 0 6 0
Fredrik Aaeng Kristiansen FredrikAaeng.Kristiansen@fhi.no
Eli Margrethe Walseth EliMargrethe.Walseth@fhi.no
Portugal ISPUP|Henrique Barros henrique.barros@ispup.up.pt 9 3 1 0 1 1 0
Julia Nadine Doetsch julia.nadine.doetsch@gmail.com
ST8.3.1 Eva Murko (3,5PM) , Petra
OZbolt (4PM); ST8.3.2 Petra Ozbolt
(4PM), Lea Raztresen (4,5PM);
ST8.3.3 Petra Ozbolt (4PM); Pilot
8.3a Pia Vracko (9PM), Lea
Raztresen (6PM); Pilot 8.3.b Pia
Slovenia [NIJZ PreventNCD@NIJZ prevent.ncd @nijz.si Vracko (8,5PM), Eva Murko (1,5) 60 45 7,5 9 8,5 10 10
ST8.3.1 (4PM); ST8.3.2 (4PM);
Petra Ozbolt Petra.Ozbolt@nijz.si ST78.3.3 (4PM)
Lea Raztresen Lea.Raztresen @nijz.si ST8.3.2 (4,5PM); ST8.3.3 (6PM)
Eva Murko eva.murko@nijz.si ST8.3.1 (3,5PM); Pilot 8.3.b (1,5)
Pia Vracko (from 2025 on) pia.vracko@nijz.si Pilot 8.3a (9PM); Pilot 8.3.b (8,5PM)
_ 364 | 82,1 | 1058 | 394 | 91,9 | 1118
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Sub-actions: three subtasks, two pilots
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effective health-related policies
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assessment, cross- ID8.3.1 X
fertilisation and
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data collection systems IM8.3.1b X
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identification and IM8.3.a1 X
monitoring af cancer-
related behavioural risk IM8.3.a2 X
‘ 8.3.2: Identify, share and ID8.3.2 X
agree methods to produce
indicators to monitor IM8.3.2a X
changes in policies related
to NCDs and major risk IM8.3.2b X
8.3.3: Identify ways to ID8.3.3 X
present and visualize data
to stakeholders, including IM8.3.3a X
fi ight delli
oresight modelling IM8.3.3b X
BL) 8.3.B: PILOT Risk Pilot 8.3.b _ X
assessment and risk- X
based projection for IM8.3.b1
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A quick look at ST8.3.2 (2026)

Participants

PMs

Responsibilities and contributions

1SS (Italy)

14

Desk search and data collection on the
contribution of monitoring systems to
prevention policies at different levels.

Coordinating international Partners.

NUZ (Slovenia)

8,5

3

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

BIPS (Germany)

Data collection on the contribution of
maonitoring systems to prevention policies at
different levels, data collection to exemplify
the potential of combining primary and
secondary data

RKI (Germany)

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

RSYD (Denmark)

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

TAIl (Estonia)

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

THL (Finland)

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

BZgA (Germany)

18

Further feedback on Country experience

NDOH (Norway)

15

Data collection on the contribution of
monitoring systems to prevention policies at
different levels

HUA (Greece)

Further feedback on Country experience

ISPUP (Portugal)

Further feedback on Country experience

NKUA (Greece)

0.3

Further feedback on Country experience on
the contribution of monitoring systems to
prevention policies at different levels

Idika. (Greece)

0.3

Further feedback on Country experience

Deliverables and milestones:

ID8.3.2

Report on effective use cases of monitoring indicators in the cancer and NCD | M39
prevention plans and policies

evaluating policies.

IME.3.22 | Understanding of how monitering data on cancer and NCD risk factors and M30
determinants contribute to country prevention by planning informing or

Co-funded by

The European Union

IME.3.2b | Data collected on how;/to what extent monitoring data on cancer and NCD M36
risk factors and determinants contribute to country prevention by planning

informing or evaluating policies.

B.3.2

Identify, share, and agree methods to produce indicators to monitor changes in policies
related to MCDs and major risk factors.

Subtask leaders: Maria Masocco, Valentina Possenti, 155, Italy

Participants (13): Denmark (RSYD), Estonia (TAI), Finland (THL), Germany (BZgAJ, RKI, BIPS),
Greece (Idika, HUA, NKUA), Italy (155), Morway (NDOH), Portugal (ISPUP), Slovenia (NIJZ)

Further exploitation/upscale on the extent and use of indicators delivered by the population

monitoring systems to inform cancer and NCD prevention policies and intervention planning,

arienting effective decisions on public health campaigns and initiatives.

As per §T8.3.1, with reference to this action a strong connection will be built with some tools

and experiences developed by WHO, such as:

- the "Annex 3: Country Profile of Capacity and Response to Moncommunicable Diseases

MCDs]” included in the WHO Periodic Report “Assessing national capacity for the

prevention and control of noncommunicable diseases: report of the 2021 global survey”;

- the SCORE or Health Data Technical Package for strengthening country data systems and
capacity to monitor progress towards public health objectives, the S stands for “Survey
populations and health risks” that includes regular population-based surveys,
surveillance of public health threats, regular population census.

The perspectives to assume could be diverse such as for the behavioural risk monitoring:

-topic/field covered (firstly the WHO best buys but also compliance with the main prevention

programs such as cancer screening and vaccination, safety-related issues, mental health,

quality of life and others),

-temporal trends and within particular emergency timeframes (such as the flexibility and

resilience shown by the systems in gathering data during the occurred pandemics, ie.

A/HINI1 and COVID-19),

-geographical areas or analysing by rural vs urban dimensions,

-target-population subgroups (healthy or people who received a cancer diagnosis in their

lifetime) or specific-age group needs such as difficulties met by elderly in accessing basic

health and social services,

-or even including information about the role of health professionals in cancer and other NCD

prevention (i.e., advice provided to citizens or patients).

Health planning documents informed by monitoring systems to investigate will range from

the national/regional/local Prevention or other Plans up to collaboration with supranational

networks, for instance the behavioural system PASSI in Italy provides data also to the Italian

WHO Healthy Cities Network. Furthermore, in terms of tools, the possibility of using

JA PreventNCD

Identify, share, and agree
methods to produce
indicators to monitor
changes in policies related
to NCDs and major risk
factors

Connection to

WP5, WP9




Subtask 8.3.1 Methodological assessment, cross-
fertilisation, and harmonisation of robust data

collection systems
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8:45-10:45 Session |: Task 8.3 “Gathering and further exploiting Task 8.3 leaders
population-based monitoring systems™

8:45-9.00 Brief introduction to Task breakdown (subtasks) Task leaders: Valentina Possenti (1S5, ltaly)
9:00-9:30 Subtask 8.3.1: methods cross-fertilisation, and harmonization Subtask leaders: Valentina Minardi (1SS, Italy)

( Pilot 8.3.a: pooling health surveys Pilot leaders: Sanna Heikkinen (CSF, Finland)
9:30-10:00 Subtask 8.3.3: data visualization and foresight modelling. Subtask leaders: Benedetta Contoli (ISS, Raly)

Filot 8.3.b: Risk assessment and risk-based projection for NCDs | Pilot leaders: Vanessa Gorasso, Sarah Croes
(Sciensano, Belgium)

10:00-10:45 | Round Presentation on Partner Organization contribution to the Task | All Task 8.3 Partners
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ST8.3.1 Starting points of interest/ y
challenges ¥

JA PreventNCD

« Data harmonization and availability: defining a data standard is
theoretically straight-forward, but real world is different

* Overview of available data generated from relevant population
monitoring systems is complex because the heterogeneous sources
(health information/examination surveys, registries, secondary/health
claims data)

* Finding the right people for the right projects: matching among
different working groups (not necessarily same Organizations same
people)

« Sharing indicator definitions, standard and vocabularies for variables




S$T8.3.1 and WPS8 basis

* Linked to the work under
development in T8.1 and its major
output, the Country Factsheets, for
the overview on existing systems
and methods that monitor the key
cross-cutting risk factors (e.g.,
smoking, harmful alcohol
consumption, obesity and lack of
physical activity) and known health
determinants such as education,
socio-economic status, gender, age,
and employment relevant across
cancer and other NCDs as explicitly
mentioned in the Europe’s Beating
Cancer Plan.

Co-funded by
The European Union
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Mapping of Monitoring and Surveillance Practices for Ca
Country Factsheet: ITALY

Version: (-1

ncer and other NCDs

s2 DEFINING RISK FACTORS AND MAPPING MONITORING AND SURVEILLANCE
63 SYSTEMS OF CANCER AND THE THREE OTHER NCDs IN #INSERT COUNTRY NAME#

64
65 1. DEFINITION OF COMMON RISK FACTORS FOR CANCER AND OTHER NCDs
66

&7 EXPLANATION: The WHO has published the European Code Against Cancer, which describes relevant risk- and preventive factors for cancer. Amongst these there
6B are, tobacco use, second-hand smoking, healthy body weight, physical activity, diet, alcohel, sun-/UV exposure, pollutants, radiation, breastfeeding and hormonal
69 therapy (for women), vaccination and infections, screening and others?. It further illustrates 12 preventive ways to reduce the risk for cancer, as in the following:

1 Tobacco. Do not smoke. Do not use ony form of tabacco.

Second-hand smoking. Make your home smoke free. Support smoke-free policies in your workploce.

Heaithy body weight. Take oction to be o heolthy bady weight.

Physical activity. Be physically active in everyday iife. Limit the time you spend sitting.

Heaithy eating. Hove a heaithy diet: Eat plenty af whole grains, pulses, vegetables and fruits. Limit high-calorie foods (foods high in sugar or farland avoid
sugary drinks. Avoid processed meot; limit red meat ond foods high in salt.

Alcohol. [f you drink oicahal of any type, limit your intake. Not drinking ofcohol is better for cancer prevention.

Sun exposure. Avoid too much sun, especially for children. Use sun protection. Do not use sunbeds.

Paﬂumnts fn the mﬁcp.'aoe protect yourself against cancer-cousing substances by following heaith and safety instructions.

Radigtiog g ore expased to ragdigtion from naturally high radon levels in your home. Toke action ta reduce high radon levels.

ok L P

=T RN~

er's cancer risk. [f you con, breastfeed your baby.

RTJ increases the risk of certain cancers. Limit use of HRT.

ion programimes for: Hepatitis B (for newbaorns), Human popilfomavirus (HPV) (for girls).”

mes for: Bowel cancer (men and women), Breast concer (wamen), Cenvical concer (women).*

Connection to
WP7




ST8.3.1 aims ({)
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 Building on these grounding * The goal of this action is the
frameworks, in ST8.3.1, the issue development of a joint effort to
of capacity building is aimed to harmonise and implement
develop, strengthen and different-sized integration of the
homogenise the competencies, monitoring systems for collecting
processes and resources that the data on health determinants/risk

different monitoring systems apply factors of NCDs and cancer.

o data collection, considering the . gne of the first action will be about
potential of local/regional/national obtaining ethical approvals

currer_lﬁ data s_ourr(]:es or identification and quality
survelllances in the EU assessment of the relevant data
participating countries. needed from each participant.

5 : Co-funded by
o The European Union




ST8.3.1 actions to develop ({)

JA PreventNCD

» Development of a context analysis of available data sources
on cancer/NCD-related health determinants in the
participating countries

 Delivery of a feasibility/opportunity study on applying
population-based surveillance (sample survey) in
participating countries sharing a common health system
organization

* Exploratory analysis on adding up specific guestionnaire
modules to existing health surveys




Relevant indicator definition frameworks - WHO,

2021

Risk factor

n Unmodified definition, updated commentary

Social, economic or biological status, behaviours or environments
which are associated with or cause increased susceptibility to a specific
disease, ill health, or injury.

The identification of behavioural, social and physical environmental risk factors is
commonly used to explain variations in healthy life expectancy and health outcomes.
Understanding the causes and consequences of these risk factors provides an entry
point or focus for application of health promotion strategies and actions.

Burden of disease | @ Modifed |
The burden of disease is a measurement of the gap between a

population’s current health and the optimal state where all people attain

full life expectancy without suffering major ill-health.

Burden of disease analysis is an important and widely used tool that enables decision-
makers to identify the most serious health problems facing a population currently
and the likely burden in the future. It may be expressed as lost healthy life years
(HealYs), disability-adjusted life years (DALYs), quality-adjusted life years (QALYs), or
adjusted combinations of these measures. Burden of disease data also provide a basis
for determining the relative contribution of various risk factors and can be useful in
identifying the relative importance of the broader determinants of health to overall
population health. Burden of disease data can be applied to make explicit the unequal
impact of risk factors and determinants of health and can be used to highlight the
actions required to achieve greater health equity. These data and analyses can be used
to determine priorities for health promotion action within countries.

Source:

The Global Burden of Disease 2000 project: aims, methods and data sources. WHO Global Programme on Evidence
for Health Paolicy Discussion Paper Mo. 36. Geneva World Health Organization; 2001 (https2/fwww.who.int/healthinfo/
paper36.pdf, accessed 8 July 2021).

Co-funded by
The European Union

Health behaviour | @ Mosiied |
Any activity undertaken by an individual for the purpose of promoting,
protecting, maintaining or regaining health, whether or not such

behaviour is objectively effective towards that end.

Behaviour remains a critical determinant of health. Changes to behaviour may either
directly benefit health, or enable increased control over the determinants of health.
As such, behaviour change remains an important element to health promotion. Health
behaviours are influenced by emotional, cognitive and interpersonal factors as well
as individual skills for health; and are fundamentally shaped by the social. cultural.
commercial and physical environments in which people live and work. Health behaviours
are often related in clusters and in groups of people that form a complex set of
interdependent relationships. In health promotion, behaviour change can be supported
through approaches that combine policy instruments such as legislation or regulation
with community mobilisation to influence social norms and practices, and behaviour
change interventions that address the complex realities shaping people’s health.

Souree:

Van den Broucke 5. Needs, norms and nudges: the place of behaviour change in health promotion. Health Promaotion
International. 2014; 2¥4):597-600.

Social determinants of health | Newterm

The social determinants of health are the social, cultural, political,

ec ic and envir al conditions in which people are born, grow
up, live, work and age, and their access to power, decision-making,
money and resources that give rise to these conditions of daily life.

The social determinants of health influence a person’s opportunity to be healthy, their
risk of iliness, health behaviours and healthy life expectancy. Health inequities result from
the uneven distribution of these social determinants.

Approaches to address the social determinants of health include specific socioeconomic
and public policies addressing living conditions or access to power, money and
resources; multisectoral collaboration across policy sectors, such as the Health in all
policies approach, and improved health governance; community empowerment and
participation for health; improved monitoring of health inequalities; and improved health
social and environmental health workforce capacities to recognize important social
determinants of health and local actions of redress.

Sources:

Social determinants of health. Geneva: World Health Organization; 2020 (https://www.who.int/social_determinants/
sdh_definition/en/, accessed 8 july 2021).

social determinants. World health Organization Regional Office for Europe; 2016 (http://www.euro.who.int/en/health-
topics/health-determinants/social-determinants, accessed 8 July 2021).

Promoting health: Guide to national implementation of the Shanghai Declaration. Geneva: World Health Organizatian;
2017 (https://apps.who.int/iris/handle/10665/260172, accessed 8 July 2021).

JA PreventNCD

Life course b Hewterm
A culturally defined sequence of stages that people typically pass

through as they progress from birth to death. Health across the lifespan
reflects a complex interplay of biological, behavioural, psychological,

and social protective and risk factors that contribute to health outcomes
across the span of a person's life.

A life course approach provides a holistic view of people’s health and weil-being at all
stages in life, as well as interlinkages with sustainable development. & person's health
and well-being are shaped by many different individual, social and environmental
factars throughout life. Risk exposures in early life can affect health, well-being and
socioeconamic participation decades later. Risk and resiience are accumulated
throughout the life course.

The life course approach encompasses actions that are taken early, appropriately to
transitions in life and together as a whole society. This approach confers benefits to the
whaole population across the lifespan, as well as accruing to the next generations. A life
course approach to health promaotion can increase the effectiveness of interventions
throughout a person's life by focusing on a healthy start to life and targeting the needs
of people at critical periods throughout their lifetime.

Sources:

A e course approach to healih, human capital and susiainable developmens. Geneva: Warkd Health Organization;
2019 [hiteps:y v, w ho.imtlife. coursepublicationsdde Lourse-brief- 20150220 pdf, accessed 8 July 20213

The Minsk Declaratian. The i urse appraach In the cantext of Health 20200 Copenhager: Warld Health
Crganization Reghonal Office urope; 2020 (hetps: s euroosho intd__datafassetsipdt_file D008/ 229962 The-
Minsk-Declaration-EN-rev] . pof, accessed B July 2021}

Life-course appraach. Copenhagen: Warld Health Grganizatian Regianal Office for Eurcpe (hetp: s, eurcoanio. ntd
ervhealth-topksilife-stages, accessed B July 2021,

Glossary of Ife-caurse terms. Copenhagen: Workd Health Crganitzation Reglonal Cifice for Eurape; 2015 (hitps:ww.
eura.wha.nt/_data/assetsipdf_file0005/2835390Glnssany- Life-course-Terms.pdf, accessed 8 [uly 2021).

WHO Health Promotion Glossary of Terms 2021



https://iris.who.int/bitstream/handle/10665/350161/9789240038349-eng.pdf?sequence=1

Relevant indicator measuring frameworks — WHO, 2

2013

WHO’s Noncommunicable Diseases

Global Monitoring Framework:

Indicator Definitions and

Specifications

* Behavioural RFs (1-10)
* Biological RFs (11-17)

Co-funded by

The European Union
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Behavioural Risk Factors:
3. Harmful use of alcohol: Adult Per Capita Consumption
. Harmful use of alcohol: heavy episodic drinking
. Harmful use of alcohol: alcohol-related morbidity and mortality
. Physical inactivity in adolescents
. Physical inactivity in adults
. Saltintake
. Tobacco use in adolescents

(=D L = I B Y

10. Tobacco use in adults

Biological Risk Factors:
11. a) Blood pressure: raised blood pressure
11.b) Blood pressure: mean blood pressure
12. Raised blood glucose/diabetes
13. Overweight and obesity in adolescents
14, Overweight and obesity in adults
15. Saturated fat
16. Low fruit and vegetable consumption
17. a) Total Cholesterol: raised
17.b) Total Cholesterol: mean

National Systems Response:
18. Drug therapy and counselling to prevent heart attacks and stroke
19. Essential medicines and technologies for NCD
20. Palliative care
21. Elimination of trans-fats
22. Vaccination for HPV
23. Marketing to children
24, Vaccination for Hepatitis B
25. Cervical cancer screening


https://cdn.who.int/media/docs/default-source/inaugural-who-partners-forum/gmf_indicator_definitions_version_nov2014438a791b-16d3-46f3-a398-88dee12e796b.pdf?sfvrsn=4b337764_1&download=true
https://cdn.who.int/media/docs/default-source/inaugural-who-partners-forum/gmf_indicator_definitions_version_nov2014438a791b-16d3-46f3-a398-88dee12e796b.pdf?sfvrsn=4b337764_1&download=true
https://cdn.who.int/media/docs/default-source/inaugural-who-partners-forum/gmf_indicator_definitions_version_nov2014438a791b-16d3-46f3-a398-88dee12e796b.pdf?sfvrsn=4b337764_1&download=true

Relevant indicator measuring frameworks —

WHO, 2013

Co-funded by
The European Union

Global monitoring framework

Mortality & morbidity

Unconditional probability of dying
between ages 30 and 70 years
from cardiovascular diseases,

cancer, diabetes or chronic

respiratory diseases

Cancer incidence by type of cancer

@ World Health
Organization

Risk factors

Harmful use of alcohol (3)
Low fruit and vegetable intake
Physical inactivity (2)

Salt intake
Saturated fat intake
Tobacco use (2)

Raised blood glucose/diabetes
Raised blood pressure
Overweight and obesity (2)
Raised total cholesterol

Total number of related indicators in brackets

25 Indicators

National systems response

(%]

vl

JA PreventNCD
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Set of 9 voluntary global NCD targets for 2025 *

Premature
mortality
from NCDs

25% reduction
Harmful use

of alcohol
20% reduction’

Physical
inacitvity
15% reduction?

Salt/
sodium intake
30% reduction

Diabetes/
obesity
halt the rise

Tobacco use
30% reduction

Raised blood
pressure
25% reduction

1 By 2030. Target updated in 2022 (https2/apps.who.int/gb/ebwha/pdf_files/EB150VB150_7TAdd1 -en.pdf)
2By 2030. Target updated in 2018 (https://apps.who.int/gb/ebwha/pdi_files/WHAT1/A71_RE-en. pdi)

Co-funded by
The European Union




Relevant indicator measuring frameworks — EU, 2
2023

JA PreventNCD

CHALLENGES OF MEASURING AND INTERPRETING METRICS OF HEALTH PROMOTION
AND DISEASE PREVENTION

Based on HSPA Expert group discussion, there was a recognised need to include health promotion and disease

M a p pi ng m et ri CS of h ea It h p rom otio n prevention indicators in HSPA, but what the Expert group discussions and case studies have showcased is that

it is less clear which indicators should be used. Indicators that are more straightforward to interpret, are widely

and disea se preve ntion for hea Ith available and comparable are often derived from EU-wide initiatives.®* Few countries make direct links to

HSPA or use indicators to inform health policy-making that incorporate information on wider determinants of

Svste m pe rfo rmance assessme nt health to interpret health systems perfarmance. In countries that do (such as Chapter 3 showcase of Austria's

Health Promotion Strategy), these indicators can provide important information on the effects of broader
policies on population health and well-beina.

“ . .
An nex 2 to th ere port M d p p I ng metrl CS One initiative developed to aid in comparable data collection, under the Second Programme of Community
Of hea Ith p rOmOtIOn a nd d isease Action in the Field of Health 2008-2013, the EU funded Joint Action (JA) on European Community Health

Indicators Monitoring (ECHIM], has defined core health indicators and consolidated data collection tool which

p reve ntlon fo r h ea Ith SYSte m aims to move toward a sustainable health monitoring system in Europe supporting the EU Health Strategy.

In June 2012, a shortlist of 88 health indicators was completed and a tool created which has assisted in |||:

pe rfO rmance assessme nt” . F u | I IISt Of pocsse 51_|ch 5 5rtr N:zltia Hlt nfoti 55t5., thilizqtiun Dfnew indicatars qnd
in d icato rs as re po rted by pa I"tICi pati ng and disease prevention, indicators were categorized into chapters (see Box 11) as well as by policy area. As

one exarmple, prevention is captured in the policy area of health determinants as preventable health risks and

H 1 1 lifestyle health behavior (which included population below poverty line and income inequality, drug, smoking
cou nt rl es’ In a I p h d betl Ca | 0 rd er or alcohol related deaths) or within the chapter health interventions: health promotion which captures data on
policies on environmental tobacco smoke (ETS) exposure, policies on healthy nutrition, policies and practices
on healthy lifestyle and integrated programmes in setting, including workplace, schools, hospital. Despite the
existence of many indicators related to health promotion and disease prevention, their use in the context of
HSPA remains limited and insufficient or incomplete data, as well as gaps in comparability, remain a concemn
across the EUS

There are also limitations in the extent to which indicators capture health inequities. The 2019 European
Union Companion Report™ highlights that standard health promation and disease prevention data routinely
used across the EU tend not to capture the multi-dimensional features of health promotion and disease
prevention. Even where good data availability exists, for example regarding vaccination caverage, inequities
(beyond geographic ones) are rarely captured.

Co-funded by
The European Union



https://health.ec.europa.eu/document/download/5705734e-5779-4dca-bdd3-d80f917f32fe_en?filename=hspa_mapping-metrics_health-promotion_disease-prevention_report_en.pdf
https://health.ec.europa.eu/document/download/5705734e-5779-4dca-bdd3-d80f917f32fe_en?filename=hspa_mapping-metrics_health-promotion_disease-prevention_report_en.pdf
https://health.ec.europa.eu/document/download/5705734e-5779-4dca-bdd3-d80f917f32fe_en?filename=hspa_mapping-metrics_health-promotion_disease-prevention_report_en.pdf
https://health.ec.europa.eu/document/download/aaafd8ad-5390-4eed-8a4e-3b71f25e4612_en?filename=hspa_mapping-metrics_health-promotion_disease-prevention_annex_en.pdf
https://health.ec.europa.eu/document/download/aaafd8ad-5390-4eed-8a4e-3b71f25e4612_en?filename=hspa_mapping-metrics_health-promotion_disease-prevention_annex_en.pdf

Relevant indicator measuring frameworks — EU, 2

2013

European Core

The European Core Health Indicators (ECHI)

Health

Indicators (ECHI)

shortlist
of 88 health indicators identified by policy area

- European
Commission
(europa.eu)

e 88 indicators

Relevant policy areas*

Health services and Ageing and Health Diseases and HIAP
health care population determinants Mental Health
@
2
, f gz | SHRERL
g e 23 [38|e | = TEHEHEE
g S lg2.|s5|% |2 AT AR TS
5 ECHI Indicators i im% Ei 5 g §§ %Bg '-33 Eg'ﬁ
© 5 i = IE| £ 2 e
5 ° ;:E!E st 3, g | o |82|5%2 i §§§ £
e 5 |85 |28 95| 2| 3 EE 822[e5 |52 |8
E733|EE| 2|7 | B |£3 |32\ 85 |fEc)d
i E25|83|53 | 5| = [28|853| {202
§3§|cB| 88| 8|5 |80(288|82 285 (8

European Core Health Indicators (ECHI)

PAGE CONTENTS

ECHI data tool

References

Latest updates

Documents

Co-funded by
Fapx The European Union

The European Core Health Indicators (ECHI), formerly known as European Community Health
Indicators, is the result of long-term cooperation between EU countries and the European
Commission.

Three ECHI projects (1998-2001, 2001-2004, 2005-2008) funded under the EU Health Programmes
established the first lists of ECHI indicators, aiming to provide comparable health information and
knowledge system to monitor health at EU level.

The Joint Action (JA) on European Community. Health Indicators Monitoring (ECHIM) resulted in a
shortlist of 88 health indicators @ classified by policy area, which were revised in 2017 under the
BRIDGE-Health project (Bridging Information and Data Generation for Evidence-based Health Policy
and Research). Of these, definitions and data collection mechanisms are in place for over 60 f@, and
where appropriate, data is disaggregated by sex, age, socio-economic status, and region.

JA PreventNCD

Heading Examples

Demographic and socio-economic situation Population, birth rate, total unemployment

Health status Infant mortality, HV/AIDS, road traffic injuries

Health determinants Regular smokers, consumption/availability of fruit

Health interventions: health services Vaccination of children, hospital beds, health expenditure

Health interventions: health promotion Palicies on healthy nutrition

Indicators are at the crossroads of policy questions and data sets. They reflect a policy interest as
well as a select set of possibilities in terms of what can be calculated For these reasons, the
European Commission also presents other European health indicators that are not part of the ECHI
system but are still useful to health stakeholders

ECHI data tool

The ECHI data tool provides data on both ECHI indicators and other European health indicators,
which are available in different formats ranging from line or bar charts, to maps or tables. It can be
converted into an image or downloaded as a data file. The tool allows the multiple-selection of
indicators.

References

Evaluation of the use and impact of the European Community Health Indicators ECHI by Member
States (August 2013)

« Executive summary ‘@,

« Final report 4,


https://health.ec.europa.eu/indicators-and-data/european-core-health-indicators-echi_en
https://health.ec.europa.eu/indicators-and-data/european-core-health-indicators-echi_en
https://health.ec.europa.eu/indicators-and-data/european-core-health-indicators-echi_en
https://health.ec.europa.eu/indicators-and-data/european-core-health-indicators-echi_en
https://health.ec.europa.eu/document/download/05a2c2dc-f185-45a2-87d1-fe1ea334ce0e_en?filename=echi_shortlist_by_policy_area_en.pdf

Box 12: European Core Health Indicators (ECHI) data tool®®

The ECHI is an interactive application using a graphics tool to present relevant and comparable
information on health at EU level. The tool presents a list of indicators, grouped in five chapters: S

demographic and socio-economic factors (9), JA PreventNCD

health status (32),

determinants of health (14),

health interventions: health services (29),
health interventions: health promotion (4)

Following on from a shortlist of 88 indicators, definitions and data collection mechanisms are
now in place for more than 60 indicators and these are available on the ECHI platform. The aim
of the ECHI indicators is to provide the shortest meaningful list of indicators that gives a reliable
overview of health and health systems across Europe. In addition, other health indicators are
also presented in the graphics tool to provide additional information on various health topics.
Where considered useful or appropriate, stratification by gender and age is applied. In the tool,
breakdowns by socio-economic or regional level are provided when available.

Most of the data is provided by Eurostat, but many indicators are drawn from other sources,
such as WHO, OECD, specific programmes and specialised databases.

*denotes number of indicators within each chapter

Note: The ECHI data tool will have a new interface and updated information at the end of 2023.

Co-funded by
The European Union




Relevant international frameworks of interest —
ECAC
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9 out of 12 European Code against Cancer indicators are considered in the required action-level
indicators

Number of gap analysis per risk factor (according with the European Code WP8 Tobacco: 5

against Cancer) to define needs. Second-hand smoke: 5
Overweight/obesity: 5
Physical activity: 5
Diet: 5

Alcohol use: 5
Pollutants: 5
Breastfeeding: 5
Screening: 5

Number of gap analysis per risk factor (according with the European Code WP8 Tobacco: 5

against Cancer) in vulnerable categories. Second-hand smoke: 5
Overweight/obesity: 5
Physical activity: 5
Diet: 5

Alcohol use: 5
Pollutants: 5
Breastfeeding: 5
Screening: 5

Co-funded by
The European Union



https://cancer-code-europe.iarc.fr/index.php/en/ecac-12-ways

Large population-sample behavioural multirisk

monitoring systems

In Italy, relevant tools for planning and evaluating
health interventions and policies in the fields of
disease prevention and public health promotion

Co-funded by
The European Union

11111
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Population surveillances

Children aged 0-2 years

The surveillance of children aged 0-2 years investigates the determinants
of health in early childhood

Children aged 6-10 years

OKkio alla Salute focuses on health promotion and healthy growth in
children

Adolescents aged 11-15 years

HBSC provides a snapshot of young people's health and social context

Adolescents aged 13-15 years

La Global Youth Tobacco Survey (Gyts) indaga I'uso del tabacco fra i giovani

Adults aged 18-69 years

The PASSI surveillance monitors health in the adult population across Italy

Elderly aged 65+ years

The Passi d'Argento surveillance monitors health in the elderly population
across ltaly




Behavioural surveillance systems

Developed locally, jointly carried out by the Italian Local Health Units (LHUs) and regions,

£y

and centrally coordinated by the National Centre for disease prevention and health JA PreventNCD

promotion of the Italian National Institute of Health (ISS)

Co-funded by
The European Union

Population surveillances

Children aged 0-2 years
The surveillance of children aged 0-2 years investigates the determinants
of health in early childhood

Children aged 6-10 years
OKkio alla Salute focuses on health promotion and healthy growth in
children

Adolescents aged 11-15 years

HBSC provides a snapshot of young people's health and social context

Adolescents aged 13-15 years

La Global Youth Tobacco Survey (Gyts) indaga I'uso del tabacco fra i giovani

Adults aged 18-69 years

The PASSI surveillance monitors health in the adult population across Italy

Elderly aged 65+ years
The Passi d'Argento surveillance monitors health in the elderly population
across ltaly




Large population-sample behavioural multirisk @
monitoring systems A PreventNGD

Survelllance system for the main determinants of
health in children aged 0-2 years

Children aged 0-2 years
* on breastfeeding and other relevant determinants [”‘ ]
of the first 1000 days needs to be strengthened and e L T
grow up nationwide as per coverage or 0ol Sate ocuses onhelt promotonan ey grouthi
representativeness;

e next data collection: 2025

Population surveillances

Adolescents aged 11-15 years

HBSC provides a snapshot of young people's health and social context

Connectlon to Adolescents aged 13-15 years
La Global Youth Tobacco Survey (Gyts) indaga I'uso del tabacco fra i giovani
T6.5 on Baby

Adults aged 18-69 years

The PASSI surveillance manitors health in the adult population across Italy

friendly
community

Elderly aged 65+ years

The Passi d'Argento surveillance monitors health in the elderly population

across Italy

Co-funded by
The European Union



https://www.epicentro.iss.it/en/surveillance-0-2-years/
https://www.epicentro.iss.it/en/surveillance-0-2-years/

Large population-sample behavioural multirisk (,p

monitoring systems JA PreventNCD

« Surveillance system for overweight, obesity and
related risk factors in primary schoolchildren (6-10
years of age; OKkio alla Salute is part of the Childnood o e . et e
Obesity Surveillance Initiative, COSI established by the [ ]

Population surveillances

WHO Europe; next data collection: 2027) e e

OKkio alla Salute focuses on health promotion and healthy growth in
children

*COSI, HBSC, GYTS are internationally  faeserseediiowees e
based networks and in these cases some . e

new and Innovatlve experlences Of youth La Global Youth Tobacco Survey (Gyts) indaga |'uso del tabacco fra i giovani
Involvement and co-creation could be Adults aged 18-69 years

d The PASSI surveillance monitors health in the adult population across Italy

Elderly aged 65+ years
The Passi d'Argento surveillance monitors health in the elderly population
across ltaly

Co-funded by
The European Union



https://www.epicentro.iss.it/en/okkioallasalute/
https://www.epicentro.iss.it/en/okkioallasalute/
https://www.euro.who.int/en/health-topics/disease-prevention/nutrition/activities/who-european-childhood-obesity-surveillance-initiative-cosi

Large population-sample behavioural f{}
multirisk monitoring systems A PreventNGD

« Health Behaviour in School-aged Children (HBSQC),
International multicentric study conducted in over 40 countries

Population surveillances

acrOSS Europe and North Amerlca’ In partnerShlp Wlth the '[I;rll—:lju:igliﬁfjofgjljrz:;Zed0-2yearsinuestigatesthedeterminants
WHO Europe; next data collection: 2026 of health i early chidhood

Children aged 6-10 years

) G I O b al YO u t h TO b aC CO Su rvev (GYTS) ! In ConJ u nCtlon Wlth OKkio alla Salute focuses on health promotion and healthy growth in
HBSC, promoted by the WHO Europe; next data collection: chidren
2026 Adolescents aged 11-15 years

HBSC provides a snapshot of young people's health and social context

Adolescents aged 13-15 years

*COSI, HBSC, GYTS are internationally based networks La Global Youth Tobacco Survey (Gyts) indaga Iuso del tabacco fra | giovan
and in these cases some new and innovative Adults aged 18-69 years

experiences of youth involvement and co-creation The PASSIsurvellance monitors health n the adut population across [ty
could tested

Elderly aged 65+ years

The Passi d'Argento surveillance monitors health in the elderly population

across ltaly

Co-funded by
The European Union



https://www.epicentro.iss.it/en/hbsc/
https://www.epicentro.iss.it/en/gyts/

Large population-sample behavioural multirisk ({}

monitoring systems

« BRFSS adults (18-69 yy)
« BRFSS elderly (65+ yy)

* In Italy, the two systems providing continuous
data collection allow the delivery of public
health profiles as tools for decision-makers to
plan, evaluate and re-orient health services,
and this model — partly or fully — will be studied
for implementation or adaptation in other

European countries. o _
« After almost two decades of life, in the coming

soon national conference (Rome, December
10t), they have been defined as “high-
resolution tools for action in Public Health”

Co-funded by
The European Union
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PASSI e PASSI d’Argento strumenti ad alta risoluzione
per ’azione in Sanita Pubblica

10 dicembre 2024
organizzato da

ISTITUTO SUPERIORE DI SANITA
Centro Nazionale per la Prevenzione delle malattie e la Promozione della Salute (CNaPPS)

Main sessions:

* Prevention as key for future health

» Health as universal right: challenges in
a transforming society

» Local practices and experiences

» Surveillances as tools for action



https://www.epicentro.iss.it/en/passi/
https://www.epicentro.iss.it/en/passi-argento/

PASS! and PASSI d'Argento 2 _ 1 s

* Developed under mandate of the
Italian Ministry of Health, since
2006, in order to orient, monitor, and
evaluate interventions for the
prevention of chronic diseases

 PASSI (Progressi delle Aziende
Sanitarie per la Salute in Italia -
Progresses of Local Health Units for
Health in Italy) and PASSI
d’Argento are two ongoing
nationwide surveillance systems,
which collect information about:

: Co-funded by
& The European Union

JA PreventNCD

—

health status, behavioral risk
factors for non-communicable
chronic diseases (I.e. smoking,
alcohol consumption, physical
activity, diet, obesity)

adherence to some important
preventive measures (i.e.
participation in cancer screening)

Active and Healthy Ageing
Indicators among adults (18-69 year
olds) and elderly (64 years and
over)




101 i g PASSI
Origins and evolution D 7§ b8y A%

as per the National
Prevention Plan, the Italian JA PreventNCD
Ministry of Health mandated
the National Health Institute

(ISS) to develop two pilot A first experimental

studies to monitor major sampling on the

behavioural risk factors and population aged

preventive measures among over 65 takes place:

the adult population living in - The pASS| since the PASS| 2150 PASS|
ltaly. The project was surveillance starts ~ methodology is d’Argento d’Argento data
named PASSI (Progressi the systematic and  similar to PASSI, it  starts to Couegction
&egZﬁtzéeiﬂdueaﬁ;?'ta”e Per contingoug data. takes the name of realize becomes
Progresses of Local Health collection in subjects  PASSI d’Argento  surveys every = systematic and
Units for Health in ltaly) aged 18-69 years («Silvery» PASSI) other year continuous

| I ) | I .
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The European Union




PASS| and PASSI d’Argento . 2 1)z« )

2o cdedlly Hntbste

JA PreventNCD
- Data are collected on age-gender
representative samples of non- - Study design - cross-sectional with
Institutionalized citizens, by continuous data collection; the units of data
telephone interviews which collection are the Local Health Units (LHUs),

ifi ' - Sampling design - proportional by sex and
specifically trained staff of the Local age rl?longﬂy sa?nplepex racted fror¥1 the list of

using a standardized questionnaire. | . pata collection - Specifically trained LHU

. : rofessionals interview sampled individuals
month calendar year are questionnaire on the phone (face-to-face
aggregated in an annual data set. %nt?rwew In elderly people who expressly ask

or

* LHUs’ data are merged and . About 35,000 subjects aged 18-69 years
analyzed to obtain regional and are interviewed every year in PASSI

Interviewed every year in PASSI d'Argento

y Co-funded by
& The European Union




Main topics under study Q I £y A f‘?
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PASSI (18-69yy) PASSI d’Argento (65+yy)

Lifestyles and behavioral risk factors (alcohol consumption, smoking, physical inactivity, obesity and overweight, inadequate
fruit and vegetable consumption, use of salt)

Prevalence of the major Non Communicable Diseases (diabetes, BPCO, stroke, ecc.)

Cardiovascular risk factors (such as hypertension)

Perceived physical and psychological well-being, some aspects indicating the quality of life, and depressive symptoms
Advice and counselling provided by general practitioners or other healthcare professionals about promoting healthy habits
Anti-flu vaccination

Compliance with the three main cancer screenings Falls

(cervical, breast, colorectal) Use of drugs and medicaments

rubella vaccination uptake Sight, hearing and chewing problems

road safety measures or home injuries Social isolation signs, participation in social life

health-related issues about pregnancy and Access to health care

breastfeeding Level of autonomy (using the Katz Index of
Independence in Activities of Daily Living (ADL))
Lawton Instrumental Activities of Daily living (IADL)
assessment




Themes investigated in ¢

PASSI (18-69 years old)
HEALTH

* Perceived health

* Health-related quality of life (unhealthy days)

* Symptoms of depression (PHQ-2 Patient Health Q
* Chronic conditions

* Insight into diabetes and hypertension

HEALTH-RELATED BEHAVIORAL RISK FA

* Smoking, Secondhand smoke, Alcohol, Physical ac
iodized salt
* Cardiovascular risk factors (hypertension, hyperch

* Home Safety, Road Safety
SOCIO-DEMOGRA HARACTERISTI

Age, Gender, Marital statds, Cohabitation, Citizenshi

OPTIONAL MODULES

Active mobility, Pregnancy and Lactation, Environme

Health literacy, Home safety, Antibiotic misuse, COVID module

PASSI

COVID Module (= core 2020-22)

Environment and Health (= core
2023)

Active mobility (= core)

Pregnancy and breastfeeding (=
core)

Home safety/injuries prevention (=
core)

Health literacy

. Stroke Symptom Awareness

Physical activity prescription
Module naz A/H1IN1
L'Aquila Earthquake Module (2009)

Adapted Physical Activity, Falls, Home safety, Antibiotic misuse, COVID module

PASSI d’Argento

COVID Module (= core 2020-22)

Breast screening in 70-74 years old women

Local interventions (walking groups)

Adapted Physical Activity
Home safety/injuries prevention (= core)

Falls in previous 12 months (= core)
Healthcare renounciation (= core)
Antibiotics misuse

Need of aids for vision/hearing/chewing)
Diabetes

Vitamin D use / Osteoporosis




CDC Behavioral Risk Factor Survelillance

Search

2023 BRFSS Data Now Available
View the latest 2023 BRFSS Annual Data

-—

Prevalence Data & Data Analysis
Tools

Spotlight

Working_with Module Data?
& BRFSS Statistical Briefs

4 help guide research on

"l .
9 many topics.

Co-funded by
The European Union

YOBRFSS

More.

BRFSS Questionnaires Publications & Resources

Survey Data & Documentation

https://www.cdc.gov/brfss/index.html

The Behavioral Risk Factor Surveillance System (BRFSS) is the
nation’s premier system of health-related telephone surveys that
collect state data about U.S. residents regarding their health-
related risk behaviors, chronic health conditions, and use of
preventive services. Established in 1984 with 15 states, BRFSS
now collects data in all 50 states as well as the District of
Columbia and three U.S. territories. BRFSS completes more than
400,000 adult interviews each year, making it the largest
continuously conducted health survey system in the world. See

US BRFSS ->

IT PASSI ->

JA PreventNCD

Survey mode: population sample
Data collection periodicity: continuous
Data collection method: telephone interviews
Standardized questions
» Single questions -> Indicators
= Structured interview form (Core modules
+ local/optional modules)

Timeliness results
Performance ....7?

Table 6. Response Rates for Landline and Cell Phone Samples

Landline Response Cell Phone Combined Response
State Rate Response Rate Rate
PR 56.9 59.8 58.5
VI 56.6 58.1 57.5
Minimum 10.4 342 22.8
Maximum 78.1 64.0 66.8
e _____ .y

Mean 473 458 < 459 >

Median 46.3 44.7 45.1

Response Rate ~ 80-85% / Rejection Rate ~ 10%
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ST8.3.1 Deliverables and milestones JA PreventNCD
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Report on possible methodological cross-over for M45
risk factor monitoring systems and results from the
piloting action

Methodological framework/questionnaire design for data M15
harmonisation, set up the pilot study testing the pooling

health surveys has been defined
Data collection implemented and procedures for the M21

pilot study established



Responsibilities and contributions of ({)
participating countries JA PreventNCD

Participants

5 i Co-funded by
o The European Union

Responsibilities and contributions
Development of the methodological framework to
assess the level of cross over among monitoring

systems and coordination of Partners.
Design of pilot studies and data collection to assess the

level of cross over among monitoring systems.
Support in the development of the methodological

framework

Feedback on the national application of the methods
proposed



Pilot 8.3.a ({)

JA PreventNCD
Pooling health surveys to improve identification and
monitoring of cancer-related behavioural risk factors
* How to better optimize
harmonization and cross-
fertilization of all monitoring _ _ _

. . TAl-Estonia, NIJZ-Slovenia, THL-Finland,
methods considered will be RKI-Germany, DOI-Iceland, ISS-Italy,
particularly exploited in Pilot RM2-Italy, MaR-Italy
8.3.3 Pooling health surveys to Heterogeneous monitoring systems on

health determinants and major risk

improve identification and factors for cancer and NCDs.

monitoring of cancer-related
behavioural risk factors.

*"'*; Co-funded by
The European Union




Pilot 8.3.a

Objective

» to capitalize on the scalability potential of nationwide health surveys and behavioural surveillance
systems -possibly linked to cancer registry data -for monitoring the prevalence of lifestyle and other,
modifiable or environmental, risk factors for cancer and the associated cancer and NCD burden.

Methodology

The work is going to be developed according the following three sub-actions:

» Data identification, ethical approval and permissions in pilot countries.

* Development of harmonization process of the data

* Analyses and subgroup analysis of the pooled, harmonized data

Main expected outcomes

» strengthened existing monitoring systems on cancer and other NCDs, their determinants and risk
factors

 identification of limits and gaps in population-level monitoring of health determinants and risk factors
for cancer and NCDs

» further newly generated evidence to inform European prevention policies to tackle NCDs including
cancer.

Intervention

« Eligible health surveys modules used in the different countries will be identified and pooled. Possible
strategies and protocols to link harmonised risk factors and behavioural data to cancer registry data
will be proposed.

« The most applications would be the harmonisation of a pool of key cancer risk factors measurement
modules to be used in health surveys and behavioural surveillance systems and the exploitation of
cross-sectional health surveys by developing call-back to people who have been diagnosed with
cancer in their lifetime.

£y

JA PreventNCD



Pilot 8.3.a

Type of data:
guantitative/qualitative

Demographics —
gender/age groups to be
covered

Approximate sample
size(s)

Short description of
innovative elements

Co-funded by
The European Union

i

JA PreventNCD

Quantitative (and qualitative?) data on lifestyle and environmental factors
associated with cancer outcomes

All age and gender groups

300,000 (Finland)

These identified piloting options relate not only to methodological data
collection issues but also to ethical and legal procedures, e.g., acquiring
informed consent.

The proposed methods to harmonise data to collect will also be used to
assess cancer burden in the population.



Pilot 8.3.a

Evaluation,
possibility for
scaling up &
sustainability

)

JA PreventNCD

Such pilot actions apply to diverse monitoring-related aspects.
Some examples:

« extending the territorial coverage or focus

translating, validating and piloting thematic module(s) already
Implemented in other countries

expanding to broader area or oversampling at local level

adding a longitudinal dimension to risk factor population surveys
cause-effects evaluation opportunities through linkage to cancer
or disease registries.

By the possibility to update/repeat data analysis regularly, the
persons in the study cohort(s) can be follow up further to estimate
their cancer incidence, cancer mortality and cancer survival.

The obtained results from this piloting actions will be disseminated
by publication in peer-reviewed scientific journals.
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Monitoring cardiovascular diseases
and associated risk factors

in the adult population to better orient
prevention strategies in Italy

Viviana Santoro!, Valentina Minardiz, Benedetta Contoliz, Rosaria Gallo,
Valentina Possentiz, PASSI and PASSI d’Argento National Coordinating Group*
and Maria Masocco?

Dipantimento di Sanits Pubblica, Unita Operativa Iziene ¢ Samita Pubblica, Ravenna, Ausl Romagna,

Ravenna, ltaly

Centro Nazionale per la Prevenzione delle Malattie ¢ la Promozione della Salute, Istituto Superiore

di Sanita, Rome, ltaky
Alssi: Saniiania, Distretio i0 9, ASL Roma 2, Rome, lialy

“The members of the PASSI and PASSI d"Argento National Coordinating Group are listed before

the references

Abstract Key wards
Introduction. Cardiovascular disease (CVD) is the first cause of death in Europe and | » canfiovascular diseases
aver the wordd. This study analyses health-related behaviours in adults referring doctos- | = risk laclors
diagnosed CVDs. = surveillamce
Materfals and meihods. We used data from the Italian cross-sectional Behavioural Risk | = epidemiology
Factor Surveillance System PASSI gathered in 20152018, Complex survey design analy- | = prevention
ses included the Taylor series method for vanance estimation and Poisson regression for

associations between socio-demographic chamcteristics and OV

Results. Among 132,598 respondents, the prevalence of doctos-diagnosed CVD was 5%.

Higher percentages arc observed among: men, older individuals, socioeconomically dis-

advantaged people. Compared to the general population, people with CVD have greater

risk and aggravating factors, and a worse health status overall. All protective behavions

and lifestyles shall be smproved.

Discusston amd conclustons. In Italy, adults with CVD are more kely to be exposed

to aggravating modifiable rick factors: it represents a valuable information for increased

preventive interventions, even more in the light of the COVID-19 pandemic scenario.

INTRODUCTION ing with heart attacks and strokes. These conditions

Mowadays, in Europe and other wordd regions,  were the

lengthening of average life and constant increase of
populztion agring on the one hand and a constanthy
deceasing natality on the other hand have determined
an increasing relative weight of causes for mosbidity
and mortality most associated with the decline of the
oiganim, such as chionie noncommunicable condi-
tions. Thus, despite the huge scieotific and technology
advances in their prevention, diagnosis and treatment,
candiovascular discases (CVIDs) are by far the leading
cause of death worldwide [1].

In Europe, slightly over 1.8 million people died from
discases of the circulatory system, mainly correspond-

two major causes of deaths in the European
Union (EU) responsible for 36% and 26% of all deaths
respectively. despite large decrease in VD morality
[2]- In Italy, since 1990, a significant decline of CVD
burden, pariculady in the age-standardised prevalence
{-12.7%), mortality rate (-53.8%), and disability-adjust-
ed lifie years rate (-555%) has been observed. In spite of
such a success in reducing disability, premature death
and eady incidence of CVDs, their burden is still high:
all-age prevalence CVD increased from 375 o 7.49
million residents in Italy and CVDs confirm to be the
frrst cause of death (34.8% of total mortality). Addition-
ally, more than 80% of the CVD-related burden could

Address for comespodence: Valenlng Posseati, Centro Nazonale per la Preverzsone delle Makalie ¢ b Promosone della Salule, Itiloo Supesione
i Sanita, Vial: Hegina Flana 200, 00161 Rome, laky. Fmail: valanlin, posssnls@iss.il.

Co-funded by
The European Union
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Simple Summary: Data 2016-2019 from the behavioral surveillance system PASSI d’ Argento confirm
the role of lifestyle-related factors in cancer survivorship and well-being among the elderly population
residing in Italy. The data monitor different aspects of elderly life in terms of participation and social
engagement, lifestyles and compliance with care and prevention activities. The analysis of how
alder individuals with cancer live is key to addressing effective prevention strategies, tailored to the
specific needs of cancer survivors themselves. Facilitating access to social and health services for
the most vulnerable groups would mean reducing health inequalities, accessing specific programs
for the promotion of a healthy lifestyle, keeping chronic diseases under control to improve the
well-being of the individual as well as of society. The study provides a useful basis for new models of
multi-professional interventions to improve the health status among the elderly population living

with cancer.

Abstract: (1) Cases of cancer are expected to increase in the next years and the risk of cancer increases.
with age. Data 2016-20149 from the Italian population-based surveillance PASSI d’ Argento (PdA) allow
the description of the physical and psychosocial well-being of people aged =65 years diagnosed with
cancer (Ca), and the comparison with elderly suffering from ather chronic conditions (Ch) and healthy
alder individuals (H). (2) Data are collected by Local Health Units’ professionals using a standardized
questionnaire during telephone interviews. (3} A total of 8051 out of the 56,352 interviewees reported
a previous diagnosis of cancer: an annual average cancer prevalence of 12.8% (95% C112.4-13.3%)
cormesponding to 1.725 million elderly residing in ltaly. In comparison to the H, Ca were more likely
to refer bad health (aPR = 4.21; 95% Cl: 3.70—4.79), suffer from depressive symptoms (aPR = 2.65; 95%
ClL: 2.35-2.99), disability (aPR = 2.50; 95% CL: 2.22-2.51) or sensory problems (aPR = 1.51; 95% Cl:
1.40-1.63), be frail (aPR = 1.45; 95" 1-1.61). Ca are often current smokers (al’R = 1.26; 95% CL:
1.11-1.45) and sedentary (aPR = 1.10; 95% Cl: 1.03-1.18). {4) PdA provides valuable information to
researchers and policy-makers by showing the difficulties for older people with cancer in contributing

socially and accessing basic ~mc|a| and health services, which amplifies the risk of cognitive decline,

isolation, and psychological deterioration.

Keywords: elderly; cancer survivors; surveillance system; ltaly; risk factors; epidemiology;

prevention; health promotion; public health

BRFSS FAQs

Annual Survey Data

Asthma Call-back Survey Data

JA PreventNCD

One example could
be represented by the
‘call-back surveys”
Interviewees who
reported ever being
diagnosed with
cancer or other NCDs

LCDC,, Behavioral Risk Factor Surveillance System

CDC — BRFSS — 2022 BRFSS Asthma Call-back
Survey (ACBS)

Print
Related Pages
Table of Contents (LLCP)

Survey Data Information

S History and Analysis Guidance B

Survey Data and
Documentation

Provides information on the background, design. data

2022 0nta collection and processing statistical. and analytical

issues for the BRFSS Asthma Call-back Survey (ACBS)
for 2022,

2022 ACBS Adult Codebook I (2IP-74 K8)
Codebook for the ACBS Adult data file showing
variable names and frequency of values for variables
for all reporting areas combined. Variables from the
BRFSS interview are included on each ACBS record.
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Pilot 8.3.a Deliverables and milestones JA PreventNCD
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Report on possible methodological cross-over for M45
risk factor monitoring systems and results from the
piloting action

Procedure of the pilot study conducted, and data M30
collection started
Data collection terminated, preparation of result M39

elaboration
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Gathering and further exploiting
population-based monitoring systems to
address data driven decision making for
efficient and effective health-related
policies
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Subtask 8.3.3 Identify ways to present and
visualize data to stakeholders, including foresight

modelli

ng

JA PreventNCD

8:45-10:45 Session |: Task 8.3 “Gathering and further exploiting Task 8.3 leaders
population-based monitoring systems™

8:45-9.00 Brief introduction to Task breakdown (subtasks) Task leaders: Valentina Possenti (1S5, ltaly)
9:00-9:30 Subtask 8.3.1: methods cross-fertilisation, and harmonization Subtask leaders: Valentina Minardi (1SS, Italy)

Pilot 8.3.a: pooling health surveys Pilot leaders: Sanna Heikkinen (CSF, Finland)
9:30-10:00 Subtask 8.3.3: data visualization and foresight modelling. Subtask leaders: Benedetta Contoli (ISS, Raly)

[ Filot 8.3.b: Risk assessment and risk-based projection for NCDs | Pilot leaders: Vanessa Gorasso, Sarah Croes
(Sciensano, Belgium)

10:00-10:45 | Round Presentation on Partner Organization contribution to the Task | All Task 8.3 Partners

Co-funded by
The European Union




ST8.3.3 Inputs from the population €y
surveillances 8
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* Surveillance systems such as PASSI and PASSI d’Argento aim to
establish a specific database at local level, continuously updated,
in order to monitor trends of risk factors and preventive measures

* The shift from cross-sectional surveys to ongoing monitoring
entails different ways of collecting and interpreting data.

* Continuous data collection allows to grasp aspects which could
not be perceived otherwise (such as trends or rapid changes of
some variables in association with public health actions, natural
events, etc).

* The results of PASSI and PASSI d’Argento surveillances confirm the
idea that the progress of a health care sg/stem requires greater
interaction between service supply and care providers on one
side and demand from users on the other.

* PASSI and PASSI d’Argento are a real opportunity of empowerment
for the health system especially at community level.




Indicators for NCDs T
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Current cigarette smoking among adults =

Chronic Disease Indicator

l EXPLORETOPICS Population All adults.
Numerator Adults who report having smoked = 100 cigarettes in their lifetime and currently
JULY 24,2024 smoke every day or some days.
| n d iCCItOI' De ﬂ n itl O n S Denominator Adults aged = 18 years who reported information about cigarette smoking
Measure Prevalence (crude and age-adjusted).

WHAT TO KNOW

» Indicators are categorized into 21 topic areas that provide points of entry to the CDI framework.

Time Period of Case Definition

Current.

Summary More than 480,000 deaths each year are attributed to cigarette smoking and
» In addition to the indicator definitions, each topic area includes an overview of the topic and links to more information and exposure to tobacco smoke, making it the leading preventable cause of death in the
additional data cources. United States.* In 2020, 12.5% of adults currently smoked cigarettes.? Smoking
increases the risk of heart disease, stroke, multiple types of cancer, and chronic
» Click each link to read more about chronic disease indicator definitions. lung disease.? Quitting smoking is beneficial to health at any age, reduces the risk
of premature death, and can add as much a 10 years to life expectancy.® #
Notes Indicator does not convey the lifetime or current number of cigarettes smoked. Each
TABLE OF CONTENTS | INDICATOR DEFINITIONS SRy = bl 3
of these factors can affect the risk for acquiring chronic disease from smoking
s Health Status cigarettes. Additionally, the indicator does not measure intent or attempts to quit
* Alcohol smoking among smokers or exposure to secondhand smoke among nonsmokers
* Immunization
= Arthritis
* Maternal Health Data Source Behavioral Risk Factor Surveillance System (BRFSS).
* Asthma
* Mental Health
« Cancer Related Objectives or Healthy People 2030 objective: TU-02. Reduce current cigarette smoking in adults.
* Mutrition, Physical Activity, and Weight Status Recommendations
* Cardiovascular Disease
* Older Adults _
* Chronic Kidney Disease Related CDI Topic Area Tobacco.
* Oral Health
+ Chronic Obstructive Pulmonary Disease
* Sleep Reference 1 National Center for Chronic Disease Prevention and Health Promotion, Office on
+ Cognitive Health Caregiving Smoking and Health. The Health Consequences of Smoking 50 Years of Progress:
) = Social Determinants of Health A Report of the Surgeon General. Centers for Disease Control and Prevention, US
Sjtiabetes - Dept of Health and Human Services; 2014
. it Healt
e Student Health https:/www.ncbintm.nih.govibooks/NBK179276/pdf/Bookshelf_NBK179276.pdf
* Tobacco
Reference 2 Cornelius ME, Loretan CG, Wang TW. Jamal A, Homa DM. Tobacco product use
~ SHOW LESS among adults  United States, 2020. MMWR Morb Mortal Wkly Rep.
2022:71(11):397 405. doi:10.15585/mmwr.mm7111a1
FEAD MEAT @ Reference 3 Office of the Surgeon General. 2010 Surgeon General's Report: How Tobacco
Aleohol

Smoke Causes Disease: The Biology and Behavioral Basis for Smoking-Attributable
Disease. US Dept of Health and Human Services; 2010.
hitnc Jhanana nehi nlm nih anuhanke/ NRERINT ZindfRankchalf NRERINT 7 naif
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sovrappeso e obesita

consumi di frutta e verdura

consumao di alcol

abitudine al fumao

fumao passivo

smettere di fumare

consumo di sale

rischio cardiovascolare

diabete

dispositivi per la sicurezza stradale

guida sotto l'effetto dell'alcol

sicurezza domestica

screening cervicale

screening mammografico

screening colorettale

vaccinazione per I'influenza stagionale

vaccinazione antirosolia

percezione dello stato di salute

depressione

patologie croniche

caratteristiche socio-anagrafiche

focus tematici

Definizioni operative

1. Non fumatore & una persona che dichiara di aver fumato nella sua vita meno di 100 sigarette (5 pacchetti da 20) e di non essere

attualmente fumatore.

2. Fumatore, secondo la definizione dell'Oms, & una persona che dichiara di aver fumato nella sua vita almeno 100 sigarette (5
pacchetti da 20) e di essere fumatore al momento dellintervista o di aver smesso di fumare da meno di 6 mesi.
. Fumatore occasionale & un fumatore che dichiara di non fumare tutti i giorni.

. Tentativo di cessazione riguarda coloro che negli ultimi 12 mesi hanno tentato almeno una velta di smettere di fumare.

3
4. Fumatore quotidiano & una persona che dichiara di fumare almeno una sigaretta ogni giorno.
5
5}

. Ex fumatore & una persona che dichiara di aver fumato nella sua vita almeno 100 sigarette (5 pacchetti da 20), di NON essere
fumatore al momento dell‘intervista e di aver smesso di fumare da pid di 6 mesi.
7. Fumatore in astensione & una persona che dichiara di aver smesso di fumare da meno di 6 mesi.

Consulta anche le informazioni generali con le caratteristiche degli indicatori Passi, e gli approfondimenti dedicati.

Scheda indicatore: prevalenza di non fumatori

Popolazione di
riferimento

Numeratore

Denominatore

Misure di frequenza

Intervallo temporale di
riferimento per la
definizione di caso

Significato per la
salute pubblica

Limiti dell'indicatore

validita dell'indicatore

Residenti in un Comune della Asl e iscritti all'anagrafe assistiti della Asl, in etd 18-69 anni.

Persone di eta 18-69 anni che nella loro vita hanno fumato meno di 100 sigarette (5 pacchetti da 20) o
hanno risposto "non so/non ricorda”.

Intervistati che hanno fornito una risposta (qualungue essa sia) alla domanda sull’abitudine al fume
esclusi, i valori mancanti; il denominatore corrisponde in pratica all'intero campione.

Prevalenza annuale (sulla popolazione di 18-69 anni), con intervalli di confidenza al 95%.

1l periodo temporale di riferimento sono gli anni di vita dellintervistato.

Rispetto ai fumatori, chi non fuma ha un’aspettativa di vita di ben 10 anni superiore e una qualita di vita
di gran lunga migliore. Chi vive libero dal fumo infatti respira meglio, riesce pid facilmente a evitare
faringiti e laringiti, bronchite cronica ed enfisema polmonare, il rischio di patologie circolatorie e
cardiache, il pericolo di ictus o di ostruzione delle arterie. Senza il fumo, migliorano anche il sonno, la
prontezza dei riflessi, i tassi di fecondita sia negli uomini che nelle donne.

Lindicatore misura un comportamento riferito dall'intervistato ed & in teoria soggetto a distorsione legata
alla desiderabilita sociale del comportamento, che pud essere considerato sconveniente e soggetto a
stigmatizzazione. In teoria, cid pud spingere il rispondente a dichiarare di non aver mai fumato, e cio
determina una sovrastima della prevalenza. Questo effetto & stato valutato e gli studi di migliore qualita
mostrano che si attesta comungue su valori modesti.

In altri contesti di studio, quando i dati dichiarati sono confrontati con quelli misurati obiettivamente
(mediante "analisi dei livelli di cotinina, un metabolita della nicotina, nei liquidi biologidi: saliva, urine o
sangue), l'indicatore circa la frequenza di coloro che conducono una vita libera dal fumo mostra una
sovrastima, ma anche una buona correlazione con le misure ogoettive, che lo rende utile per valutare e
differenze territoriali i trend temporali.

* Vedi anche: Behavioral Risk Factor Surveillance System (Brfss)

JA PreventNCD



From data collection to data visualization

What is PASSI JA PreventNCD

PASSI is a public health surveillance system based on the model of the Behavioural Risk Factor Surveiflance adopted by
Serie storica Sedentari per area geografica

Passi 2008-2021

many countries. Since 2008, PASSI has been continuously collecting information on lifestyles and behavioural risk factors
associated with the development of chronic non-communicable diseases among adults aged 18-69 years living in Italy, as
well as information on the target population’s knowledge and participation in the relevant prevention programmes. 60%

Coordinated by the Istituto Superiore di Sanita, PASSI is an essential tool of the National Health System for creating regional 50%
health profiles. Information is produced in a timely and continuous manner, at regional level and at the level of local health

units (LHUs), so as to guide prevention activities and regularly assess their effectiveness towards achieving the health
objectives set out in the National and Regional Prevention Plans. 40%

Topics investigated by the PASSI surveillance include: tobacco use, physical activity, overweight, alcohal consumption, fruit 30% M\M A A A [\/\ AN

. . . . L ‘ L Al VA AV vy
and vegetable consumption, salt intake, cardiovascular risk, participation in cancer screening programmes, flu vaccination . /\ gy \M /] UW v
coverage among vulnerable groups and rubella vaccination coverage among women of childbearing age, adoption of safety 20% \ ‘F\J UU\'\’ VFU F/\ / vﬂ M\U

/‘l 4

measures to prevent road and domestic accidents, physical and mental health (Patient Health Questionnaire-2) [6,7], WA \_/"NVV \,ﬂ kf \f \f Y VAVA WU " —_— Uw_
health-related guality of life (unhealthy days), symptoms of depression and chronic conditions. Thanks to their flexibility, \F/

these systems can be adapted to meet new national or regional needs. In addition to the topics above, areas of specific 10%
interest to the Regions or the country as a whole can be investigated, also in emergency situations: for example, during the
influenza A/H1N 1 pandemic and the earthquake in L'Aquila, in 2009, but also during the ongoing COVID-19 pandemic, to 0%

assess its health, economic, social and cultural impact. Areas investigated during the COVID-19 pandemic include: perceived 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

risk and consequences of infection, willingness to get vaccinated against SARS-Col/-2, confidence in public institutions and

== |TALIA * === Nord = Centro * == Sud e Isole * (* p-value <0.05)

compliance with infection containment measures, impact on the population’s emotional state, economic and working
- Sorveglianza Passi
conditions and demand for care.

arthve Par siamentis atth seduntari Coans g fare attivni fiseca

The availability of additional social and personal information makes it possible to identify and analyze social inequalities in e reuien i resulenza et v d sz [ ——p— et regoms dh sz

health and prevention. The data collected by PASSI also allow exploring the attention given by doctors and healthcare -y -y
workers to their patients' behavioural determinants of health, as perceived by service users themselves. = = 3

Data are collected throughout the year using a standardized questionnaire, which is administered over the phone by X

properly trained LHU workers to a representative sample (by age and sex) of the 18-69 year old population in their
respective catchment areas. % ‘% k

Since 2008, about 35,000 interviews have been conducted each year. The collected data are transferred online to a national

database, which can be accessed by LHU and regional coordinators. ' l

Every year, over 50% of the LHUs operating across Italy take part in the surveillance, providing information on over 90% of S mmTETa 2 R e e 8 T e s 2 Ty e
i ore dul valons narionels migliors del walors sazionsle mighae del selore raiseale migliors del walors sazionsle

the country's resident population. The response rate is consistently above 85%, while the refusal rate never exceeds 10%.

i Co-funded by P’ S

wpx The European Union .ﬂ.".‘j




From data collection to data visualization

What is PASSI D'Argento
PASSI d’Argento is a surveillance system focused on the elderly population (people aged 65 years and over) and, as such,

complements the PASSI surveillance.

Like PASSI, PASSI d'Argento is a public health surveillance system that collects information on health and behavioural risk
factors associated with the development and complications of chronic nen-communicable diseases in the country's

resident population.

PASSI d'Argento also collects information on some conditions specific to people over 65 years for the purpose of describing
quality of life and treatment and care needs in this age group, while bearing in mind the concept of “healthy and active
ageing’, as defined by the WHO.

PASSI d'Argento investigates several topics that allow outlining a profile of the over 65 population based on the three pillars
of active ageing identified by WHO's Active Ageing strategy: health, participation and security. Information regarding health
and prevention includes: perceived health, satisfaction with life, health-related quality of life (unhealthy days), symptoms of
depression (Patient Health Questionnaire-2) [6,7], chronic conditions and independence in performing basic and
instrumental activities of daily living (ADLs and IADLs) [8,9], sensory impairments (e.g. sight, hearing, chewing), falls, use of
medications, flu vaccination, behavioural risk factors such as smoking, alcohal use, fruit/vegetable consumption,
overweight or unintentional weight loss and physical activity (measured using the PASE instrument [10,11]).

Since 2016, about 14,000 interviews have been conducted each year. The response rate is above 85%, while the refusal rate

15 11%.

Ttalia
n = 24401
% IC95% inf IC95% sup

Nessun farmaco * 13.7 13.1 14.4
Uso di farmaci **

1 farmaco 12.9 12.2 13.6

2 farmaci diversi 18.1 17.4 18.8

3 farmaci diversi 16.7 16.0 17.4

4 o piu farmaci diversi 38.6 37.7 39.6
* Persone che dichiarano di non aver assunto farmaci nella settimana precedente ['intervista
** Persone che dichiarano di aver assunto uno o pit farmaci diversi nella settimana precedente l'intervista

.
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Chronic patients among adults

Indicatori - PASST 2022-2023

' IINCD
| Periodo |2022-2023 v '
\ J
P libere da patologi con almend Persone con 2 o pii
croniche * patologie cronica * patulz:::: Cro".'d'f (co-
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Overweight among older individuals

Overweight + Obese
By Region (>65Y) _ JA PreventNCD
Overweight + Obese
By Region (>65y)
Passi d'Argento 2022-2023

Passi d'Argento 2022-2023
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Data presentation to stakeholders .

Three types of poducts covered RO ER

Graphical excellence consists of complex » Scientific articles

ideas communicated with clarity, precision « Abstracts (incl. posters, infographics, videoabstracts
and efficiency. Graphical elegance is often etc. )
found in simplicity of design and complexity * Policy briefs

of data. Guidance on content

E.R.Tufte, The visual display of quantitative information, * Mar.1uscr|.pts a_nd ab§tracts WPZ
Graphics Press, 1983 » Policy briefs (including templates)
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Data use case: Italian factsheet on PA @

JA PreventNCD

ITALY = ACTIVITY FACTSHEET 2024 ° The SIX_page WHO

COUNTRY PHYSICAL e s
ACTIVITY FACTSHEET 2024 = N I Monioring andsurveliance of physica activity

it factsheet 2024 on
b A.s. Physical Activity includes
several information on the
e e extent for promoting PA in
OV ) Italy, prevalence data in
== the different age groups
O C ) are from the population
BRI ———— | - surveillance systems
e SrEEeem————ee (OKkio alla Salute, HBSC,
S . PASSI and PASSI d’Argento)
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Linking to Pilot 8.3.b

Comparative risk assesment

A

Tobacco smoking, including second-hand smoke |

High blood pres&ure_

Alcohol use |

Diet low in fruits |

Household air pollution from solid fuels |

High fasting plasma glucose |

High body-mass index ]

Ambient particulate matter pollution |

Childhood underweight |

Diet high in sodium ]

Physical inactivity and low physical activity |

Diet low in nuts and seeds |

Suboptimal breastfeeding |

Diet low in whole grains_

Diet low in vegetables_

High total cholesterol ]

Occupational risk factors for injuries_

Iron deficiency ]

Diet low in seafood omega-3 fatty acids:
Drug use

Il Cancer

X Cardiovascular and
circulatory diseases

[ Chronic respiratory
diseases

B Cirrhosis

[ Digestive diseases

[ Neurological disorders

@ Mental and behavioural
disorders

Il Diabetes, urogenital,
blood, and endocrine

[ Musculoskeletal disorders

I Other non-communicable
diseases

Il HIV/AIDS and tuberculosis

[ Diarrhoea, lower respiratory
infections, and other
common infectious diseases

1 Meglected tropical diseases
and malaria

I Maternal disorders

[ Neonatal disorders

1 Nutritional deficiencies

[ Other communicable diseases

Il Transport injuries

@ Unintentional injuries

B Intentional injuries

] War and disaster

Co-funded by
The European Union

JA PreventNCD
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ST8.3.3 Deliverables and milestones JA PreventNCD

S Co-funded by

o The European Union

Report on risk assessment and risk-based MA45
projection for cancer and other NCDs and results

from the piloting action
Methodological framework/design to support the cancer M15

risk assessment and set up the pilot study testing the

tool has been defined
Data collection implemented and procedures for the M21

pilot study established



Pilot 8.3.b £y

JA PreventNCD

Risk assessment and risk-based projection for cancer and other
NCDs

e ST8.3.3 on foresight

mOde”mg includes the GBD- THL-Finland, CSF-Finland, TAl-Estonia,

metric exploitation by Pilot DOl-Iceland, CPO-Italy, RKI-Germany,
8.3.b Risk assessment and NIJZ-Slovenia
risk-based projection for A proper understanding of projections

for cancer and NCD determinants and
risk factors is crucial for sustainable and
equitable prevention policies and
interventions.

cancer and other NCDs.

*"'*; Co-funded by
The European Union




Organization

JA PreventNCD

Sub-task responsibilities and contributions

Coordinator and participating in sub-acions i), ii), iii)

The work is going to be divided in the

participants_| PMs
. 30
following subtasks:

. . . CSF-Finland 30 Participating with major contribution in sub-acions i),
* Data permissions and access in i), iii)
. . THL-Finland 12.8 Participating with medium contribution in sub-acions
pilot countries 57
. . TAl-Estonia 12 Participating with medium contribution in sub-acions
* Assessing and comparing ), i), i)
. . RKI-Germany 10 Participating with medium contribution in sub-acions
projections gy
. . . NlZ-Slovenia 10 Participating with medium contribution in sub-acions
* Conducting scenario-based analysis ), i), i)
CPO-ltaly 5 Participating with medium contribution in sub-acions
i), ii), iii)
DOHI-Iceland 2 Participating with low contribution in sub-acions i),

ii), iii)

Co-funded by
The European Union




Two tools ﬁ}

JA PreventNCD

 Risk assessment tool — identifying risk profiles

* Risk-based projections
* Predict future burden of risk factors
* Policy planning
* Resources allocation

Any specific requirements/needs
for these tools?

3 Co-funded by
E The European Union




Inputs

Risk assessment tool
e Use of cancer registry data
 (Cancer Risk Assessment Tool

* designed for common cancers with high
absolute risks and well-known risk factors

Co-funded by
The European Union

JA PreventNCD

Risk-based projections
Use of existing data on disease burden
predefined set of risk factors

results compared against existing open-
source tools



Example : Risk-based projections ({}

JA PreventNCD
* How will smoking prevalence evolve over time in Belgium?
° HIS data . 1997'2018 Trends in daily smoking in Belgium and projections to 2040
. Adults 15+ years
* Population projections
* Bayesian inference model

(nested Laplace approximation)

Prevalence of daily srmoking (%)

10 1 Target: 10% daily smoking by 2028 &

Target: 5% daily smoking by 2040 ‘

Co-funded by 2000 2010 2020 2030 2040
The European Union Year




Example : Risk-based projections (9

JA PreventNCD

* How does smoking prevalence evolve over time in Belgium?
e HIS data : 1997-2018

* Population projections

* Bayesian inference model
(nested Laplace approximation)

Projected smoking prevalence under different scenarios

20%

. . . 15% Scenarios
* What is impact of policy? N - s
e Effect size
e Scenarios

* Targets

Ambitious
Target : 10% - No Intervention
10% A

Target : 5%
5% A

2020 2025 2030 2035 2040

Co-funded by
The European Union




Example : Tobacco exposure projections f-?

JA PreventNCD

* Context

* Health Impact Assessment (HIA)
* Predicting impact of health intervention
* How much burden can be averted due to policy?

* Belgian ‘tobacco plan’
* Impact policy on smoking exposure

* Method : decrease in tobacco availability will lead to decrease in exposure
Comparative Risk Assessment

&5 | 3 A NEED FOR SMOKING EXPOSURE
1 Literature 1 Potential Impact Fraction E 1 PROJECTION
S

Retail density Smoking prevalence NCD burden

Co-funded by
The European Union




Example : Comparative Risk Assesment (9

JA PreventNCD

* Population Impact Fraction (PIF) 2 %

* Percentage of the burden of a disease that could be avoided with the implementation
of a policy targeting the exposure

* Avoidable burden
* Disease burden that could be prevented with the implementation of policy

Tobacco Exposure Relative Risk
Burden X  PIF =  J,_ P(X)RR(x)dx — P'(x)RR(x)dx

= f._ o PGORR(x)dx

Avoidable Burden

3 Co-funded by
& The European Union




Pilot 8.3.b Deliverables and milestones

TS Co-funded by
o The European Union

Report on risk assessment and risk-based
projection for cancer and other NCDs and

results from the piloting action
Procedure of the pilot study conducted, and data

collection started
Data collection terminated, preparation of result

elaboration

£y

JA PreventNCD

M45

M30

M39



ST8.3.3 & Pilot 8.3.b [ ][ J Q
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E E B [j JA PreventNCD
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Task/Deliverable/Milestone

Gathering and further exploiting
population-based monitoring
systems to address data driven
decision making for efficient and
effective health-related policies
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Thank you all for
Your commitment!




Afternoon session

13:45-14:45 | Session lll: Operational Working Procedures WP8 and task leaders

13:45-14:15 Task B.3 and Task B.4: due timelines for effort, milestones, Task leaders
deliverables

14:15-14:45 | Overall Recap and take-home messages All Participants

Co-funded by

The European Union

JA PreventNCD



What's next

Several Partners  Known country working groups JA PreventNCD

Rigid scheduling  Flexible and shared working flows/methods T8.3

Crowded In T8.3 one virtual meeting every two months, sending a Doodle [ ] [ ]
calendar at least one month before
Overlapping Ideas for T8.3 appointments as updating, ST8.3.1 and ST8.3.3: [ } [ }
- December 2024 |HE E I
- February 2025
- April 2025

- June 2025 (two internal milestones)
- August-September 2025
- October 2025
- December 2025 (two internal milestones)
- Two pilots start
- Possible joint meeting with T8.4 (t,) and anolther
December 2026 (t,)

Co-funded by
The European Union
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