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1.1. Ethical and social implications

Early risk factors for bullying and victimization
Danielle Jansen

DEMC Jansen1,2*, R Veenstra2, J Ormel1,3, FC Verhulst4, SA Reijneveld1

1University Medical Center Groningen, University of Groningen, Department
of Health Sciences
2University Medical Center Groningen, Department of Sociology and
Interuniversity Center for Social Science Theory and Methodology (ICS)
3Department of Psychiatry Graduate School of Behavioural and Cognitive
Neurosciences, and Graduate School for Experimental Psychopathology
4Erasmus Medical Center, Rotterdam, Department of Child and Adolescent
Psychiatry, The Netherlands
*Contact details: d.e.m.c.jansen@rug.nl

Background
Many later consequences of preschool problems such as poor
motor functioning, social problems, anxiety and mood
disorders are well known. However, there is a lack of data
on the impact of these early child behaviour on later
involvement in bullying. Determination of early risk factors
may lead to the justification to intervene in an early phase in
childhood. We investigate the impact of preschool behaviours
(social behaviour, aggressiveness, motor functioning, anxiety
and concentration) and family characteristics on bullying and
victimization at the age of 11–14 years.
Methods
This research is part of the Tracking Adolescents’ Individuals
Lives Survey-cohort study (TRAILS). Ratings of children’s
preschool behaviour and family characteristics were retro-
spectively collected at the age of 11; data on involvement in
bullying or victimization was assessed at early adolescence
(ages of 11/12 and 13/14 years).
Results
Early aggressiveness and motor performance are strongly
related to involvement in bullying at an advanced age. Low
motor performance in preschool children seems to be a
predictor of later victimization whereas high motor perfor-
mance seems predictive for adolescent bullying behaviour. Also
early aggressiveness, the early presence of social skills and a low
level of preschool concentration is related to adolescence
bullying behaviour. Concerning family characteristics it seems
that parental socioeconomic status, parental internalizing
problems and family breakup are associated with involvement
in bullying.
Conclusions
One of the main findings of this study is the predictive value of
motor performance on involvement in bullying at an advanced
age. Focus of interventions needs to be on young children who
are motorically awkward or clumsy.

The role of men’s controlling behaviour in intimate
partner violence and its health consequence
Gunilla Krantz

G Krantz1,2*, ND Vung3, PO Östergren4

1Department of Community Medicine and Public Health, Social Medicine
section, The Sahlgrenska Academy at Göteborg University, Sweden
2Division of International Health, IHCAR, Karolinska Institute,
Stockholm, Sweden
3Department of Demography, Faculty of Public Health, Hanoi Medical
University, Hanoi, Vietnam
4Department of Health Sciences, Division of Social Medicine and Global
Health, Lund University, Sweden
*Contact details: gunilla.krantz@socmed.gu.se

Background
Intimate partner violence (IPV) is the most common form of
violence striking women all over the world with serious health
effects for the woman and her children. This study investigates

the role of controlling behaviour in IPV and whether physical/
sexual violence and controlling behaviour act synergistically to
aggravate the health effects.
Methods
The study population consisted of 883 married women living
in a rural part of northern Vietnam, aged 18–65. Structured
interviews were used for data sampling, based on a
questionnaire developed by WHO for violence research. An
index was constructed for controlling behaviour including
five items, a was 0.80. Bi- and multivariate analyses were
employed for associations and effect modification with synergy
indices.
Results
Experience of physical/sexual violence in the past year gave rise
to increased risk of the woman suffering from sadness and
depression (OR 3.91; 2.44–6.25), pain and discomfort
(OR 3.75; 2.21–6.36) and having suicidal thoughts (OR 3.07;
1.28–7.36). When combined with controlling behaviour these
risks were considerably increased and effect modification was
at hand. The men using controlling behaviour (n= 114) were
to a higher extent younger, less educated, had more than one
wife, were poorer and had more often witnessed parental
violence as a child compared to men who were not controlling.
Conclusion
Violence against women in intimate relationships is a common
phenomenon in rural Vietnam causing serious health effects. It
further acts synergistically with controlling behaviour.
Vietnam has undergone a rapid transition in the last 20
years, moving from a planned economy system to a market
economy and towards a more equal situation for men and
women. However, strong cultural traditions, often centred on
patriarchal norms about family and traditional gender norms,
continue to prevail despite being increasingly in disagreement
with the economic reality men and women face. Support
mechanisms for women are scarce.

‘Public health goes fashion industry’: Vienna
Initiative against unhealthy body perfection
to combat eating disorders
Beate Wimmer-Puchinger

B Wimmer-Puchinger*, M Langer
Women’s Health Programme Vienna, Vienna Social Fund, Vienna, Austria
*Contact details: beate.wimmer-puchinger@fsw.at

Issue
Eating disorders (ED) are a societal phenomenon of our times.
The number of girls and women falling ill with anorexia,
bulimia and binge-eating disorders is dramatically rising.
Studies reveal a clear correlation with underweight images in
the media.
Unrealistic beauty ideals derived from an exaggerated desire to
be slim and young provide a perfect breeding ground for
eating disorders. The fashion world, industry and business
communicate unhealthy medial ‘examples’ propagating
extreme thinness and physical aesthetics linked with glamour,
success and happiness.
Therefore the ‘Initiative S-O-Ess against unhealthy body
perfection for the prevention of eating disorders’ was
launched.
The Initiative’s objectives are to correct unrealistic and
unhealthy beauty standards for women, through concerted
action and close cooperation with key persons of the media,
advertising, beauty industry and the fashion world.
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Description
The Women’s Health Programme Vienna established since
October 2006 think tanks. Each Think Tank involved about
4–6 Austrian opinion leaders and prominent representatives of
fashion industry, business, the media and advertising.
These objectives are to be achieved by:
. . . exchanging and networking with opinion leaders and

prominent representatives from industry, business, the media,
advertising and the fashion world
. . . networking knowledge between experts on eating

disorders and representatives from industry, business, the
media, advertising and the fashion world
. . . generating responsibility, social conscience and alertness

in these fields towards establishing corporate social
responsibility
. . . endorsing an international trend to fight exaggerated

efforts to be slim and young
. . . launch new initiatives against eating disorders

Lessons
It was our ambition not to shift the blame on the
representatives from advertising, fashion world, model agen-
cies and industry for the existence of ED, but to create an
awareness illness and harmful body images and encourage
them to a self-restraint. A manifesto against unhealthy body
perfection to combat eating disorders was declared and signed
at a press conference.
The Manifesto includes commitments like . . .
. . . promoting healthy images of women in public
. . . not showing the wrong ‘ideals’ on the catwalks
. . . not admitting fashion models under 15 to catwalks
. . . using our contact with the media to call for a ban of

photographs depicting women who are suffering from eating
disorders or who are clearly too thin, as well as for a ban of
contents glorifying thinness — as in diet instructions — and
declaring women’s bodies — and increasingly those of men
too — as ‘problem zones’ that need to be dealt with.
Conclusions
The initiative’s logo ‘No BODY is perfect’ depicts a torn
measuring tape symbolizing the end of exaggerated and health-
endangering thinness. It demonstrates self-confidence towards:
‘I can stay the way I am’.
Our strategy seemed to be very successful. Prevention of the
societal breeding ground for eating disorders can be done.
A rising community of top managers have committed to reflect
their beauty standards which are transported to the public.
It seemed very effective to invite opinion leaders in small
groups of the public to commit and lobby against harmful
beauty images. It is very effective to cooperate with the
different branches of business and link them together. An
important success criterion was to build partnerships between
health policy and industry on the top level.
Details: www.s-o-ess.at

Two types of abortionists — social and sexual
background of women who have made abortions.
A survey-based comparison of women in Finland,
Estonia and Russsia
Elina Haavio-Mannila

E Haavio-Mannila*, E Regushevskaya, M Laanpere
Department of Sociology, University of Helsinki, Finland, St. Petersburg
Medical Academy for Post-Graduate Studies, and Tartu University, Estonia
*Contact details: elina.haavio-mannila@helsinki.fi

Background
In 1970, abortion rate per 1000 women was in Russia about
140, in Estonia 120 and in Finland 10. After that it begun to
decline in the two former Soviet republics so that in 2005 it
was 40, 30 and 10, respectively. The gap between the post-
socialist and capitalist societies is still considerable. We try here
to detect the typical characteristics of women who have made
abortions in these three areas. To what extent, if any, do their
demographic and social background and their sexual lifestyle
differ from each other?

Methods
The data consists of three comparable surveys of women aged
18–44 years in Finland 1999, Estonia 2005 and St Petersburg
2004. In Finland and Estonia, structured questionnaires were
mailed to representative samples of women in the whole
countries provided by the central statistical offices of the
countries. In St Petersburg, women were randomly selected
from the District Authority Police database of the population of
two administrative districts. A letter that offered information
on the purpose of the study was sent to the sampled women
who were invited to come to the local women’s clinics to fill in a
self-administered questionnaire. If they did not appear, they
were reminded by phone calls and home visits. The response
rate in Finland was 46%, in Estonia about 60% and in St
Petersburg 67%. The number of research subjects is 488 in
Finland, 2277 in Estonia and 1147 in St Petersburg. The data is
analysed by cross-tabulations and discrimination analysis.
Results
There is clear split in the social background and sexual lifestyle
between St Petersburg and Estonia, on the one hand, and
Finland on the other hand. The typical abortionists in the two
post-socialist societies were low-educated mothers living in
long-term relationships. Especially in Estonia they had not
received sex education in their youth. In Finland, abortions
were characteristic to women with ‘liberated’ social and sexual
lifestyle: smoking, early sexual initiation, many sexual partners,
sexually transmitted infections and possibilities for sex trade.
Conclusions
Our comparison provides new insights to social and public
health studies. Earlier surveys have probably not compared the
type women who have made abortions in different sexual and
health care cultures in such detail as we have done.

Ethical aspects of pandemic influenza preparedness
Peter Schröder

P Schröder-Bäck1*, H Brand1, HM Sass2, SF Winter3
1Institute of Public Health NRW, Bielefeld, Germany
2Kennedy Institute of Ethics, Washington DC, Germany
3Ministry for Labour, Health and Social Affairs NRW, Düsseldorf, Germany
*Contact details: peter.schroeder@loegd.nrw.de

Background
Infectious diseases are among the major global health threats.
Although associated with these diseases there are vast ethical
challenges, bioethics in the past has by and large neglected to
deal with ethical aspects of infectious diseases from a public
health perspective. Nowadays we are facing a possible influenza
pandemic caused by a new human influenza virus subtype.
Thus there is need for ethical debates on infectious disease
control to inform policy-making processes in this field.
Methods
A review of English and German literature was conducted on
public health ethics and the ethics of infectious disease control.
The relevant literature was discussed.
Results
The bioterrorist threats, especially after September 11th 2001,
and the SARS outbreak in Toronto in 2003 have stimulated a
systematic discussion of public health ethics and the ethics of
infectious disease control. Ethical aspects like finding the
balance between protecting the public and restricting indivi-
dual liberties are issues in these discussions. Also it is being
discussed what role there is for social justice, the principle of
proportionality, health literacy and the avoidance of stigma-
tization and discrimination. International Organizations —
such as the WHO — and expert panels — such as the Johns-
Hopkins-University’s initiative of ‘The Bellagio Meeting on
Social Justice and Influenza’ — conducted pioneering work in
this field and gave pivotal impetus to the new awareness of
ethical aspects of pandemics.
Conclusions
Especially the lessons from Toronto show that it is necessary to
deal with ethical aspects of pandemic influenza preparedness as
early as possible to find ethically sound and morally acceptable
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approaches for influenza preparedness plans. In order to
develop and to maintain public trust and cooperation,
transparent and ethically justified regulations have to be
discussed prior to a dilemma situation as part of preparedness
planning. It is now time for all policy makers on EU, national
and regional level to prepare for pandemic threats building
their emergency plans on ethical and public debates.

Perceptions of the Finns towards giving consent to
use their samples in biobanks
Sinikka Sihvo

S Sihvo1*, E Hemminki1, A Tupasela2, K Snell2, P Jallinoja3, AR Aro4

1Stakes (National Research and Development Centre for Welfare & Health),
Helsinki, Finland
2Department of Sociology, University of Helsinki, Helsinki, Finland
3National Public Health Institute, Helsinki, Finland
4University of Southern Denmark, Denmark
*Contact details: sinikka.sihvo@stakes.fi

Background
Informed consent is a compulsory procedure in medical
research, however, in the biobank-based research such a
consent is often difficult to obtain particularly with older
collections. An expert committee on biobanks under the
Finnish Ministry of Social Affairs and Health is currently
working to solve these issues. The aim of this study was to
measure views of the population.
Methods
A postal survey was sent to a random sample (N= 2400)
of Finnish speaking citizens (age 25–65) in January 2007.

After one reminder, the response rate was 50% (n= 1193/
2388). Willingness to give a consent to use tissue samples, and
content of consent were examined according to sociodemo-
graphic background, attitudes toward and experiences of
medical research, and donation (blood, tissues, etc.).
Results
The majority (84%) of the respondents were willing to give
a consent to use their blood samples (collected during
normal health care visits) for medical research.
Sociodemographic background was not associated with this
view but parenthood, positive opinion of medical research
and experiences of donations increased the likelihood of
allowing the use of their blood samples. The respondents
also had a positive attitude towards an idea of creating a
national biobank; 24% were very positive and 53% rather
positive. However, 78% wanted that their permission to
include their samples into the biobank would be asked for;
altogether about one-third of the respondents did not
consider it important to have such consent asked or would
give an open consent. Older age, lower education, male
gender, positive attitudes towards medical research and
experiences of donation all increased the likelihood of giving
such an open consent.
Conclusions
The attitudes towards biobanks and donating samples to them
are in generally positive in Finland. However, differences can
be seen between population subgroups in preferences for
consent procedures.

1.2. Workshop: Health in all EU policies

Chair: Eeva Ollila*
Organiser: Stakes, Helsinki and EUPHA Section on Public Health
Practice and Policy, Finland
*Contact details: eeva.ollila@stm.fi

Health is mainly constructed by policies outside the health
sector. In addition, to its intrinsic value, good health is also a
prerequisite for other societal objectives. Therefore it is of
outmost importance that implications of other policies on
health and on health systems are assessed and considered in
all societal policy making. The Maastricht and Amsterdam
Treaties have paved the way for assessing health implications
of other policies in the EU, but health policy priorities
remain still to be included in the hard core of EU priorities.
The aim of this workshop is to review the state-of-the-art
of health in all policies in the EU, as well as to discuss
possible ways of strengthening this approach in EU decision
making. The relationship between the health objectives and
the strategic objectives of the EU, such as those linked to the
EU becoming the most competitive and dynamic society, with
emphases on growth, innovation and employment, are
examined. First the strategic objectives of the EU and their
relation to health, as well as ways of considering health in all
policies are examined. This is followed by two case studies on
health considerations, one on labour policies and the other on
industrial and trade policies.

Health and the strategic objectives of the
EU — synergy, coherence and compatibility
Natasha Azzopardi Muscat

N Muscat
EU Affairs Directorate, Malta

Background
The current overall EU thrust is on increasing growth and
competitiveness. However, ensuring a high level of health
protection and promoting health of EU citizens is also one
important objective and healthy life expectancy is an indicator
of achievement being utilized.

Issue
Policy Sectors such as the environment and the social sector
have traditionally acted in synergy with public health. The
effects of industrial policy, pharmaceutical policy, economic
convergence criteria and the strengthening of the internal
market on public health merit further examination. The effects
of tools such as better regulation and the open method of
coordination on health are as yet unknown.
Discussion
Public health objectives at face value often seem to run counter
to other goals of the EU. EU alcohol policy balances reduction of
harm against the interests of the alcohol industry. Access and
affordability of medicines has to be balanced with the interests
of research and innovation in the pharmaceutical sector.
Opening the internal market for health care may impinge on
equity and sustainability, without better health outcomes.
Investing in health is increasingly seen as a means to safeguard
economic growth and prosperity for European citizens. The
use of the structural funds for health care investment is
a positive example of the way in which the EU is aligning its
objectives and instruments to improve health.
Conclusion
Health is slowly but steadily rising up the EU agenda. In due
course, all policy sectors will have to carefully consider the
health impact of their policies to ensure that they are aligned
with improving healthy life expectancy.

Tools, methods and procedures of considering health
impacts of EU policies
Nick Fahy

N Fahy
Health and Consumer Protection Directorate-General, European
Commission

Background
Due to historical reasons coinciding with the revision of the
Treaties of the European Union, the Community has been
given a mandate and responsibility to guarantee a high level of
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health protection in all its polices and actions. In fact, the
Treaty is quite rational on this issue, as the Member States are
as Members of the Union not anymore able to control all their
health relevant policies alone.
Issue
Consequently, the issue of how health impacts of EU policies
can and will be taken into account is essential. The
Commission has raised this to one of its priorities in its new
health strategy. The implementation of this principle may be of
major importance not only with regard to the health of
Europeans, equity and sustainability in many aspects.
Discussion
This presentation will give a general overview on the present
situation, including the methods and processes the Commission
has introduced, and discuss the future options in terms of
practical measures, for example impact assessments, monitor-
ing and the roles and interplay between the EU institutions.
Conclusion
Health has always been a central part of European policies, even
if its visibility did not always match its importance. However,
the increasing focus on economic growth and sustainable
development itself requires investment in health, and the
potential contribution is being increasingly recognized — not
just of Europe to health, but of health to Europe.

Health in industrial and trade policies,
the case of pharmaceuticals
Meri Koivusalo

M Koivusalo
Stakes, Helsinki

Background
One of the main challenges in the unified Europe is balance
between health considerations and those of industrial policy
priorities and competitiveness. In terms of health in all policies
particular relevance needs to be put to addressing regulatory
impacts of other policies, impacts on resource needs and scope
of health policies as such, in comparison to areas where
directly measurable health outcomes or changes in social
determinants of health can be shown.
Issue
The study is based on analysis of the ways in which trade
and industrial policies relate to health policies and national
policy space on health and in analysing the challenge of
ensuring health in all policies in areas, where conflicting
and diverse interests exists in the European Community. An
example of this type of differential interests and pressures is
discussed and analysed in the context of pharmaceutical
policies. This is discussed in relation to where focus of
current EU role and action remains, in relation to Member
States, and in relation to influence of interest groups and
nongovernmental actors as part of the policy-making
process.
Discussion
The paper will further address how current mechanisms of
coordination and assessing health impacts may not sufficiently
address policy concerns, which relate to resource or regulatory
impacts on health systems. It finally discusses the challenges of
trade priorities in the context of pharmaceutical policies and
the challenges that it brings to the implementation of health in
all policies.

1.3. Health care

How assessing frailty in the community?
Sarah Hoeck

S Hoeck1*, J Geerts2, M Vandewoude3,4, J Van der Heyden5, J Breda2,
H Van Oyen5, G Van Hal1
1University of Antwerp, Research Group Epidemiology and Social Medicine
2Department of Sociology, University of Antwerp
3University of Antwerp, University Geriatrics Centre
4Hospital Network Antwerp
5Scientific Institute of Public Health, Brussels, Belgium
*Contact details: sarah.hoeck@ua.ac.be

Background
The objective of this study is to assess the validity of the VIP
(Variable Indicative of Placement) in relation to the index of
frailty based on five markers according to Fried (F-index), by
exploring the association between these two indicators and the
use of health care services and hospital admission by the
elderly living at home.
(Fried LP et al. Frailty in older adults: evidence for a
phenotype. J Gerontol A Biol Sci Med Sci 2001, 56, 146–156)
Methods
Data was used from the Belgian Health Interview Surveys
(1997–2001–2004; n= 6993, aged 65 and over). Frailty was
measured with the VIP, a screening tool, which gauges living
alone, assistance with washing and dressing, and mobility
outside the own neighbourhood. The F-index gauges long-
standing fatigue, underweight, slow walking, getting in and out
of a chair and physical functioning. We used logistic regression
models to examine the use of health care services and hospital
admission, controlling for age and gender with SPSS14.0.
Results
People identified as frail by the VIP have significantly more
contacts with the GP (OR 4.0, 95%CI 2.9–5.6�), and the
emergency department (OR 3.5, 95%CI 1.9–6.4�), and are also
more often admitted to hospital (OR 2.2, 95%CI 1.7–2.8�)
than people who are not frail according to the VIP. People
identified as frail by the F-index report more contacts with the
GP (OR 3.3, 95%CI 2.3–4.8�), and the emergency department
(OR 4.2, 95%CI 2.5–7.2�) and report more hospital admissions

(OR 2.8, 95%CI 2.2–3.6�) than people who are not frail
according to the F-index.
�P< 0.001.
Conclusions
Older people identified as frail with the VIP or F-index have
significantly more contacts with health care services and
hospitals. The magnitude of the association between the VIP
and the F-index, on the one hand, and the investigated
measures of health care use, on the other hand, is quite similar.
These findings support the usefulness of tools like the VIP and
the F-index for identifying frail elderly in the community.

Spousal and filial help among older people
with functional limitations in England and
Finland in the 2000s
Jenni Blomgren

J Blomgren1*, S Koskinen1, T Martelin1, P Martikainen2, P Sainio1,
E Breeze3
1Department of Health and Functional Capacity, National public health
Institute, Finland
2Helsinki Collegium for Advanced Studies, University of Helsinki, Finland
3Department of Epidemiology and Public Health, University College
London, UK
*Contact details: jenni.blomgren@ktl.fi

Background
To maintain independent living in the community as long as
possible, help from informal caregivers is of crucial importance
for many elderly. This study examines receipt of help, with a
special emphasis on help from spouse and children, among
community-dwelling elderly with functional limitations aged
70 and over in England and Finland, two countries with similar
demographics but different policies concerning elderly care.
Spousal and filial help have often been analyzed as combined
within the general category of informal help even though they
are intrinsically different in nature, and more detailed knowl-
edge of their determinants may be received by analyzing them
separately. With a comparative aspect, we aim to confirm
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whether the levels of help and their determinants are similar or
different in the two countries and whether the possible country
differences can be explained by differences in sociodemo-
graphics, functional capacity or living arrangements of the
elderly population.
Methods
Data come from the English Longitudinal study of Ageing
(ELSA) wave 1 collected in 2002–03 and from the Finnish
Health 2000 Survey collected in 2000–01. Both data sets are
nationally representative and they are highly comparable with
similar measures of demographics, health status and receipt of
help. Analyses included those aged 70 and over living in private
homes reporting functional limitation (N= 2231 in England,
N= 773 in Finland). Further analyses on receipt of spousal or
filial help included only those who had a spouse or who had
children. Country, gender, age, problems in ADL and IADL
functions, mobility problems, cognitive problems, living
arrangements, number of children, education, income and
receipt of public formal help were included as covariates. The
outcome in multivariate models was whether the respondents
had received help from (a) spouse and (b) children for their
normal tasks because of functional limitations. Logistic
regression models were used on pooled data.
Results
Among those who had a spouse, spousal help was received by
41% in England and 26% in Finland. Among those having
children, filial help was received by 29% in England and by 36%
in Finland. Preliminary analyses show that adjusted for all
independent variables, Finnish elderly living with their spouse
were significantly less likely to receive help from their spouse
than their English counterparts (OR 0.32, 95%CI = 0.20–0.53).
The country difference in filial help was totally explained in
multivariate analyses. Being female and having a high number
of functional limitations increased the odds of receiving spousal
and filial help. Compared to those living with only spouse,
those living with spouse and children received significantly
more filial help, followed by those living alone, the highest
odds being among those living with their children without a
spouse. Living with spouse and children had no effect on
spousal help in England compared to living with only spouse
whereas in Finland it clearly increased the odds of receiving
spousal help. Furthermore, receipt of formal help decreased
the odds of spousal help in England but had no effect in Finland.
In contrast, in Finland receipt of formal help increased the
odds of receiving filial help but no such effect was found in
England.
Conclusions
The country difference in spousal help may reflect cultural
differences in provision of help but also differences in reporting
such help. Those living with spouse may have received more
help from other sources in Finland and did not need to rely on
their spouses as much as elderly in England. There may also be
differences in spousal functional capacity between the coun-
tries. Overall, different policies regarding elderly care in the two
countries may affect provision of informal help, especially that
provided by children and its relation to formal help. In Finland,
a welfare state with extensive universal social and health
services, children may act as agents in seeking public formal
help for their elderly whereas in England, a liberal market-led
welfare state with lesser supply of formal care, children may
turn to privately purchased help instead. Overall, factors related
to functional capacity as well as gender were consistent in
affecting receipt of informal help over nations.

Is caring bad for your health? Evidence from
the UK and Belgium
Maria Isabel Farfan Portet

MI Farfan-Portet1*, V Lorant1, R Michell2, F Popham2

1Public Health School, Université Catholique de Louvain, Brussels, Belgium
2Research Unit in Health, Behaviour and Change Division of Community
Health Sciences, The University of Edinburgh, Edinburgh, UK
*Contact details: maria.farfan@uclouvain.be

Background
Health decline related to caregiving activities has been widely
documented in the literature. Nevertheless, because most of the
research is based on small household sample surveys, little is
known about the impact of caring activities on the caregiver’s
health in the general population. In 2001, the census from
the UK and from Belgium included questions relating to
self-reported health, long-standing chronic illness and the
provision of informal care. Using these data, we analyze among
the general population, the associations between poor health
and time spent caring. Furthermore, because carers in lower
socioeconomic positions are more likely to care for a longer
time per week, we will put special attention to identify whether
more hours caring per week has an independent association
with poor health above and beyond demographic and socio-
economic differences in Belgium and the UK.
Methods
Our analysis is done in two steps. First, we compare self-
reported health status of caregivers with that of non-caregivers.
Then the caregivers’ group is divided into two groups
depending on time spent caring. The first group comprises
persons providing less than 20 h of care per week while the
second group is constituted by carers providing more than
20 h of care per week. To analyze the impact of caring, we use
separate logistic regressions for each country in which self-
reported health is related to the individual’s socioeconomic
status and to the provision of informal care
Results
Results show that more people provide informal care in the
UK than in Belgium (respectively of 12.5 and 9.4% of the
population aged 15 years and older). As for the percentage
of individuals providing more that 20 h of care, we found that
20.9% of all caregivers in the UK and 19.8% of all caregivers in
Belgium provide more than 20 h of care. Preliminary results
indicate that deterioration in the health status of caregivers
with respect to non-caregivers is related to the time spent
caring and not just to being a carer in both countries. For
the Belgium, the odds of reporting not good health when
providing more than 20 h of care is 43% higher (95%
OR = 1.43–1.49) than when providing less than this amount.
For the UK, the odds of reporting not good health when
providing more than 20 h of care is 63% higher (OR = 1.63,
CI = 1.55–1.71) than when providing less than this amount.
Conclusions
Given that informal care is a valuable resource for meeting the
care needs of today’s societies, more attention needs to given to
the consequences of providing it. Indeed, further research is
needed to identify if contextual variables, such as the provision
and access to formal health care services have an impact not
only on the risk of being a caregiver but also on assuming a
heavy care burden among different socioeconomic groups.

Stroke hospitalization rate in Germany,
the USA and Australia
Thomas Mansky

U Nimptsch*, T Mansky
HELIOS Kliniken Gruppe, Berlin, Germany
*Contact details: ulrike.nimptsch@helios-kliniken.de

Background
Stroke is the most frequent neurological disease and the third
leading cause of death in Germany. Ten percent of all deaths
worldwide are estimated to be caused by stroke. Survivors
often remain affected by lifelong disability.
International studies suggest a variation of stroke frequency,
even in western industrial countries with comparable health
care systems. Germany may have higher rates of cardiovascular
diseases. However, the quality of epidemiological data
(e.g. stroke registers) is problematic with respect to interna-
tional comparisons.
Furthermore, different age distributions have to be considered.
Our study’s goal is to standardize and compare stroke
hospitalization rates as an indicator for the incidence of this
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disease by analysing various types of hospital statistics of
Germany, the USA and Australia. Results are compared with
register results.
Methods
From large data records of publicly available hospital data, we
calculated the annual number of stroke hospitalizations for
each country. We identified stroke using the International
Classification of Diseases 10th Revision (ICD-10) for German
and Australian data and the 9th Revision (ICD-9) for US data.
Stroke-related hospitalizations are identified by the principal
diagnosis I60, I61, I63 and I64 (ICD-10) or 430, 431, 433.�1,
434.�1 and 436 (ICD-9). Thus we included ischaemic stroke,
intracerebral haemorrhage and non-classified strokes.
As some hospital statistics referred to a population sample
only, we made appropriate projections for the entire popula-
tion of each country to estimate the annual number of stroke
hospitalizations.
In order to compare annual rates of stroke hospitalization for
the US and Australia, age and sex standardized rates were
computed, using the German population of each period as
standard. Key figure for differences is the standardized rate
ratio (SRR).
Results
Results for the year 2003 show a much higher rate of stroke
hospitalization in Germany than in the US and Australia. We
calculated a total of 285 102 stroke cases in Germany (345 per
100 000 German population). For the USA there were 474 705
stroke hospitalizations (163 per 100 000 US population), for
Australia 32 131 (162 per 100 000 Australian population). The
age and sex standardized rate ratio is 1.64 (99%CI = 1.64–1.65)
comparing Germany to the USA and 1.70 (99%CI = 1.69–1.71)
comparing Germany to Australia. Year 2000 data show similar
results.
A comparison with incidence and hospitalization rates
estimated from registers and other studies showed differences
in both directions.
Register data were used to estimate effects of health system
related factors on our results (e.g. percentage of hospitalized of
stroke, pre-hospital deaths, etc.). However, in worst case
estimates, the varying percentage of hospitalized stroke
patients for instance would change the SSR by no more than
11% for the US and 16% for Australia.
Conclusions
Due to similar DRG-based reimbursement methods, hospital
data from Germany, the USA and Australia provide compar-
able information for diseases treated almost exclusively in
hospital. Unlike registers hospital statistics cover all inpatient
cases completely without any selection bias. Based on these
data, we find a much higher stroke hospitalization rate in
Germany when compared to the USA and Australia. This
seems to be attributable to a higher stroke incidence in
Germany. Further investigation is needed to confirm our
findings, and to estimate the influence of different distribu-
tions of underlying factors (e.g. different distribution of risk
factors like smoking, hypertension, etc.). A public health
approach, however, is urgently needed for Germany to lower
the burden of stroke-related hospitalization, disability and
death in Germany to rates achieved in other countries.

ABC: activity based cost of kidney
transplantation services
Michele Cecchini

M Cecchini1, R Gullstrand2, M Oggero3, GP Segoloni4, G Piccoli4,
F Di Giulio5, E Turaglio6, P Giraudo2, F Moirano7, N Nante1*
1Department of Public Health, University of Siena, Health Services
Research Laboratory, Italy
2Gullstrand & Associates, Torino
3Consortium for the Informative System, Torino
4ASO San Giovanni Battista – UOA Nephrology dialysis transplant, Torino
5ASO San Giovanni Battista – Management control unit, Torino
6Piedmont Region – Health Office, Torino
7University of Siena, Hygiene and Preventive Medicine Postgraduate
School, Italy
*Contact details: nante@unisi.it

Background
In order to improve efficiency by avoiding institutional inertia,
fund holders are becoming increasingly concerned on how to
fully evaluate costs of health procedures. Besides, Italian
Regional Authorities are compelled to routinely revise and
update providers’ reimbursements. Hence, Piedmont Region
chose to adopt the activity based costing technique (ABC)
to assess the real costs of a kidney transplantation service.
Our aim was (i) to evaluate resources consumption along
the pathway and, afterwards, (ii) to suggest compensation
adjustments.
Methods
First, we interviewed involved physicians and elaborated four
different models consistent with the different treatment
patients are submitted to. These are: single kidney from
cadaveric donor, single kidney from living donor, dual kidney,
kidney and liver/pancreas.
Then, we evaluated the expenditure for each procedure by
employing the ABC on the 124 non-paediatric patients
transplanted in the San Giovanni Battista Hospital (Turin) in
the period May 2000 – June 2001.
Finally, we transposed costs on the 110 patients transplanted in
the same hospital in the period January – December 2001.
Results
The total cost for the 110 patients transplanted in 2001 was
E 6 758 005 while the reimbursement corresponded by the
Regional Health Service amounted to E 5 945 188. The
difference of E 812 818 accounted for the 14% of the total
expenditure. Most of the passive was yielded by pre-transplant
treatments and complications’ management. On the contrary,
the transplant operation itself seemed to be over refunded.
Conclusions
The key cause of liabilities is the under funding of pre-
transplant examinations and clinical management.
Additionally, because they involve up to 460% of the
number of effectively transplanted patients, they are only
minimally balanced by the extra compensation provided by the
operation tariff. Piedmont Regional Authority welcomed our
findings and revised payments.

Cost-effectiveness studies of the surgical treatment of
obesity: the need for methodological improvement
Sophie Gerkens

S Gerkens1*, C Beguin2, MC Closon1, I Cleemput3, JP Thissen2

1Université catholique de Louvain, School of Public Health, SESA, Brussels
2Université catholique de Louvain, Cliniques universitaires Saint-Luc, Brussels
3Belgian Health Care Knowledge Centre (KCE), Brussels, Belgium
*Contact details: sophie.gerkens@infm.ucl.ac.be

Background
In the past 10 years, obesity has increased both in developed
and developing countries, becoming a major public health
problem. In the literature, sufficient evidence about the
efficacy of bariatric surgery in comparison with non-surgical
treatment can be found. However, in the current context of
growing health care costs, cost-effectiveness analyses are
needed. The aim of this study is to perform a review of
economic evaluations of the surgical treatment of obesity and
to make recommendations for future studies.
Methods
Original studies were sought from seven databases. The search
was limited to papers published between January 1995 and
January 2006 and written in English, Dutch or French. Only
full economic evaluations which assessed an incremental cost-
effectiveness ratio were retained as appropriate study designs.
A single economist assessed all abstracts for relevance and
evaluated the quality of the studies using a standard quality
assessment checklist.
Results
Five full economic evaluations were selected, all of them con-
cluding that bariatric surgery was cost-effective relative to no
treatment or to a conventional obesity treatment. However,
these studies had methodological weaknesses, i.e. they were
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often based on assumptions supporting surgery, alternatives
were not clearly specified, they did not include all possible
alternatives and they failed to include some cost or outcome
items.

Conclusions
Improvements in study design and quality of cost and outcome
data are needed before a well-informed public health decision
on the surgical treatment of obesity can be made.

1.4. Workshop: The task force on major and
chronic diseases of the Directorate General Health
and Consumer Protection: overcoming the
incomparability of morbidity data at the
European level

Chairs: Iveta Rajnicova-Nagyova*
Chair of the EUPHA section on chronic diseases
Enric Duran
Leader of the Task Force on Major and Chronic Diseases of DG SANCO
Organiser: NIVEL – The Netherlands Institute for Health Services
Research and the EUPHA section on Chronic Diseases
*Contact details: m.verschuuren@nivel.nl

One of the main aims of the Health Information and
Knowledge Strand of the EU Public Health Programme
2003–08 is developing and operating the EU Health
Information System. This System is to make accurate
information concerning the health status of the population
readily available and accessible, in order to improve the health
status of European citizens. The Task Force on Major and
Chronic Diseases is one of the implementing structures of the
EU Public Health Programme 2003–08. It helps building
the EU Health Information System for morbidity and
mortality information, related to major and chronic diseases,
in a comprehensive and sustainable way. The structure
underlying the system can be regarded as a matrix: collecting
and disseminating comparable and valid data requires different
actions at different levels in national and supranational public
health monitoring systems, and this needs to be done for
multiple diseases and conditions. In this workshop we focus on
the first axis of the matrix, presenting some of the major
building blocks of the EU Health Information System on
morbidity and mortality. The development of indicators and
the harmonized collection of data for these by means of
population surveys is a key feature of the System and will be
addressed in the workshop. Moreover, recommendations for
implementing population-based registries for stroke and Acute
Myocardial Infarction/Acute Coronary Syndrome will be
presented, as well as activities aimed at harmonizing coding
practices of cancer registries. The workshop will start with an
introductory presentation, providing a policy framework for
the three topics mentioned above.

The need for comparable morbidity data at the
European level: a policy perspective
Jaroslaw Waligora

J Waligora1, M Verschuuren2, W Devillé2
1Directorate General Health and Consumer Protection, Unit C2
(Health Information), Luxembourg, Luxembourg
2NIVEL – The Netherlands Institute for Health Services Research
(Scientific Assistance Office project), Utrecht, The Netherlands

There is an increasing demand for health information for
political decision making, not only at national level, but at
European level as well. Especially in the field of major and
chronic diseases, which represent a high burden of disease for
the EU citizen and have a paramount impact on health care
resources, the availability of high quality, comparable data is
vital. It was therefore envisaged in the EU Public Health
Programme 2003–08 to create a comprehensive and sustainable
health monitoring and information system, aiming at the

establishment of comparable quantitative and qualitative
indicators at Community level. In the former Public Health
Programme, the development of indicators for different groups
of diseases and conditions has received ample attention.
Building on these results, under the current Programme the
sustainable operation of the EU Health Information and
Knowledge System is emphasized. At this usage is maid of
existing data sources as much as possible. Inventorying available
data (such as from morbidity registers) and making these data
more comparable (e.g. by harmonizing coding practices)
therefore is one of DG SANCO’s priorities. One of the main
elements of the EU Health Information and Knowledge System
is the so-called ECHI indicator shortlist, which consists of about
a total of hundred indicators on demographic and socio-
economic factors, health status, health determinants, health
services and health promotion. Currently preparations are
ongoing for the implementation of this indicator list in all EU
Member States. In the future, European Health Interview and
Health Examination Surveys will constitute the major source of
information for the ECHI health status indicators.

Harmonizing coding practices of cancer registries: the
HAEMACARE project
Milena Sant

M Sant, C Allemani the HAEMACARE Working Group
Unit of analytical epidemiology, Department of predictive and preventive
medicine, Fondazione Istituto Nazionale per lo Studio e la Cura dei Tumori,
Milano, Italy

Background
Haemathologic malignancies (HM) include lymphomas,
leukaemias, multiple myeloma and neoplasms of the red cell
line. There are considerable differences in survival for HM
across European countries, with eastern European countries
showing low survival also for potentially curable tumours like
Hodgkin’s lymphoma. Population-based survival figures are
important tools for monitoring the effectiveness of health
systems, however the comparison of survival for HM across
countries and over time is difficult due to changes in the
classification of HM.
Aims
(1) To increase the standardization and comparability of
incidence and survival data for HM.
(2) To revise coding practices of CR for morphology, ensuring
a strict adherence to International Classification of Disease for
Oncology (ICD-O), and making classifications used by CR
consistent with the clinical ones.
(3) To integrate the information currently available to
population CR, with that derived from clinical data bases.
Methods and results
A total of 38 European cancer registries in 20 countries
provided data of patients diagnosed with HM diagnosed
between 1995 and 2000, followed up to December 2003. A
questionnaire investigating the classifications used for HM was
circulated to all the HAEMACARE CR. Variations in coding
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procedures and in the availability of data on HM morphology
were found. Following this survey, a revision of HM cases with
not specified (NOS) morphology was carried out on 21 CR
(28 892 patients). With this revision the proportion of cases
with NOS morphology overall halved, and this reduction was
particularly marked in the CR with high percentages of NOS.
HAEMACARE developed a proposal for grouping non
Hodgkin lymphomas, based on the WHO blue book. This
grouping has been validated on the EUROCARE and SEER
(US CR) data sets and has been officially proposed to the
European network of CR. Similar activities are planned for
leukaemia and myelodisplastic syndrome.

The EUROCISS project: recommendations for
myocardial infarction and stroke population-based
registers implementation
Simona Giampaoli

S Giampaoli, on behalf of the EUROCISS Project
National Centre for Epidemiology, Surveillance and Health Promotion,
Epidemiology of cerebro and cardiovascular disease Unit, National Institute
of Health, Rome, Italy

Background
Cardiovascular disease is the major cause of premature death
and hospitalization and disability in nearly all countries of
Europe. Rates are expected to increase over the next decades as
the proportion of older people increases. The magnitude of the
problem contrasts with the shortage, weak quality and
comparability of data available in most European countries.
Aim
One of the main purposes of the 2nd phase of the EUROCISS
Project (European Cardiovascular Indicators Surveillance Set)
was to develop manuals of operations for the implementation
of population-based registers of acute myocardial infarction
and stroke. A population-based register includes first ever and
recurrent events, both fatal and non-fatal, occurred in and out
of hospital, and allows assessing attack rates and case fatality.
Methods and results
Before implementing a population-based register, it is
important to identify the target population under surveillance,
which should preferably cover a well-defined geographical and
administrative area or region representative of the whole
country, for which population data and vital statistics
(mortality and hospital discharge records at minimum) are
routinely collected. Moreover, record linkage between these
different sources of information must be ensured. All cases
among residents should be recorded even if the case occurs
outside the area (completeness). Validation of a sample of fatal
and non-fatal events is mandatory for monitoring trends and
comparing regions/countries.
Conclusions
Cardiovascular disease is a costly disease because of the large
number of premature deaths, disability in survivors, impact on

families/caregivers and on health services. It is therefore vital to
have reliable information on the magnitude and distribution of
the problem for adequate health planning and clinical decision
making. A population-based register, based on routine data
with standardized data collection, appropriate record linkage
and validation methods is recommended by EUROCISS in
order to build up an information system of reliable and
comparable data of cardiovascular disease.

Contribution of the European Health Interview
Survey to the European Health Indicators.
Evaluation of the proposed instruments
Herman van Oyen

H van Oyen
Unit of Epidemiology, Scientific Institute Of Public Health, Brussels, Belgium

Background
Members States are invited by Eurostat to participate for 2008/
2009 in a European Health Interview Survey (EHIS), covering
four domains: health status, health care use, life styles and
sociodemographic background variables. The shortlist of ECHI
(European Community Health Indicators) was one of the
criteria in selecting the instruments while developing the
questionnaire. For the Working Party on Morbidity and
Mortality, it is important to know how the survey contributes
to obtaining standardized data for the ECHI indicators.
Methods
The proposed instruments in the EHIS are reviewed. Indicators
are constructed based on the questions and response categories.
These indicators are tabled against the ECHI list.
Results
The instruments allow for estimating the generic health status
indicators and the composite health status measure Healthy
Life Years, which is one of the EU structural indicators. For the
morbidity-specific health problems, the EHIS questionnaire
has a list of 21 conditions for which the lifetime prevalence
(ever), 12 month prevalence and the confirmation by a medical
doctor is evaluated. This list covers the morbidity-specific
indicators within the ECHI shortlist (e.g. diabetes, asthma,
COPD, stroke, myocardial infarction). EHIS will not be the
most appropriate source/will not provide information on some
of the morbidity-specific indicators such as depression and
dementia/Alzheimer prevalence. EHIS further has several
questions on sensorial functions restrictions, specific physical
functional restrictions and limitations in Activities of Daily
Living (ADL) and instrumental ADL which allows for the
construction of ECHI indicators.
Conclusion
The instrument selection and the construction of the EHIS
questionnaire will be able to provide the information
necessary to construct most of the ECHI shortlist indicators
for which surveys were identified to be main source of
information.

1.5. Workshop: Research methodologies in
public health: examples from communicable
disease threats

Chairs: Prof. Dr R. Reintjes(discussant), A. TimenMD*
Organiser: EUPHA section Infectious Disease Control (ICD)
*Contact details: aura.timen@rivm.nl

Communicable diseases differ from all other threats in which

they spread. A problem is often not restricted to only one
country. Different specific interventions are justified by local

systems, culture, situations, but principles of outbreak

response and preparedness are general. Experiences from past

outbreaks and threats provide the basis on which one can draw

to develop coherent, generic approaches to outbreak control,
policy evaluation and preparedness.
Aims
To increase knowledge on research methods for communicable
disease threats. It will address qualitative and quantitative
research methods to develop feasible international health
policies, to monitor the quality of scientific guidance on
outbreak control measures, to model parameters for prepared-
ness and to assess operational capacity for major threats.
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The presentations will include the theoretical framework and
practice examples of consensus methods, mathematical
modelling and an innovative approach to evaluating prepared-
ness. The presentations will be followed by an interactive
discussion led by a discussant.
Added value
This workshop provides the state-of-the-art on methodologies
used in communicable disease control (other than epidemio-
logic outbreak investigation) and outlines the advantages,
disadvantages, limitations and applicability of these methods
for researchers, professionals in communicable disease control
and decision makers.
Outline workshop
1. Arja R. Aro. Feasibility of the Delphi method in developing
international health policies for pandemic diseases (Denmark)
2. Aura Timen. Development of an instrument for apprais-
ing scientific advice: the value of consensus methods
(The Netherlands)
3. Mirjam Kretzschmar. Mathematical modelling as a tool for
contingency planning and preparedness (Germany)
4. Richard Coker. Assessing preparedness in anticipation of
future communicable disease threats: methodological chal-
lenges (UK)

Feasibility of the Delphi method in developing
international health policies for pandemic diseases
Arja R Aro

AR Aro, L Hjarnoe, MA Syed
University of Southern Denmark, Esbjerg, Denmark

Background
Recent outbreaks of Severe Acute Respiratory Syndrome
(SARS) and Avian Influenza showed great between-country
variation in the readiness to control pandemic threats.
Research is needed on methods to develop international best
practice recommendations for strategies on preparedness,
response and prevention of pandemic diseases.
Aim
The aim is to present the Delphi method and its application
and feasibility in developing international health policies for
pandemic disease control.
Methods
In the context of the EU-funded SARS Control project,
a Policy Delphi was carried out among infectious disease
control experts (n= 38) in 22 countries. The first of the two
electronic survey rounds was based on Hazard Analysis
and Critical Control Point approach of the policies
implemented during the 2002/2003 SARS outbreak. The
non-consensus (<75% agree/disagreement) issues from the
1st round were fed into the 2nd round. From here the non-
consensus issues were taken to the final round, a face-to-face
expert meeting (n= 13) at which they were either dismissed or
modified.
Results
The Policy Delphi was found feasible in formulating the survey
questions, identifying especially European experts, carrying out
the electronic and face-to-face Delphi rounds, and producing
draft recommendations such as travel advice and inter-
operability of pandemic preparedness plans, for (later)
modelling of cost-effectiveness and stakeholder analysis. It
took nine months and two full-time researchers to do the data
collection and analysis work.
Conclusions
The policy Delphi was a feasible method for structuring
the group process and pooling expert knowledge in the
development of draft recommendations for international
control of SARS and other potential pandemic diseases.
Cost-effectiveness of the recommended control strategies
as well their acceptability and later implementation
need to be tested and decided separately by relevant
stakeholders.

Development of an instrument for appraising
scientific advice: the value of consensus methods
Aura Timen

A Timen1,2, M Eichner3, M Hulscher4, J van Steenbergen1, J van
der Meer5, R Grol4
1National Institute for Public Health and the Environment (RIVM), Centre for
Infectious Disease Control, The Netherlands
2Dutch Association of Public Health Services (GGD Nederland),
The Netherlands
3University of Tuebingen, Germany
4Radboud University Nijmegen Medical Centre, Centre for Quality of Care
Research, The Netherlands
5Radboud University Nijmegen Medical Centre, Department of General
Internal Medicine, The Netherlands

Background
Crisis situations in infectious disease control are characterized
by high complexity and uncertainty. The crisis sense depends
on how the risks are assessed and perceived by policy makers,
professionals, public and press. Our study focuses on situa-
tions that require national scientific advice on outbreak
control measures. What defines in such a complex and
uncertain situation a ‘good’ scientific advice on outbreak
management?

Aim
To build up an instrument for developing and appraising
scientific advice on outbreak management in crisis situations.
Once this instrument is developed and tested, it can be used as
a ‘template’, applicable irrespective of the nature of the
infectious agent.

Methods
We have developed a concept instrument using a framework
from literature and the results of a group consultation and in-
depth interviews with key experts on outbreak management.
For validation (face and content validity) we carried out an
international 2-round consensus procedure (9-point Likert
scale, RAND). The expert panel consisted of 37 key scientists
and policy makers from 22 countries (Europe, WHO,
Singapore, China). Validity of items was based on medians
between 7 and 9. Inter-rater agreement was calculated using a
new method.

Results
The response rate of the panellists was 78% (37/47) in the first
round and and 89% (33/37), in the second round. Of the 55
items, 49 were accepted in the first round and 6 were re-
phrased and presented in the second round. Our instrument
include (1) items on the definition of crisis situations (when is
scientific advice needed?), (2) items on the composition of the
outbreak advice team (who should always be part of it?) and
(3) items on the content of scientific advice (what should be
in it?).

Conclusion
The RAND-UCLA method proved to be a valuable qualitative
technique in developing criteria for appraising scientific
advice.

Mathematical modelling as a tool for contingency
planning and preparedness
Mirjam Kretzschmar

M Kretzschmar1, J Wallinga2
1School of Public Health, University of Bielefeld, Germany
2Center for Infectious Disease Control, RIVM, The Netherlands

Background
Mathematical modelling is used increasingly in public health.
In contingency planning we face the challenge of emerging
(SARS, influenza A pandemic) or re-emerging (smallpox)
pathogens. Ideally, such contingency planning should be based
on historical data or assumptions about the transmission
dynamics of these pathogens in combination with contact and
mobility patterns of modern society. Mathematical models can
be used to bring different sources of information together in a
consistent and rigorous way.
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Methods
We present an overview of methodological approaches that
have been used to analyse historical outbreaks and pandemics
to provide information for present contingency planning. We
give examples concerning the estimation of the basic
reproduction number for smallpox and for the 1918 influenza
pandemic. We show how data can be used during an outbreak
to estimate key parameters of an emerging infection and how
to use those estimates for evaluating and planning interven-
tion. We also discuss the importance of spatial spread on a
local and global scale.
Results
Estimates of the key epidemiological variables for smallpox
have been derived from the analysis of outbreak and
vaccination data. Such estimates provide valuable information
concerning the expected effects of vaccination in the event of a
new outbreak of smallpox. Similarly, modelling has led to
consistent estimates for the basic reproduction number for
influenza A based on historical pandemics or annual
epidemics. Also for SARS, estimates of the basic reproduction
number and the effects of intervention are available.
Conclusions
Modelling provides a consistent framework to analyse
historical outbreak data and combine it with information
about present societies to support contingency planning in
public health. Modelling also suggests which key variables
should be collected in the event of an outbreak to allow real-
time evaluation of intervention measures.

Assessing preparedness in anticipation of future
communicable disease threats: methodological
challenges
Richard Coker

R Coker
London School of Hygiene and Tropical Medicine, UK

This presentation will address this public health challenge and
reflect on two questions:
What do we mean by preparedness?
Preparing for and responding to Hurricane Katrina, SARS and
tuberculosis in the former Soviet Union each highlight lessons
which we can draw from. Each represents, in different ways,
strategic and operational failures in preparedness. They
illustrate failures of governance and ineffective responsiveness
of systems, a lack of clarity regarding purpose, roles and
responsibilities, a failure to plan appropriately in the face
evidence and a failure to harness effectively and efficiently
available resources. Considerable resources and effort have
been committed, particularly at national level, to preparing for
pandemic influenza. Yet inconsistencies, incoherence and
inequities are a feature of global planning. With global
resource distribution so inequitable and global governance
structures focused principally on surveillance, issues of health
protection and response are likely to remain strategically
poorly aligned if securing public health is our prime objective
in the event of a pandemic. Is our global governance
architecture framed in a manner that will help mitigate the
effects of a pandemic in an efficient manner? Research
methods including policy analysis, legal analysis and political
science should all offer insights.
How should we evaluate strategic and operational
preparedness?
A number of approaches have been taken to evaluate strategic
and operational preparedness including assessments of
national strategic plans, desktop simulations, functional
exercises, full-scale ‘wet runs’, case studies with site visits to
assess health systems and mathematical modelling analyses. All
have their strengths and weaknesses but few evaluations have
determined specific resource gaps and process frailties. We will
present an innovative approach to evaluating operational
capacity being piloted in SE Asia currently.

1.6. Health promotion 1

Feasibility of repeated use of the Health Risk
Appraisal for Older people questionnaire as a health
promotion tool in community dwelling older people.
London, UK, 2001–05
Kalpa Kharicha

K Kharicha1*, S Iliffe1, D Harari2, C Swift3, G Gillmann4, A Stuck5
1Department of Primary Care and Population Sciences, University College
London, London, UK
2Department of Ageing and Health, Guys and St Thomas’ NHS Foundation
Trust, London, UK
3Department of Health Care of the Elderly, Kings College London, Clinical
Age Research Unit, King’s College Hospital, London, UK
4Department of Social and Preventive Medicine, University of Bern, 3012
Bern, Switzerland
5Department of Geriatrics, University of Bern, Insel und Ziegler Hospital,
Bern, Switzerland,
*Contact details: k.kharicha@pcps.ucl.ac.uk

Background
Disability in old age can be minimized more than is widely
recognized. Health promotion on preventative care needs and
lifestyles of older people can modify health-related behaviour.
Current health policy in the UK advocates information
technology based self-assessments for health or ‘Life Checks’.
Health Risk Appraisal for Older people (HRA-O) is the most
extensively evaluated approach for promoting health and well-
being in later life. The multi-domain, evidence-based ques-
tionnaire profiles individuals’ health and lifestyle and gives
tailored advice on optimizing health. Evaluations in the US
and Europe have proven acceptability amongst older people.
Feasibility of repeated use has yet to be studied. Using data
from a EU funded RCT (PRO-AGE) and a UK Department of
Health funded follow-up study (SWISH), this abstract
reports response rates and characteristics of a cohort of

responders/non-responders completing the HRA-O up to
3 times over a 4-year period.
Methods
Eligible and consenting community-dwelling older people
registered with four primary care group practices in London
were recruited and randomized to three arms of an RCT. The
early intervention group (Group A) was posted the HRA-O
questionnaire in 2001. All three groups: Group A, the delayed
intervention group (B) and a comparison group (C) were sent
the HRA-O in 2002. A sub-group of this cohort from 3 of the 4
practices (n= 1387) were sent the questionnaire in 2005.
Eligibility was checked prior to each contact and reasons for
attrition recorded.

Results
Initial response rates in 2001 are very high (87.9%) but fall
with repetition of the process to just over 60% in 2005.
Responders in 2005 were significantly more likely to be male,
younger, better off financially, more educated, have used more
preventive care services, have better functional health, report
better self-rated health, higher levels of physical activity, better
diet, less likely to be socially isolated and drink hazardous
amounts of alcohol.
Regression analyses showed that completion of successive
HRA-O questionnaires was associated with being financially
better off, less likely to use tobacco and in greater pain.

Conclusions
Response rates to repeated HRA-O use, up to three occasions,
fall from 87.9% to just over 60% over 4 years. Those who
continue to respond tend to be healthier, younger, more
educated and better off than those who cease responding. Use
of the HRA-O questionnaire and tailored feedback alone may
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not be suitable for identifying those most in need, especially
when used repeatedly. To maximize engagement and further
explore the usefulness of HRA-O as a health promotion tool
for this population over time, further work is required to test
the impact of HRA-O when embedded within an intervention
programme designed to support repetitive assessments.

Labelling the salt content in foods is a useful
tool in reducing sodium intake
Pirjo Pietinen

P Pietinen*, LM Valsta, T Hirvonen, H Sinkko
Department of Health Promotion and Chronic Disease Prevention, National
Public Health Institute (KTL), Helsinki, Finland
*Contact details: pirjo.pietinen@ktl.fi

Background
High sodium intake increases the risk of cardiovascular
diseases and may also be associated with higher rates of
other chronic diseases. In Finland, certain food products are
labelled either as low or high in salt. The possibilities to
continue this labelling practice will be restricted within EU
after 1 July 2007. The aim of this study was to estimate the
impact of choosing food products labelled as low or high in
salt on salt intake in the Finnish adult population.
Methods
The food consumption data used was collected as 48-h
recalls from The National FINDIET 2002 survey (n= 2007,
age range 25–64 years). Sodium intake was calculated
based on the Fineli� food composition database including
the sodium content of natural and processed foods as well
as the salt content of recipes. The distribution of salt
intake was calculated in different ways: the present
situation, assuming that all breads, cheeses, processed
meat and fish, breakfast cereals and fat spreads consumed
would be either ‘lightly salted’ or ‘heavily salted’ based on
the labelling practice used in Finland and, in addition,
assuming that all foods would be prepared with 50% less
or more salt.
Results
Excluding under-reporters the mean daily salt intake was 11.1 g
in men and would go down to 9.5 g if all men chose lightly
salted products and further down to 6.8 g if also all prepared
foods would have a lower salt content. In women, the
respective numbers are 7.8, 6.7 and 4.9 g. If heavily salted
products were chosen systematically, salt intake would be
13.1 g in men and 9.2 g in women. In the worst scenarios the
levels would be 15.4 and 10.8 g, respectively.
Conclusions
These calculations show that the potential impact of labelling
and giving consumers the possibility to choose products with
less salt is of public health importance. In addition, strategies to
reduce the salt content of all food groups are needed.

Effect on physical activity of a multifactorial
intervention study for prevention of ischaemic
heart disease (Inter99): results from 5 years follow-up
Lisa von Huth Smith

L Von Huth Smith*, T Jørgensen
Research centre for Prevention and Health, Glostrup Hospital, The Capital
Region, Denmark
*Contact details: livhsm01@glo.regionh.dk

Background
Knowledge about the long-term effect on physical activity (PA)
of multiple behavioural risk factor interventions to prevent
ischaemic heart disease (IHD) is sparse.
Aim
To examine the effect of a randomized multifactorial inter-
vention on change in PA from baseline to 5 years follow-up.
Methods
Two random samples (high intensity intervention, group A,
n= 11.708; low intensity intervention, group B, n= 1308) were
invited for a health examination, an assessment of absolute risk
of developing IHD and individualized lifestyle intervention.

The participation rate was 52.5%. Persons at high risk of
developing IHD in group A were also offered diet/physical
activity group counselling. High-risk persons in group B were
referred to their GP. All high-risk persons were re-counselled
after 1 and 3 years and low risk persons answered a mailed
questionnaire. All baseline participants were invited to a follow-
up investigation after 5 years. The control group (group C,
n= 5264, response rate = 61.3%) answered a mailed question-
naire at baseline and at 1, 3 and 5 years follow-up. Data was
analysed using longitudinal linear regression models with
random effects. Main outcome: change in PA from baseline to 5
years follow-up.
Results
Among men with a low baseline PA level participants in
group A and B had increased their PA level significantly
more than participants in group C after 5 years (increase in
PA: group A: 109 min/week (95%CI: 99–120 min/week);
group B: 114 min/week (95%CI: 83–144 min/week); group
C: 63 min/week (95%CI: 49–77 min/week)). There was no
significant difference between group A and B. Among all
men, irrespective of their baseline PA level, the high-
intensity intervention (group A) had a beneficial effect when
compared to group C (increase in PA: group A: 5 min/week
(95%CI: �2 to 12 min/week); group B: �12 min/week
(95%CI: �32 to 8 min/week); group C: �28 min/week
(95%CI: �37 to �19 min/week)). There was no significant
intervention effect on PA after 5 years in either women with
a low PA level at baseline (increase in PA: group A: 98 min/
week (95%CI: 88–108 min/week); group B: 110 min/week
(95%CI: 75–145 min/week); group C: 95 min/week (95%CI:
83–108 min/week)) or in all women (increase in PA: group
A: �3 min/week (95%CI: �10 to 4 min/week), group B:
�20 min/week (95%CI: �40 to 0 min/week); group C:
�8 min/week (95%CI: �17 to 0 min/week).
Conclusions
Both the high-intensity and the low-intensity intervention
seemed to have a beneficial long-term effect on PA level among
men. There was no effect among women.

Indicators for health-promotion capacity
in Finnish comprehensive schools in 2007
Anne-Marie Rigoff

A-M Rigoff*, KK Wiss, VMA Saaristo, MK Rimpelä
National Research and Development Centre for Welfare and Health
(STAKES), Tampere, Finland
*Contact details: anne-marie.rigoff@stakes.fi

Background
According to the Basic Education Act of Finland (2003)
promotion of school well-being and health is one of the
main tasks of comprehensive schools. Local municipalities
are responsible for providing the basic education. Although
a comprehensive approach to school health promotion
has been emphasized both in the national core curriculum
(guidelines that govern all the education providers) and
in the Government Resolution on the Health 2015
Public Health Programme, no nationwide information
system exists to monitor the progress. As part of the
Benchmarking of Health Promotion Capacity of the
Municipalities Project, a set of indicators aiming to
measure the health promotion capacity of upper compre-
hensive schools has been proposed.
Methods
To pre-test the feasibility of the candidate indicators, a web-
survey consisting of 75 questions addressed to the principals of
1016 upper comprehensive schools was conducted in April–
May 2007. By the end of June, 67% of schools had responded.
Results
The main topics covered by the indicators are working
conditions, planning and evaluation of health promotion
activities, monitoring pupils’ well-being and health, participa-
tion, school culture, health education as a school subject,
school lunch, school social and health services (human
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resources, team building, orientation, etc.), good practices in
prevention of and coping with mobbing, school-level statistics
on absence, accidents, disciplinary measures, and bullying and
other disturbances and problem situations. At the end of May
2007, the first results were reported to the schools. Later a
survey will be adapted to secondary level schools.
Conclusions
According to the results of these surveys, the proposal for a
national benchmarking system for schools from the point of
view of health-promotion capacity building will be revised
before the end of 2007.

Prevention of gestational diabetes in primary
health care: main results from the pilot study
and design of a larger trial
Riitta Luoto

R Luoto1,2*, T Kinnunen1, M Aittasalo2, S Lamberg1, M Pasanen1,
K Ojala1, K Mansikkamäki1, M Fogelholm1

1UKK Institute for Health Promotion
2Tampere School of Public health, Finland
*Contact details: riitta.luoto@uta.fi

Background
The prevalence of gestational diabetes is on average 12%
(range 6–25%) in Finland and it is increasing parallel to other
types of diabetes and proportion of overweight women. A pilot
study was conducted to test the feasibility of a counselling
protocol in Finnish antenatal care and to find out whether the
counselling had positive effects on diet, leisure time physical
activity and weight development during and after pregnancy.
Methods
Three experimental and three control antenatal clinics, 132
pregnant and 92 postpartum primiparas were recruited to the
pilot study. Nurses in experimental clinics integrated a primary
and three to four booster counselling sessions on diet and
physical activity into routine visits until 36–37 weeks’ gestation
or 10 months postpartum. An option for supervised group
exercise was also offered. Control clinics continued their usual
care. Data collection included questionnaires, blood samples
and interview of nurses.
Results
Among pregnant women, the adjusted proportion of high-
fibre bread decreased more in control than in the experimental
group (difference 11.8%-units, 95%CI 0.6–23.1). The adjusted
intake of vegetables, fruit and berries increased by 0.8 portions/
day (95%CI 0.3–1.4) and dietary fibre by 3.6 g/day (95%CI
1.0–6.1) more in the experimental than in the control group.
Women in experimental clinics were physically more active in
their leisure time compared to women in control clinics
measured both by number of days (43%; 95%CI 9–87) or
minutes (154%; 95%CI 16–455) of at least moderate intensity
activity. The counselling had no effect on gestational weight
gain. There were no high birth weight babies (>4000 g) in the
experimental group, but 8 (15%) of them in the control group
(P= 0.006). Among postpartum women, the mean adjusted
proportion of high-fibre bread increased by 15.7% (95%CI
4.5–26.9) in experimental group compared to the controls
(P= 0.007). The confounder-adjusted odds ratio for returning
to pre-pregnancy weight was 3.70 (95%CI 1.19–11.48,

P= 0.023) for the experimental group compared with the
controls.
Conclusions
Favourable changes were found in lifestyle among the
pregnant and postpartum women although the sample size
was small. Antenatal care is a feasible setting for preventive
research, but a risk group approach is necessary to limit
the expansion of nurses workload. The tested protocol will
be applied to a larger cluster-randomized trial (600 women)
to prevent gestational diabetes among women with risk
factors.

Could a participatory ergonomics intervention
prevent musculoskeletal disorders? A randomized
controlled trial
Eija Haukka

E Haukka1*, H Riihimäki1, P Leino-Arjas1, E Viikari-Juntura1,
E-P Takala1, A Malmivaara2, L Hopsu1, P Mutanen1, R Ketola1,
T Virtanen1, I Pehkonen1, M Holtari-Leino3, J Nykänen4, S Stenholm5,
E Nykyri1, the Ergo Research group
1Finnish Institute of Occupational Health, Helsinki
2National Research and Development Centre for Welfare and Health,
Helsinki
3Occupational Safety and Health Inspectorate of Turku and Pori, Turku
4Helsinki City Social Services Department, Helsinki
5National Public Health Institute, Turku, Finland
*Contact details: eija.haukka@ttl.fi

Background
Participatory ergonomics is a commonly recommended
approach to reduce musculoskeletal disorders, but evidence
for its effectiveness is sparse.
Methods
To examine the efficacy of a participatory ergonomics
intervention in preventing musculoskeletal disorders the
authors conducted a cluster randomized controlled trial
among the 504 workers of 119 kitchens in Finland during
2002–05. Kitchens were randomized to an intervention
(n= 59) and control (n= 60) group. The intervention lasted
11–14 months. In eight several-hour workshops, the workers
were guided to identify strenuous work tasks and to seek
solutions for decreasing physical and mental workload, assisted
by a researcher trained in ergonomics. In total, 402 ergonomic
changes were implemented. Information on individual level
outcome measures was collected by questionnaire at baseline,
every three months during both the intervention and a one-
year follow-up. The main outcome measures were the
occurrence of and trouble caused by musculoskeletal pain in
seven anatomical sites, local fatigue after work, and sick leave
due to musculoskeletal disorders.

Results
No systematic differences in any outcome variable were found
between the intervention and control groups during the
intervention or during the one-year follow-up. No evidence
was found for the efficacy of the intervention in preventing
musculoskeletal disorders among kitchen workers.

Conclusions
It may be that a more comprehensive redesign of work
organization and processes is needed, taking more account of
workers’ physical and mental resources.

1.7. Family and health

The long arm of the family—are parental and
grandparental earnings related to developmental
health in late adolescence?
Johan Fritzell

J Fritzell1,2*, B Modin1

1CHESS, Stockholm University/Karolinska Institutet
2Institute for Futures Studies, Stockholm, Sweden
*Contact details: johan.fritzell@chess.su.se

Background
We have ample evidence that socioeconomic characteristics of
the family of origin is of importance for many health outcomes
across the life course. But do such intergenerationally
transmitted health inequalities persist also in the third
generation of grandchildren? The basic question in this study
is if the long arm of the family reaches beyond the parent–child
relation, so that also socioeconomic characteristics of our
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grandparents matter. We focus on two health-related out-
comes measured in late adolescence, body mass index (BMI)
and cognitive ability.
Methods
We use data from the Uppsala Birth Cohort Multigenerational
Study, a database that combine existing data on a cohort of
all men and women born at Uppsala University Hospital in
1915–29 with information on their children and grand-
children. The outcomes stem from military conscript data,
whereas socioeconomic characteristic is measured with income
at middle-ages for their parents and grandparents. The studied
subjects are 3845 men for whom full income information on
the paternal lineage exist (father, father’s father and father’s
mother), and 4404 men for whom full income information
on the maternal lineage exist (mother, mother’s mother and
mother’s father). We use ordinary least square regression
analysis to estimate the impact of various ancestors’ income on
these young men’s cognitive ability and BMI. Since descen-
dents not always are independent from each other, all
statistical analyses are carried out using Stata/SE’s cluster
command to obtain robust standard errors.
Results
We start by analysing the link between parents and grand-
parents income, and in line with previous results on income
mobility we find a clear intergenerational association in
income. Further, we find that father’s father’s income predict
both BMI and cognitive ability even when father’s income is
adjusted for, with b-coefficients of �0.80 (95%CI �1.21,
�0.38) and 0.65 for (95%CI = 0.39, 0.92) for BMI and
cognitive ability, respectively, among descendents whose
grandfathers were economically well-off vis-à-vis those whose
grandfathers were poor. The corresponding estimates for
mother’s father’s income adjusted for mother’s income is
�0.69 (95%CI �1.10, �0.28) for BMI and 0.68 for
(95% CI = 0.45, 0.92) for cognitive ability. The effect of
mother’s and father’s income is similar for cognitive ability,
whereas the income of grandmothers was irrelevant for both
BMI and cognitive ability.
Conclusions
The transmission of health inequalities is in this study analysed
using data covering three family generations. The results of our
analysis are indicative for the long arm of the family reaching
beyond the second generation in its effect on health. Paternal
grandparental socioeconomic position apparently has an
influence on young men’s developmental health over and
above that of parental income. Although this study only has
scratched on the surface of how health inequalities are
reproduced, it suggests that policies lowering social inequalities
may have important ramification across several generations.

Differences in child self-reported and parent assessed
health of fourth grade school children (age 9–10)
Camilla Laaksonen

C Laaksonen1*, M Aromaa2, OJ Heinonen3, L Koivusilta4, P Koski5,
S Suominen6, T Vahlberg7, S Salanterä1
1Department of Nursing Science, University of Turku
2City of Turku, Health Care Turku
3Paavo Nurmi Centre, University of Turku
4Institutions and Social Mechanisms (IASM), University of Turku,
5Centre for Research on Lifelong Learning and Education (CELE), University
of Turku
6Department of Public Health, University of Turku
7Department of Biostatistics, University of Turku, Finland
*Contact details: camilla.laaksonen@utu.fi

Background
Children have the right to be heard and to participate in
matters concerning their health. Validity of children’s self
reports as well as the role of parent-proxy reports e.g. in
assessment of health related quality of life (HRQL) have been
discussed. The aim of this study was to investigate the
association of child self-reported HRQL and symptoms as well
as the association of parent-proxy reported HRQL and child
self-reported symptoms.

Methods
This study is part of a larger ‘Schools on the Move’ project.
The population (N= 1346) consisted of the total cohort of
children starting 4th grade in Finnish primary schools in a city
of 175 000 inhabitants in fall 2004 and their parents. HRQL
was assessed adapting the PedsQLTM 4.0. Symptoms were
assessed adapting one part of the HBSC Study questionnaire.
Correlation was estimated by Pearson’s correlation coefficient
(r). SAS� System for Windows (version 9.1) was used for
statistical analyses.
Results
The response rate was 81% [n= 1091, girls 566 (51.9%), boys
525 (48.1%)]. Most children had a parent that participated
(n= 999). The child self-reports showed significant correlation
(r> 0.3,) between low HRQL and depression (r= 0.43,
P<0.0001), difficulties to fall asleep (0.43, <0.0001), tiredness
(0.4, <0.0001), nervousness (0.39, <0.0001), touchiness (0.37,
<0.0001), low spirits (0.36, <0.0001) and lack of appetite (0.31,
<0.0001). No significant correlation was found between parent-
proxy reported HRQL and child self-reported symptoms.
Conclusions
There is a possibility that parents have not realized that their
children suffer from symptoms or do not detect how the
symptoms affect their child. It is also possible that children
overestimate symptoms or underestimate their HRQL.
Children, however, assess their health differently compared
to their parents. Children are to be considered as main
informants when evaluating their health and conducting health
care interventions for children.

Childhood residential stability and health
in adolescence: Findings from the West of
Scotland Twenty-07 Study
Denise Brown

D Brown*, AH Leyland, S Macintyre
MRC Social and Public Health Sciences Unit, Glasgow, Scotland
*Contact details: denise@msoc.mrc.gla.ac.uk

Background
Residential stability in childhood may help children to develop
and maintain social networks. These strong social networks,
known to offer protective health benefits, may carry over into
adolescence and adulthood. Previous studies have shown that
increased numbers of residential moves in childhood lead to an
increased risk of emotional and behavioural problems in
adolescence and to poor self-reported health in midlife. We
aim to contribute to this area of research by examining the
effects of childhood residential stability on a wide range of
health outcomes in adolescence. We look at directly measured
health, self-reported health and psychological well-being and
self-reported health behaviours among adolescents.
Methods
Analysis of the youngest cohort of the West of Scotland Twenty-
07 Study. A total of 1515 respondents aged 15 at baseline in
1987/8 were sampled from 62 postcode sectors in Clydeside.
Residential stability was derived from the number of addresses
at which the respondent had lived between birth and interview
categorized as no moves (stable), 1–2 moves (moderately
mobile) or 3–4 moves (frequently mobile). Multiple logistic and
linear regression models were used to assess relationships
between residential stability and health outcomes. Analyses
were controlled for age, sex, ethnicity, housing tenure, family
stability, social class at birth and area deprivation. Directly
measured health outcomes were BMI, waist–hip ratio and lung
function (FEV1 standardized by height squared). We also
considered presence of a longstanding illness, self-rated general
health and psychological well-being (GHQ12). The health
behaviours examined were smoking status, alcohol status and
whether respondents had tried drugs.
Results
Twenty four percent of adolescents had never moved, 61% had
moved 1–2 times and 15% had moved 3–4 times. Childhood

15th Annual EUPHA Meeting: Parallel Session 1, Thursday 11 October, 14:00–15:30 19
D

ow
nloaded from

 https://academ
ic.oup.com

/eurpub/article/17/suppl_2/7/594785 by guest on 20 M
arch 2024



mobility differed in terms of all sociodemographic character-
istics except age, sex and ethnicity. There was no change in
mean BMI, waist–hip ratio and lung function as the number of
moves increased. The odds of reporting a longstanding illness,
poor general health or poor psychological well-being were not
significantly related to the number of moves made in
childhood although the odds were elevated as the number of
moves increased. In terms of health behaviours, although not
significant, the risk of trying drugs increased for those who had
moved at least once. The odds of drinking decreased as the
number of moves increased although this change was not
significant. Those who moved 1–2 times had elevated odds of
smoking at 15 while those who had moved 3–4 times had
significantly greater odds (OR = 1.58; 95%CI = 1.04–2.42 after
adjusting for only age and sex and OR = 1.56; 95%CI = 1.01–
2.45 after adjusting for all sociodemographic variables)
compared to those who had lived at the same address since
birth.
Conclusions
Increased mobility during childhood is independently
associated with adverse health status by the age of 15. This
appeared to be true for self-reported health outcomes,
psychological well-being and some health behaviours (smoking
and trying drugs), although the only significant result in this
sample is for smoking status. Directly measured adolescent
health variables do not appear to be associated with childhood
mobility.

Adolescents’ psychological well-being and its
association with parenting processes
Zuzana Tomcikova

Z Tomcikova1*, A Madarasova Geckova1, O Orosova1, JP van Dijk2,
SA Reijneveld2

1Kosice Institute for Society and Health, P.J. Šafárik University in Košice,
Slovakia
2Department Social Medicine, University Medical Center Groningen,
University of Groningen, The Netherlands
*Contact details: zuzana.tomcikova@upjs.sk

Background
Several aspects of family life can be useful in explaining young
adolescents’ psychological well-being. The most important of
them are the parent–adolescent relationship (thus closeness,
communication and support from parents) and specific
parenting practices related to the control of adolescent
behaviour (i.e. parental monitoring and approval of adoles-
cent’s peer relationships). The aim of this study is to explore
the effect of these dimensions of maternal and paternal
parenting processes on adolescents’ psychological well-being.
Methods
The study sample consisted of 1061 elementary school students
(8th and 9th graders) from Kosice (mean age 14.3 years, 47%
males). Participants completed the General Health
Questionnaire-12 (subscales: depression/anxiety and social
dysfunction) and the 25-item Adolescent Family Process
questionnaire assessing perceived maternal and paternal
parenting (subscales: closeness, support, monitoring, conflict,
communication and peer approval). Multiple regression was
performed separately for males and females.
Results
More depression/anxiety was found to be associated with lower
maternal closeness among both males and females, lower
maternal support among females, lower paternal support
among males and lower maternal/paternal peer approval
among males (P� 0.05) and with higher maternal monitoring
among females (P� 0.05). Higher social dysfunction was asso-
ciated with lower maternal closeness among females, lower
paternal peer approval among males and lower maternal peer
approval among both females and males (P� 0.05). The prop-
ortion of explained variance of the explored models varied
between 0.04 and 0.12. The effect of communication and
conflict on social dysfunction or on depression/anxiety was not
confirmed.

Conclusions
Our results indicate that parenting processes (particularly
closeness, support, monitoring and peer approval) are
important aspects of understanding adolescents’ psychological
well-being, and together with other aspects of adolescents’ life
(e.g. school, peer influences, etc.) they create the comprehen-
sive context of general health.

Family affluence among 11-year olds: international
study of agreement between children’s and
parents’ reports
Anette Andersen

A Andersen1*, R Krolner1, C Currie2, L Dallago3, P Due1, M Richter4,
Á Örkényi5, BE Holstein1

1University of Copenhagen, Institute of Public Health, Copenhagen,
Denmark
2University of Edinburgh, CAHRU – Child and Adolescent Health Research
Unit, Edinburgh, Scotland
3University of Padova, Faculty of Psychology, Padova, Italy
4University of Bielefeld, School of Public Health, Bielefeld, Germany and
5National Institute of Child Health, Department of Epidemiology, Budapest,
Hungary
*Contact details: anette.andersen@socmed.ku.dk

Background
Several international studies report problems with substantial
amount of missing information when measuring child-
reported parental occupation. Therefore new and alternative
indicators about material affluence in the family, based on
access to material assets, were developed. We have not been
able to identify validation studies that examine the agreement
between children’s and parents’ answers to affluence scales.
The aim was to examine the agreement between parents’
and children’s reports on four items of family affluence:
number of cars, own bedroom, number of family holidays
and number of computers, and to analyse predictors of
disagreement.

Methods
Design: Cross-sectional child–parent validation study of
selected items from an internationally standardized
questionnaire.
Setting: Survey conducted in schools in Denmark, Germany,
Hungary, Italy, Poland and Scotland in 2005.
Participants: A total of 972 11-year-old children and their
parents responded to the questionnaires.

Results
The child item response rates were high (above 93%). The
percent agreement was low for holidays spent with family
(52.5%), but high for the other three items of family affluence
(between 76.2% and 88.1%). The kappa coefficients were good
or excellent for all items (between 0.41 and 0.74) and the
gamma coefficients were strong for all items (between 0.56 and
0.96). More children with lower family affluence over-reported
family affluence (P-value < 0.001) and children from single
parent families were more likely to over-report family affluence
(OR = 2.67, 95%CI = 1.83–3.89).
Conclusions
Our results show young adolescents’ self-reports of family
affluence to be fairly valid across six countries. This suggests
that family affluence can be recommended to cross-national
studies. Our findings suggest that the variables measured can
be used in epidemiological studies which aim at ranking
children into socioeconomic strata.

Family influence on individual consultation
behaviour is as important as in 1987
Mieke Cardol

M Cardol1*, L Van Dijk1, PP Groenewegen1, P Spreeuwenberg1, WHM
Van den Bosch2, DH De Bakker1
1NIVEL, Netherlands Institute of Health Services Research, Utrecht and
2Department of General Practice, UMCN St Radboud, Nimegen,
The Netherlands
*Contact details: m.cardol@nivel.nl
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Background
Irrespective of the national setting, former studies show that
family members resemble each other in their consultation
behaviour. However, in the past decades important changes
have taken place in the organization and functioning of
families. This raises the question whether family influence
on health and consulting behaviour is as strong as it used
to be. The answer will have an impact on current percep-
tions on individuals or families ‘at risk’. The aim of
this study is to evaluate whether family influence on
individual consultation behaviour has changed between
1987 and 2001.
Methods
Using information from the first (1987) and second (2001)
Dutch National Survey of general practice, we analysed all
consultations of families with at least one child aged 21 years
or younger during a period of three months in 58 and 96
Dutch practices, respectively. Multilevel analysis was used to
analyse contact frequencies of individuals within families
within practices in 1987 and 2001.

Results
After correction for the patients’ age and sex, analyses showed
that family similarity in consultation behaviour has not
changed since 1987.
Contrary to our expectations, the correlations between contact
frequencies of fathers and children did not increase; the strong
correlations between the contact frequencies of mothers and
children remained unchanged. In accordance with our
expectations, in 2001 the influence of parents’ education on
consultation behaviour is significantly stronger.
Conclusions
Family similarity in consultation behaviour is as strong in 2001
as in 1987, in spite of individualization processes and changes
in families, especially mothers’ role. The impact of educational
level is not associated with more consultations; time restric-
tions of parents may play part in this. Family circumstances
related to individual health risks often cannot be changed but
they can illuminate the reasons for consultation, and mould
strategies for prevention, treatment or recovery. Patients’ social
contexts make a difference.

1.8. Workshop: Monitoring the health status of
migrants within Europe: development of
indicators

Chairs: Walter Devillé, Semiha Denktaş*
Organiser: Research group Migrant and Ethnic Health Observatory
(MEHO) and EUPHA Section Migrant Health
*Contact details: s.denktas@erasmusmc.nl

The ethnic composition of the European population is
changing which has major influence on the demands to
health care sectors. A project with a public health perspective
focusing on the health of immigrant/ethnic minority groups in
Europe is not yet established. With the Migrant and Ethnic
Health Observatory (MEHO), we want to place this topic more
on the public health agenda.
The main objective of MEHO is to develop indicators to
monitor the health status of immigrant/ethnic minority groups
in Europe. Therefore existing health-related databases and
surveys will be used and an European network of epidemio-
logical observatories on migrants’ health will be established.
This network will generate an European overview of compar-
able and exchangeable data on sociodemographic and health
profile of immigrant/ethnic minority groups for selected health
problems. Specific attention will be paid to the conceptual,
methodological, ethical and practical issue of identifying
immigrants and ethnic minorities in health databases and to
the assessment of valid comparisons between these groups
within countries and between countries.
We do not only include immigrant/ethnic minority groups in
Western Europe but also the Roma population in Central and
Eastern Europe.
We focus on five critical health areas for which we know
already that ethnic-specific health data is available: mortality,
cardiovascular diseases and diabetes, infectious diseases,
cancer, self-perceived health and health care use.

Mortality of migrant and ethnic minorities in Europe:
towards a first international overview
AntonKunst

A Kunst, J Mackenbach
Erasmus Medical Center Rotterdam, Department of Public Health,
Rotterdam, The Netherlands

In each European country for which data are available, the
general health of migrant and ethnic minorities appeared to be
worse than the native majority population. However, available
data on mortality show a more complex picture, with higher
mortality for causes of death, but lower mortality for other

causes. The evidence if fragmentary, and it is uncertain to what
extent the situation varies between different European
countries. This MEHO work package aims to provide a first
European overview of (available data sources on) mortality of
migrant and ethnic minorities compared to the native majority
populations. First, an overview will be prepared of previous
studies in different European countries. Second, an inventory
will be made of data sources that are available to monitor
migrants’ mortality. Third, an in-depth mortality analysis will
be carried out for selected countries, in order to compare a few
specific migrant groups living in different European countries.
In our presentation, we will report on the first two steps.
Published studies were identified using international data
bases. These studies will be complemented with ‘gray’
publications through national contact persons. The first results
re-affirmed the great heterogeneity according to cause of
death, e.g. between different types of injuries. Common
patterns among different countries were observed for cancer
mortality, with a generalized tendency of lower mortality
among migrants, but gradual convergence towards native
levels. From a first inventory among national contact persons,
we identified at least 14 countries where data were available to
monitor mortality of ethnic or migrant minorities. The
available data differed with regards to study design (long-
itudinal, cross-sectional, ecological) and indicators available to
identify minority populations (country of birth, nationality,
language). We are currently assessing the quality and
comparability of these data sources.

Monitoring the health status of migrants in
Europe: development of cardiovascular and
diabetes indicators
Snorri Bjorn Rafnsson

S Bjorn Rafnsson, R Bhopal
Department of Public Health Sciences, University of Edinburgh Medical
School, Edinburgh, UK

Over the past 50 years, most Western European countries have
shifted from emigrant to immigrant societies. Large ethnic
minority populations in Europe challenge the host community
to address health problems in a culturally tailored way. A first
step to address such problems from a public health perspective
is to assess what these health problems might be. For example,
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cardiovascular diseases and diabetes mellitus constitute an
important cause of death and disability in most industrialized
countries. These are either the leading or dominant causes
of mortality and morbidity for all racial and ethnic groups
in the US and the UK. In particular, the risk is high and
even higher relative to the host population amongst South
Asian, Middle Eastern and African origin people. Research
on ethnic group differences and similarities may potentially
help advance understanding of the relationships between risk
factors and cardiovascular diseases. Currently, however, data
on ethnic minority health is scarce and scattered in Europe.
Therefore, there is an urgent need to shed light on ethnic
variations in both cardiovascular diseases and diabetes in
minority ethnic populations within and between European
countries. The subproject aims to establish an inventory of
ethnic minority-specific cardiovascular and diabetes data in
Europe, to identify indicators which express differences in
cardiovascular and diabetes morbidity and mortality in
ethnic minorities and indigenous populations, and to illustrate
the use of these by comparing and monitoring mortality
and morbidity from cardiovascular diseases and diabetes in
ethnic minorities groups within and between European
countries.

Indicators and data on health care utilization
and self-perceived health among migrants from
non-Western countries
Signe Smith Nielsen

SS Nielsen, A Krasnik
Department of Health Services Research, Institute of Public Health,
University of Copenhagen, Denmark

The objectives of this sub-project are to provide a list of data
and indicators on health care utilization and self-perceived
health among migrants from non-Western countries in
Europe. The objectives will be achieved through the following
steps:
(1) In cooperation with the collaborating partners and
Eurostat, existing data sources (registers, surveys and other
sources) concerning the health care utilization and self-
perceived health of different migrant groups will be
identified.
(2) A number of criteria for the selection of potential
comparable measures of health care utilization and self-
perceived health of different migrant groups will be identified.
(3) Measures of health care utilization and self-perceived
health will be selected.
(4) The measures will be validated and assessed (including
feasibility) for migrants in selected countries.

(5) The validated measures based on relevant data sources will
be presented in order to describe migrants’ use of health care
services and self-perceived health in selected countries.
In this presentation, the focus will be on the conceptual,
methodological, ethical and practical issues of identifying
migrants from non-Western countries in health databases
as well as on the challenges of comparing data of health
care utilization and self-perceived health from different EU
countries.

Cancer indicators for migrants in Europe
Jacob Spallek

J Spallek, O Razum
Department of Epidemiology & International Public Health, School of Public
Health, Bielefeld University, Germany

The cultural and ethnic diversity of the European population is
increasing. There is evidence that (i) migrants are a special
group with different health risks and resources than the
indigenous European populations and that (ii) migrants
experience different cancer incidences for specific cancer sites.
In addition, there may be differences in cancer care and
survival, i.e. due to lower access to health care. MEHO aims to
develop indicators for health of migrants in Europe. In this
context, the subproject aims to depict the situation of cancer
among migrants in Europe and to develop indicators which
describe cancer morbidity and mortality in a standardized way.
We conduct a survey of all European cancer registries (n> 160)
in cooperation with the European Network of Cancer
Registries (ENCR) to assess if, and in what different ways,
information on migration background is collected. In addition,
we perform a literature review of population-based studies on
cancer among migrants in European countries.
Population-based studies on cancer among migrants are
available mostly from northern European countries. For
many large European countries and many migrant popula-
tions, hardly any data are available. The ways European cancer
registries do, or do not, collect data about migrant status or
ethnicity differs considerably; most are based on nationality or
place of birth. Only few collect information on ethnicity,
languages or other variables.
Based on the first results of our work package, recommenda-
tions for standardized indicators will be developed in
cooperation with the cancer registries and experts from
European countries. The knowledge about specific increases
and decreases in cancer risks of migrants and about general
cancer genesis processes will improve prevention and treat-
ment of cancer for migrants, and ultimately for the general
European population.

1.9. Workshop: Health inequity as a challenge in
the WHO European region

Chair: Eero Lahtinen (WHO)

Organiser: WHO European Office for Investment for Health and
Development in collaboration with Ministry of Social affairs and
Health, Finland, STAKES and the Finnish Public Health Institute
*Contact details: eel@ihd.euro.who.int

Health inequities are defined as avoidable and unjust
systematic differences in health status between different
groups in a given society. Recent country health data indicates
that there have been improvements in overall health status for
many countries in Europe. These differences are due to the
conditions in which people live and work, and the structural
and socio-political causes of these conditions. Unless these
underlying conditions are addressed, we treat people for the
short term, and risk to ‘sending them back to the unhealthy
conditions that made them sick.’

Inequities in health are becoming a concern in many high- and
middle-income countries within the EU. The WHO Member
States are taking various approaches to address this important
issue. Some of these countries have developed cross-govern-
mental policy frameworks to address health inequities.
Others are tackling health inequities through policies and
interventions to increase health system access for the most
socioeconomically disadvantaged groups. Meanwhile, there are
low-income countries which are facing increasing health
inequities, but have limited resources tackle the issue and
must give attention to more urgent priorities.
This workshop will start with an introductory note,
followed by examples from different types of countries.
The main emphasis is not on epidemiology but policy options.
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The presentation will be informal and interactive, thus
allowing ample space for discussion and sharing of experiences
among the participants.
1. Introduction to the theme by the chair
2. Georgia’s approach
Ms Sofia Lebanidze
Ministry of Labor, Health and Social Affairs of Georgia
Head of the Department of Health and Management of
Emergency Situations
3. Lithuania’s approach
Professor Ramune Kalediene, Dean of the Faculty of Public
Health, Head of the Department of Health Management
Kaunas University of Medicine
4. Norway’s approach
speaker TBC
5. Finland’s approach
speaker TBC.

Introduction by the chair
Eero Lahtinen

E Lahtinen
WHO European Office for Investment for Health and Development, Venice,
Italy and
WHO Regional Office for Europe

The introductory note of the chair will set the scene for the
workshop with a brief overview on health inequalities and their
reduction.

Chances and barriers to reduce health—Lithuanian
experience
Ramune Kalediene

R Kalediene
Dean of the Faculty of Public Health, Head of the Department of Health
Management Kaunas University of Medicine, Kaunas, Lithuania

Background
Reduction of socioeconomic inequalities in health is recog-
nized priority in the development of health policies by the
Government of Lithuania. However, inequalities in health by
education, urban/rural health disparities have been increasing
throughout the last decades.

Issue
Since regaining its independence in 1991, government of
Lithuania enacted a series of reforms relevant to both the
national economy and the health system. A solid research
database providing information on inequalities in health in
Lithuania served as an integral component of formulating
national health policy. The ongoing projects provided an
opportunity to monitor inequalities in health at the national
and regional levels. Major strategic documents of Lithuanian
health care system, were largely based on Health for all
principles, giving due importance to equity in health, commu-
nity participation, intersectoriality and balance in health care
aspects. However, numerous social and economic constraints,
lack of intersectoral cooperation and political instability
resulted in delays and deviations from health policy and have
not allowed more structural development and implementation
of strategies aimed at systematically reducing inequalities in
health.

Discussion
Quick translation of national research data into health policy
formulation could be considered as one of the successes that
might be recommended for other countries of the former
Eastern bloc, the identification of potential data being the first
step. In order to avoid similar failures, and aiming at a
translation of policy into action, stable intersectoral partner-
ships should be created. Research into health inequalities
should be intensified at a regional and municipal level, aiming
at strengthening of health information to back up policy
formulation and action.

Conclusion
Effective health promotion activities can no longer ignore
social contextual factors and have to intervene on as many
levels as possible. Collective efforts are necessary to address the
health problems of the least privileged. Integrated strategic
planning and implementation of a balanced national health
policy involving all sectors of society is the solution.

Public Health reform in Georgia–general review
Sofia Lebanidze

S Lebanidze
Head of the Department of Health and Management of Emergency
Situations, Ministry of Labour, Health and Social Affairs of Georgia

Background
The main directions of State Politics in Healthcare Sector
include supply of qualified, equal and accessible medical
services for every category of population. The aim of Health
System reform is to establish public health system through its
stages, as the whole healthcare structure, healthy and safe
physical environment and healthy style of life by the way of
maintaining positive epidemiological situation and its
development.
Issue
Public Health (impersonal medical services) including immu-
nization, other preventive programmes and promotion of safe
environment, is one of the priorities and the main sphere of
the State responsibilities.
The reconstruction of Ministry of Labour, Health and Social
Affairs (MoLHSA) and affiliated organizations has been
made, within the structural reform of Ministry, with the
purpose of improvement of health infrastructure (including
public health organization, epidemiological, health informa-
tion and analytical services, competitive human resources
permanent development, etc.). Recently, the new structure —
Center for Disease Control and Public Health, has been
established by means of the uniting of the Public Health
Department, which promoted health politics development and
implementation in the sphere of public health, with National
Center for Disease Control and Medical Statistics. The
structural transformation caused other substantial changes.
The special unit has been formed within the MoLHSA which
is responsible for development of the State Public Health
Programmes, for organization, management and monitoring
of the approved state programmes as well as submitting
the methodological and instructional proposals for their
update. Presentation will be dedicated to the changes of
State Public Health Programmes and their updated format.
It outlines the challenges and future activities, which are
planned with the purpose of health promotion and disease
prevention.
Conclusion
The government investments in the healthcare sector provide
improvement of health of the whole population on the one
hand, and on the other hand promote the positive economic
situation in the country. Therefore, better health benefits the
raise of labour activities among the population, the active
involvement of the population in the labour market, high
individual income, prolonged labour activities and high
potential of pension deposit, as a result it will decrease social
burden upon the state.

Preparation of a national action plan to reduce
health inequalities in Finland
Eila Linnanmäki

E Linnanmäki, T Koivisto
Ministry of Social Affairs and Health

Background
There are wide inequalities between population groups in terms
of health status, morbidity and mortality in Finland, and
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evidence of growing inequalities in mortality. Socioeconomic
health disparities show a systematic gradient: the higher the
socioeconomic position of a group is, the better is its health.
These health inequalities are due to both differences in the
living and work environment and to lifestyles and health
services. Among men around one-quarter and among
women a slightly smaller proportion of the mortality dif-
ferences between socioeconomic groups are due to
deaths caused by alcohol, and smoking has roughly the same
kind of effect.
Issue
The group of ministers responsible for social policy issues
has commissioned the Ministry of Social Affairs and Health
to prepare a national action plan to tackle health inequalities
in Finland. The action plan aims to identify the policy
areas and measures required to achieve the national target to
reduce socioeconomic differences in health, which has been
stated in the national ‘Health 2015’ programme (2001).
The preparation is the responsibility of the Advisory Board for
Public Health, consisting of representatives from several
administrative sectors, local government, the health service
system, NGOs and professional organizations, and health
research institutes.
The action plan will be built around the following seven
strands:
(1) Reinforcing the theme Health in All Policies (HiAP) and
integrating health inequalities into it;
(2) Strengthening work to reduce health inequalities in
municipalities;
(3) Alcohol and tobacco policies;
(4) Enhancing equity in services;

(5) Reducing health inequalities in children and young people
and preventing social exclusion;
(6) Reducing health inequalities in people of working age;
(7) Developing monitoring systems for health inequalities
between population groups.
The proposed measures should be preferably linked to other
ongoing processes. The action plan is mainly intended for the
next four-year government period, but the perspective for
structural changes is of course longer than that. The
Government will decide if the proposed measures require
legislative measures and related funding.
Discussion
Determinants of health inequalities are multifaceted and
linked with social inequality, the uneven distribution of the
available material and cultural resources. Its effects can be felt
throughout the society and impact a range of policy sectors.
Health inequalities are not, however, inevitable. For example,
a marked reduction in regional health inequities and in
socioeconomic differences in infant mortality in Finland,
resulting from determined activities, show that something can
be done to prevent health inequities. The political will is
needed, as well as concurrent implementation of cross-sectoral
measures to tackle inequalities.
Conclusion
Health inequalities present a major problem for any modern
welfare state committed to values of equality. Health
disparities also reflect adversely on the average health of the
population. If the health of other population groups could be
raised to the same level as is enjoyed by people who are now in
the best position, the nation as a whole would be in
significantly better health.

1.10. Sickness Absence 1

Adjustment latitude as a non-medical trigger
of sickness absence—a case-crossover study
Hanna Hultin

H Hultin1*, J Hallqvist1, K Alexanderson2, G Johansson3, C Lindholm4,
I Lundberg5, J Möller1
1Department of Public Health Sciences, Division of Social Medicine,
Karolinska Institutet
2Department of Clinical Neuroscience, Section of Personal Injury Prevention,
Karolinska Institutet
3Department of Occupational and Environmental Health within Stockholm
County Council
4Department of Caring and Public Health Sciences, Mälardalen University
5Department of Occupational and Environmental Medicine, Akademiska
Sjukhuset, Uppsala, Sweden
*Contact details: hanna.hultin@sll.se

Background
Reduced work capacity due to ill health is not the only
determinant of sickness absence. Low adjustment latitude
at work has been shown to be associated with increased risk of
sickness absence in a population-based cross-sectional study.
The TUFS study aims at identifying non-medical factors
influencing the decision to take sick leave. In this presentation
we will discuss the short-term effects of day-to-day variations
in adjustment latitude on sickness absence, and their relation
to more stable aspects of adjustment latitude.
Methods
The TUFS study is designed as a case-crossover study, nested
within a cohort. A baseline questionnaire was answered by
1442 employees, who were then followed for between 4 and 12
months with regards to sickness absence. In the case-crossover
part, each sick-leave spell provides its own control informa-
tion. A total of 679 interviews were made with those who
began a new sick-leave spell during follow-up, usually within
1–3 days of the first sickness absence day.
The interview covered questions regarding a variety of
potential trigger factors. Adjustment latitude was defined as
the possibilities to adapt work to ones’ health by choosing
what work to do, at what speed, or at what time.

Results
Preliminary analyses show that 48% of all participants never or
seldom experienced adjustment latitude at work, 35%
experienced this sometimes, and 16% often.
Of those interviewed at sickness absence, 68% stated that they
would have had adjustment latitude, on their first day of
sickness absence, had they been at work that day. The type of
adjustment latitude and the usual frequency varied in the
population. On average, the participants stated that they had
the possibility of some type of adjustment latitude 12 working
days per month.
Earlier research has, as stated above, reported a lowered
risk of sickness absence among those with a stable access
to many types of adjustment latitude. Our preliminary analyses
however, show what appears to be, the opposite immediate
effect for day-to-day varying access to adjustment latitude.
Conclusions
The effect of adjustment latitude is a complex and somewhat
double-edged matter. A combination of a cohort and a case-
crossover approach seems promising for disentangling short-
and long-term effects of such, and other stable and time
varying aspects of the work environment, on sickness absence.

Can work environment explain the difference
in women and men’s sickness absence?
Merete Labrioloa

M Labrioloa*, K Bang Christensen, T Lund
National Research Centre for the Working Environment (NRCWE), Denmark
*Contact details: mla@NRCWE.dk

Background
A difference between men and women’s long-term sickness
absence is well demonstrated, but only few studies have
examined work environment in relation to this difference. The
aim of this study: to identify differences in risk of sickness
absence between men and women and to examine to which
extent difference could be explained by work environment.
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Methods
Prospective cohort study. A random sample of 5083 Danish
employees aged 18–69 was interviewed in 2000 as part of the
Danish Work Environment Cohort Study (DWECS).
Data on sickness absence were obtained by a linkage to a
national register of social transfer payments (DREAM).
The Cox proportional hazards model was used to calculate
hazard ratios.
Results
During follow-up, a total of 882 persons (17.3%) received
sickness compensation for 2 weeks or more, 447 men (17.2%)
and 435 women (17.5%). A total of 373 persons received
sickness compensation (7.3%) for 8 weeks or more, 162 men
(6.2%) and 211 women (8.4%).
Conclusions
There was no difference in risk between men and women for
sickness absence of 2 or more weeks or 4 or more weeks.
However, women have a 38% higher risk of long-term sickness
absence more than 8 weeks. Taking in to account work
environment factors coursed women’s excess risk to decrease
to a 30%: different in work environment explains 25% of
women’s excess risk of long-term sickness absence.

Explanations for gender difference
in sickness absence
Mikko Laaksonen

M Laaksonen1*, P Martikainen2,3, O Rahkonen1, E Lahelma1
1Department of Public Health, University of Helsinki
2Helsinki Collegium for Advanced Studies, University of Helsinki
3Department of Sociology, Population Research Unit, University of Helsinki,
Helsinki, Finland
*Contact details: mikko.t.laaksonen@helsinki.fi

Background
In most countries women have more sickness absence than
men. We examined gender differences in sickness absence
spells of various lengths and sought to explain these differences
by health status, working conditions and family-related factors.
Methods
The study included 5470 female and 1464 male employees
of the City of Helsinki surveyed at baseline in 2000–02.
These survey data were linked to the employer’s sickness
absence records until the end of 2005, providing a mean
follow-up time of 3.5 years. Explanations for gender differ-
ences in self-certified (1–3 days) and medically confirmed
absence spells of various lengths (4 days or more, more than
2 weeks, and more than 60 days) were examined using Poisson
regression.

Results
Women had 46% higher risk for self-certified sickness
absence than men. In medically confirmed spells there was
35% female excess that gradually weakened with lengthening
absence and no differences were observed in spells longer than
60 days. Adjusting for physical functioning and self-reported
diagnosed diseases clearly attenuated gender differences in
sickness absence spells shorter than two weeks and fully
explained them in longer absence spells. Physical work
demands explained female excess in medically confirmed
absence spells of all lengths as did work fatigue in spells
longer than two weeks. Psychosocial working conditions and
family-related factors did not affect the gender differences.
Physical health problems, physical work demands and work
fatigue were somewhat more prevalent in women than in men,
but their impact on sickness absence was similar in both
genders.

Conclusions
The overall gender differences in sickness absence are due to
relatively short absence spells being more common among
women. In longer sickness absence spells, the female excess is
mainly explained by heavier burden of ill health and to a lesser
extent by higher physical work demands among women.
Women had higher prevalence of such problems but there was
no gender difference in responding to them.

The influence of job strain on sickness
absence among 7986 Finnish employees
with psychological distress
Marianna Virtanen

M Virtanen1*, J Vahtera2, J Pentti2, T Honkonen1, Elovainio3,
M Kivimäki4
1Finnish Institute of Occupational Health, Helsinki, Finland
2Finnish Insitute of Occupational Health, Turku, Finland
3National Research and Development Centre for Welfare and Health,
Helsinki, Finland and
4University College London, UK
*Contact details: marianna.virtanen@ttl.fi

Background
Work stress is a recognized risk factor for mental health
disorders, but it is not known whether work stress is associated
with the morbidity among individuals with psychological
distress. Another shortcoming in earlier research is related to
common method bias; the use of individual perceptions of
both work stress and psychological distress. This prospective
study examined General Health Questionnaire (GHQ-12)
identified psychological distress as a predictor of sickness
absence and the effect of co-worker assessed job strain on
sickness absence among cases.
Methods
Survey data were collected on work stress, indicated by high
job strain, for a cohort of public sector employees (6663
women, 1323 men), aged 18–62 at baseline in 2000–02,
identified as GHQ-12 cases. Co-worker assessments of job
strain were used to control for bias due to response style.
A 2-year follow-up included recorded long-term (>7 days)
medically certified sickness absence. Adjustments were made
for age, socioeconomic position, baseline chronic physical
disease, smoking and heavy alcohol consumption.
Results
Cases with psychological distress had 1.3–1.4 times higher
incidence of long-term sickness absence than non-cases. Among
cases, high job strain predicted sickness absence (hazard ratio
1.17 in women, 1.40 in men). The significant effect of job
strain on sickness absence was found among workers in high
socioeconomic positions (hazard ratio 1.54 for women, 1.58 for
men) but not among employees in low socioeconomic positions
(hazard ratio 1.06 for women, 1.31 for men).
Conclusions
Psychological distress has an independent effect on medically
certified sickness absence. The identification of employees
with high job strain and the improvement of their working
conditions should be considered as an important target in the
prevention of adverse consequences of psychological distress.

Is sickness absence in the Swedish police force
associated with discrimination, harassments,
threats and violence?
Pia Svedberg

P Svedberg*, J Körlin, K Alexanderson
Department of Clinical Neuroscience, Section of Personal Injury Prevention,
Karolinska Institutet, Stockholm, Sweden
*Contact details: pia.svedberg@ki.se

Background
Women in Sweden have higher sick-leave rates than men in
general as well as within the police force. In the police this
might be associated with gender discrimination, sexual
harassment or threats of violence. The aim was to investigate
if sick-leave among employees in the Swedish police is
associated with experiences of discrimination, harassments or
threats of violence.
Methods
Data on work-related sickness absence, discrimination, sexual
harassment, harassments from the public, health and violence
were collected by a questionnaire distributed to all employed
(24 000) within the police in 2005; 70% responded. Logistic
regression models were used to assess the odds ratios (OR)
and 95% confidence intervals (CI) between sick leave and the
other factors.
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Results
Self-reported work-related sickness absence was more frequent
among women than men (12% vs. 8%, P< 0.001). Twelve
percent of the women and 7% of the men had experienced
some type of discrimination from colleagues or superiors.
Forty-four percent of the men and 33% of the women reported
harassments from the public. Experiences of threats of violence
were more common among men than women (41% vs. 20%).
Statistically significant associations were found between sick
leave and discrimination (OR = 3.3, CI 2.87–3.80), sexual
harassments (OR = 2.13; 1.56–2.90), ethnical discrimination
(OR = 3.09; 1.70–5.60), discrimination because of disable-
ments (OR = 8.50; 6.01–12.02), harassments from the public
(OR = 1.20; 1.08–1.33) and violence or threats of violence
(OR = 1.19; 1.07–1.32). Most ORs were higher for older
employees and for men compared to women in ages above
40 years.
Conclusions
Higher sick-leave was related to discrimination due to
gender, ethnicity and disablement. However, in the Swedish
police force, the effect was at least as high for men as for
women and could not explain the higher sick-leave among
women.

Work-related sleep disturbances and sickness absence
in the Swedish working population 1993–99
Hugo Westerlund

H Westerlund1*, K Alexanderson2, T Akerstedt1, T Theorell1,
K Kivimaki3
1National Institute for Psychosocial Medicine, Stockholm, Sweden
2Section of Personal Injury Prevention, Department of Clinical Neuroscience,
Karolinska Institutet, Stockholm, Sweden and
3Department of Epidemiology and Public Health, University College
London, UK
*Contact details: hugo.westerlund@ipm.ki.se

Background
Several studies have shown sleep disturbances to be associated
with increased risk of health problems. While recent studies
suggest increasing trends in sleep disturbances and sickness
absence in many Western countries, population-based evidence
is still scarce. This study therefore set out to examine secular
trends in work-related sleep disturbances and their associations
with sickness absence in the Swedish working population.
Methods
Cross-sectional and time trend analyses in the Swedish working
population linking questionnaire data on work-related sleep
disturbances to register data on medically certified sick-leave
spells exceeding 14 days. A total of 28 424 individuals aged
16–65 with complete data from nationally representative
samples of Swedish employees (the Swedish Work
Environment Survey) in 1993, 1995 and 1999 respectively.
Results
The proportion of women with work-related sleep distur-
bances at least once a week increased from 12.3% in 1993 to
22.6% in 1999 (p < 0.001). The corresponding figures for men
were 12.6% and 19.0%, respectively (p < 0.001). There was a
strong association between sleep disturbances and sickness
absence in both genders. The odds ratios for sickness absence,
using binary logistic regressions and adjusting for age,
supervisory position and geographical region, for those who
reported sleep disturbances every day, compared with those
who answered ‘not at all/seldom last 3 months’ varied between
3.22 (1.88–5.50) and 4.26 (2.56–7.19) with the strongest
associations seen in 1999. The population attributable risk
(PAR) increased from 1.6% in 1993 to 10.5% in 1999 among
women, and from 3.7% to 7.9% among men.
Conclusions
Data from the Swedish working population indicate that sleep
disturbances are on the rise and may play an increasingly
important role in employees’ sickness absence.

1.11. Workshop: Regional Health Indicators and
the ISARE project—making a difference

Chairs: André Ochoa, John Wilkinson*
Organizer: John Wilkinson
*Contact details: john.wilkinson@durham.ac.uk

In this workshop we will present the results of the ISARE
project (an EU funded project to develop regional health
indicators). There will be three parts to the workshop. The
results of the project itself will be presented; this will be
followed by a presentation of some other examples of the use
of regional data and techniques to present information at a
regional level. The third part will look at communication
techniques. The workshop will provide an opportunity for
participants to comment on the results of the ISARE project, to
consider the implications and the next steps for the work, and
how the results might be further disseminated in order to have
maximum impact.

Results and Implications of the ISARE project
Fréderic Imbert

A Ochoa1, JR Wilkinson2, F ImbertLedésert3,4, L Berghmans5
1Oberservatoire Regionaux de santé d’Acquitaine, Bordeaux, France
2North East Public Health Observatory, Stockton on Tees, United Kingdom
3Oberservatoire Regionaux de santé d’Alsace, Strasbourg, France
4Observatoire Regionaux de santé—Languedoc-Rousillon, Montepellier,
France and
5Observatoire de la santé du Hainaut, Belgium

Issue
The need for health indicators at a regional level has been
known for some time. However, the statutory collection of
data at subnational level has problems. The data which is
collected routinely is limited and does not necessarily conform
to the political levels where decisions are taken. In order to fill

this gap the EU Commission funded ISARE (Indicateurs de
sante regionaux d’europe.
Description
The project was undertaken in three tranches during the
period 1999–2007. The first identified suitable sub national
boundaries in Europe at which it is appropriate to develop
comprehensive regional health indicators across the whole of
the European Community and to identify a key set of local
indicators. The second phase of the project was to test the
feasibility of collecting the data and compiling an experimental
database. As the EU expanded to 25 countries, ISARE III was
completed which updated the two previous projects to include
the new countries.
Lessons
It is important to combine the resources at a national level
with expertize at a regional level if a comprehensive database of
health indicators is to be produced at subnational level. The
routine sources of data are adequate but not sufficient to build
a picture of health at the subnational level and need to be
combined with sources of information at a more local level.
The picture between countries varies considerably and needs to
be taken into account.
Topics for discussion will be:
� What should the next phase of the work on regional

indicators entail?
� How should the existing work be disseminated?
� What are the research needs in the development of

regional indicators?
� How can further European cooperation be encouraged?
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Conclusion
A considerable number of lessons can be learnt for the future
from these projects and it is now imperative that steps are
taken to collect regional level information across Europe in a
comprehensive manner.

Methods of data presentation to gain
maximum impact
John Wilkinson

J Wilkinson1, P Muller2, C Bradford1

1North East Public Health Observatory, Stockton, UK and
2FNORS, Paris, France

Issue
There is a range of techniques that can be used to present data
to gain maximum impact. These techniques are growing and
developing all the time.
Description
Two examples will be presented from England - local health
profiles which have been produced for every local authority in
England and a national report on mental health (commis-
sioned by England’s chief medical officer). The evaluation of
these reports will be presented. There are also a number of
ways in which data from the ISARE project can be presented
and these will be demonstrated and discussion invited on the
most effective methods.
Lessons
Our experience is that public health intelligence needs to be
highly sensitive to the needs of policy makers. Reports need to
be short, and although the web is important, paper reports
remain important. If longer reports are to be produced, short
summaries need to be produced. There is enormous potential
to use the web. New tools are also becoming available which
makes it easier to provide accessible intelligence to support
public health programmes.
Topics for discussion include:
� What are the characteristics of effective tools for the

dissemination of health intelligence to decision makers
� How can we better share expertize in Europe?
� What are the research needs?

Conclusion
There is great potential to influence local policy makers but
intelligence needs to be highly targeted and timely to affect
policy. There are an increasing number of methods available
which need to be utilized. Public health practitioners need new
skills in order to remain effective.

How can we best communicate health information to
enhance the impact on decision making?
Olivier Grimaud

O Grimaud1, V Janzyk2, J Wilkinson3, L Berghmans2
1National School for Public Health, Rennes, France
2Observatoire de la santé du Hainaut, Belgium and
3North East Public Health Observatory, Stockton, UK

Issue
In most health systems, resources are devoted to the
production of health information. The dissemination of
information can be organized in many ways. These range
from public health reports, academic publications, websites,
to press releases, professional fora, group discussion etc. Just
simply producing reports is insufficient to affect policy.
Description
There are a range of tools available for communicating
results of public health intelligence to policy makers in
order to impact on health. Public health practitioners often
do not possess the necessary skills themselves and an increas-
ing number of health observatories are recognizing this
need by employing communication specialists and in
some cases journalists. In some cases policy changes will
occur not because of a rational process of information
to decision makers but due to empowerment of the
population.
Lessons
Based on the regional experience in UK, Belgium and France
several concepts and tools in communication strategies will be
presented for discussion in the workshop.
Topics to be covered include:
� The revised concept of ‘target audience’ in the context of

the ‘new public health’.
� Review of the existing tools for communication
� The impact and potential role of communication

specialists as part of the multidisciplinary public health
team

� The need to develop methods and indicators for the
evaluation of communication activities.

� The need for research in this area
Conclusion
Public Health practitioners need to clearly understand their
audiences when affecting changes in public health policy.
A range of skills and techniques may be required and particular
attention needs to be given to using professional skills of
communication experts.
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PARALLEL SESSION 2
Thursday 11 October, 16:00–17:30

2.1. Epidemiology

A systematic review evaluating the potential
for bias and the methodological quality of
meta-analyses in vaccinology
Corrado De Vito

C De Vito1*, L Manzoli2, D Anastasi1, A Boccia1, P Villari1
1Department of Experimental Medicine, Sapienza University, Rome and
2Section of Epidemiology and Public Health, University ’G. D’Annunzio’,
Chieti—Italy
*Contact details: corradodevito@yahoo.it

Background
Despite its critics, meta-analysis (combining quantitatively
evidence from different studies) is more effective than the trad-
itional narrative review approach to provide estimates about
efficacy and safety of health interventions. Pitfalls of meta-
analysis include non-comprehensive bibliographic research;
bias in the selection of the studies to be included in the meta-
analysis; lack of quality assessment of included studies; absence
of evaluation of heterogeneity among studies and publication
bias. Vaccines are among the most important successes of public
health in the last century. Since research of new vaccines is
continuously carried on and many old vaccines still need proofs
of their efficacy and safety, meta-analyses could play a
prominent role to inform policy decisions about vaccines. The
aims of this study are to produce a database of published meta-
analyses on vaccines, to evaluate their methodological quality
using a validated index and to assess potential sources of bias.
Methods
The MEDLINE electronic database was searched for meta-
analyses or systematic reviews carried out to assess efficacy,
immunogenicity and safety of human vaccines or interventions
to improve vaccination coverage. Meta-analyses/systematic
reviews were defined here as reviews using a defined method-
ology for bibliographic research, selection of studies and
possible statistical pooling. Studies not written in English and
concerning only antiviral drugs or passive immunization were
excluded. For each meta-analysis we collected information
about bibliographic search methods, typology of included
studies, quality assessment methods, methods of statistical
pooling and evaluation of heterogeneity, potential for language
and publication bias and type of financial support. The
methodological quality was assessed with the Oxman and
Guyatt’s index, a validated tool using nine items to give an
overall assessment on a 1–7 scale.
Results
A total of 111 meta-analyses that met our inclusion criteria
were retrieved, performed in 20 different countries and mostly
in the US (30.6%). Influenza (20.7%) and pneumococcal
(13.5%) vaccines were the vaccines most extensively studied
through the meta-analytical approach. Whereas most meta-
analyses included only randomized trials (48.6%), several
meta-analyses (17.1%) included both randomized trials and
observational studies.
An appropriate bibliographic search was done in 81.1% of
studies. Statistical analysis for pooling data was performed in
most studies (86.5%), but heterogeneity among studies was
assessed only in 70.0% of meta-analyses. The quality assess-
ment of the individual studies was done in 61.3% of meta-
analyses, and only 36.9% of meta-analyses discussed and/or
analysed publication bias.
The overall median quality score using the Oxman and
Guyatt’s index was three. Extensive (score 1–2) or major flaws
(score 3–4) were observed in 49.5% and 9.9% of the meta-
analyses, respectively, whereas 22.5% and 18.0% revealed
minor (score 5–6) or minimal flaws (score 7).

Meta-analyses with undeclared or no financial support appear
to be of lower methodological quality than those with financial
support, without clear differences between not-for-profit and
profit support.
Conclusions
The results of this study clearly show that the methodological
quality of published meta-analyses concerning the efficacy
and safety of vaccines could be improved. Inappropriate
bibliographic search, lack of heterogeneity assessment, and,
particularly, deficiencies in the quality assessment of the
individual studies and in the evaluation of publication bias
are the main pitfalls of meta-analyses in vaccinology. The
overall methodological quality of meta-analyses in vaccinology
appear to be lower than meta-analyses in other fields
(i.e. pharmaceutical drugs).
The methodological flaws of published meta-analyses about
vaccines are particularly negative in fields where discrepancies
between meta-analyses results and vaccine widely adopted
recommendations are relevant, as these flaws may be
advocated as the explanation of such controversy. To maintain
their impact on policy decisions, meta-analysts should
improve the methodological quality of their work.

Cohort analysis on influenza vaccine effectiveness
for the elderly as a study case to evaluate an
alternative approach involving general practitioners
for routine assessment of vaccination impact.
Lamberto Manzoli

L Manzoli1,2*, P Villari3, C Granchelli4, A Savino5, C Carunchio6,
D Pacifico7, C Odio7, R Cassiani2,8, M Di Virgilio2, F Palumbo1,
F Di Stanislao2,9, A Boccia3
1Section of Epidemiology and Public Health, University ‘‘G. d’Annunzio’
of Chieti
2Regional HealthCare Agency, Abruzzo Region
3Sapienza University of Rome
4Local Health Unit of Pescara
5Local Health Unit of Chieti
6‘‘Camillo De Lellis’ Foundation for Clinical Research
7Abruzzo Region Department of Prevention
8Local Health Unit of Avezzano/Sulmona and
9University of the Marche Region, Italy
*Contact details: lmanzoli@post.harvard.edu

Background
Several vaccines are recommended for groups of population
and are routinely administered by Regional Health Services.
However, because of the high costs of evaluating vaccine
effectiveness using conventional cohort investigations, the
impact of such vaccination campaigns is rarely evaluated.
Although less precise than traditional studies, a promising and
low-cost approach involves general practitioners (GPs) in the
assessment of the exposure and uses administrative data to
derive the outcomes.
We carried out a cohort analysis on influenza vaccine
effectiveness for the elderly using this approach, in order to
assess its feasibility and validity for routine evaluation of
vaccination impact. Indeed, influenza vaccination campaigns
are conducted by all regions of Italy since several years. Despite
various educational interventions together with economical
incentives are used to increase vaccination rate, no evaluation
of impact has been made in several Regions.
Methods
Two local health units (LHU) were sampled, accounting for a
total of 103 162 elderly persons. Using the Regional register,
updated in October 2006, we extracted data on age, gender,
name, fiscal and GPs codes for each citizen.
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Through linkage with GP code, we sent to all GPs (n= 414)
afferent to the selected LHUs a specific form, which contained
the above data and a space to cross for each patient in case of
vaccination. To participate, a GP had to compile and send back
the form, thus providing the essential information on the
exposure to immunization. Such information was also
collected from the Departments of Preventive Medicine,
where elderly patients may get flu vaccine in addition to GPs
(<1500 vaccinations yearly).
The main outcomes are hospital admissions for upper
respiratory disease, influenza, pneumonia and any cause
recorded in the first semester of the year 2007 and the
epidemic period, as extracted from routine discharge data,
which should be available in September 2007.
Results
One hundred and sixteen general practitioners compiled and
sent back their forms, which contain data on 32 899 elderly. Of
them, 22 009 subjects were immunized against influenza
(67.0%). No differences in the gender distribution were
observed between vaccinated and unvaccinated individuals
(43.4% vs 42.9% of males, respectively), whereas the
unvaccinated group was slightly older on average (mean ages
74.4� 7.5 and 76.6� 7.2 years respectively; P< 0.001).
Sixty eight GPs reported that there was an error/change in their
form: one or more patient’s demographic data should be
updated (i.e. deceased during the vaccination campaign).
Overall, 224 errors/updates were recorded and forwarded to
the Regional register for correction. However, the number of
errors in the most relevant information such as the fiscal code
(essential for the linkage with discharge data), age and gender
was very limited (n= 35).
Outcomes data are not available yet and no conclusions can be
made on vaccination impact.
Conclusions
A few reflections on the feasibility and validity of this
methodological approach may be done. To balance the loss
of precision in the evaluation of vaccine effectiveness deriving
from the use of discharge data as a source and hospital
admissions rather than laboratory/clinically confirmed cases as
outcomes, this approach should minimize the costs of the
assessment, be reasonably valid in the exposure classification
and favoured by health professionals.
Relying of GPs voluntary efforts, the project had minimal
costs so far. Despite GPs’ work was unpaid, we achieved a
GP’s participation rate of 28%, which provides a good
sample size and confirms the positive feedback observed
among health professionals. This is especially true considering
that GP’s participation required 1 to 5 h depending on their
number of patients. Finally, very few errors were reported
in GPs forms. Given this and the absence of incentives,
a relevant misclassification in the exposure assessment seems
unlikely.

Cause-specific mortality at young ages:
Lessons from Finland
Jan Saarela

J Saarela*, F Finnäs
Åbo Akademi Universty, Vasa, Finland
*Contact details: jan.saarela@abo.fi

Background
As compared with other European men, practically all of the
excess mortality in young men in Finland is due to suicides
and other external causes of death. Also within Finland,
however, there is a striking mortality pattern that has received
much academic and public attention, but is not yet fully
understood. Men in the native Swedish-speaking population,
live about three years longer than their Finnish-speaking
counterparts. Very little attention has although been paid to
the fact that the two population groups differ in death risks
also at young ages. Focussing on adolescents and young adults,
longitudinal population register data in Finland can provide

detailed information about each person’s social background
and also narrows the range of possible explanations.
Consequently, this approach will facilitate enhanced under-
standing of the Finnish–Swedish mortality gradient in Finland
and potentially provide useful lessons for tackling young-age
mortality also in other countries.
Methods
The paper analyses cause-specific mortality in ages 15–30 years
in Finland during the period 1970 to 2004. The aim is to see
how mortality risks interrelate with living conditions in the
parental home and with regional confounders, in order to
understand why the two native population groups of the
country, Finnish speakers and Swedish speakers, differ in
mortality. We estimate Cox proportional hazards models for
each sex. Separate analyses are performed for mortality due to
all causes of death, diseases, suicides and external causes
(excluding suicides), respectively.
Results
The results say that socioeconomic circumstances interrelate
with external causes of death in young men, probably because
of social class differences in hazardous lifestyles. Thus injuries
and accidents, but not suicides, depend on socioeconomic
background. Persons who come from single-parent families
and households that do not own their accommodation
have markedly higher death risks than others. For each sex,
we find a regional pattern in overall mortality that highly
correspond with that previously observed at higher ages, and,
even more important, that practically all of this variation
manifests in suicides. In external causes of death, however,
there is no significant variation between the two population
groups.
Conclusions
Previous research has shown that within socially successful
groups in working ages, there is no mortality difference
between Finnish speakers and Swedish speakers. This suggests
that the mortality gradient can be understood if one knows
what causes social marginalization. We believe that this kind of
marginalization should not be given merely an ecological
interpretation, but also be understood in terms of potential
variation in genetic predisposal. Like the case with suicides,
it has been found that a very large part, or about 40–60 %,
of the liability for developing alcoholism is due to genetic
effects. Hence in spite that nothing is known about whether the
two native population groups in Finland differ on genetic
predisposal that impact on health disorders and liability for
alcoholism, the findings of the present paper clearly point out
that recessive inheritance can be important for understanding
mortality inequality.

Disaster-related post-traumatic stress disorder
and physical health
Joris IJzermans

AJE Dirkzwager1*, PG van der Velden2, L Grievink3, CJ Yzermans1
1Netherlands Institute for Health Services Research, Utrecht
2Institute for Psychotrauma (IVP), Zaltbommel and
3Center for Environmental Health Research, National Institute for Public
Health and the Environment (RIVM), Bilthoven, the Netherlands
*Contact details: a.dirkzwager@nivel.nl

Background
Post-traumatic stress disorder (PTSD) is probably the most
commonly studied psychological disorder in the aftermath of
disasters and is characterized by having persistent intrusive
memories about the traumatic event, by avoidance of stimuli
associated with the trauma, and by persistent increased
arousal. Most studies on the relationship between post-
traumatic stress disorder and physical health are cross-
sectional and use self-reported physical health outcomes. The
aim of the present study was to examine the relationship
between PTSD and self-reported as well as physician-recorded
physical health in a sample of survivors of a man-made disaster
(N= 896), using a longitudinal design that included pre-
disaster health data as well.
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Methods
A surveillance using the electronic medical records (EMRs)
of survivors’ family practitioners (FPs), one year pre-disaster
till 4 years post-disaster, was combined with a survey, 3 weeks
and 18 months post-disaster. Self-reported PTSD and self-
reported physical health were assessed at 18 months post-
disaster. FP-recorded physical health problems in the
subsequent two years were classified according to the
international classification of primary care (ICPC). Multiple
regression analyses were used to describe the relationships
between PTSD and physical health.
Results
After adjusting for demographics, smoking behaviour and pre-
disaster physical health, PTSD was significantly associated with
FP-recorded vascular problems, musculoskeletal and derma-
tological problems, and with all self-reported physical health
aspects. Prospectively, PTSD signalled an increased risk of new
vascular problems (OR = 1.92; 1.04–3.55).
Conclusions
This study suggests an effect of PTSD in the development of
vascular problems. The results imply that clinicians should be
alert that disaster survivors with PTSD can suffer from co
morbid medical problems as well.

Public health consequences of traumatic brain
injury—a European, five country comparison study
Marek Majdan

M Majdan1,2*, M Rusnak1,2, W Mauritz1, I Janciak2, A Brazinova1,2
1Trnava University, Faculty of Health Sciences and Social Work,Department
of Public Health, Trnava, Slovakia and
2International Neurotrauma Research Organization, Vienna, Austria
*Contact details: mmajdan@igeh.org

Background
Traumatic brain injuries (TBI) represent serious public health
problem in all countries of Europe regardless their economic
or political status. The problem is accentuated in countries of
Former Republic of Yugoslavia tragically influenced by war.
To address the problem of quality of care and subsequently the
public health aspects of severe TBI was the main aim of the
collaborative project between three countries of the region
with partners from Austria and Slovak. The aim of this paper is
to describe the results of this project.
Methods
Eleven trauma-centres were included from five countries
[Bosnia and Herzegovina (Bosnia further on), Croatia,
Macedonia, Slovakia, Austria].
The study followed each patient from the point of admission
to a hospital for 10 days on a daily basis, and then each
trimester up to a year.
Data has been collected using an internet based database
(ITCP).
Medians of age, injury severity score (ISS) and Glasgow coma
scale (GCS) have been calculated for each country. Patient’s
status (alive or dead) after the intensive care treatment (ICU)
and 90 days after admission and last available outcome were
analysed. Outcome in the latter was based on the Glasgow
outcome scale and categorized as favourable or unfavourable.
Kaplan–Meier survival curves have been plotted for 90
mortality and tested for inter-country differences. The Cox
hazard estimation has been used to analyse the impact of
hospital type, surgeon specialization, number of nurses per
patient, number of ICP monitors and number of beds on the
mortality.
Results
A total of 1172 cases have been reported from the 5 countries
included in the study. 406 of them from Austria, 143 from
Bosnia, 200 from Croatia, 286 from Macedonia and 137 from
Slovakia. The highest median age of 48.5 years was among
patients from Austria, the lowest of 34.5 from Macedonia.
The highest median ISS was among Croatian patients and the

lowest among Slovakian. The highest median GCS of 6 was
among Croatian and Slovakian patients, compared to 4 as
lowest in Bosnia. The highest ICU survival rate was among
Austrian patients (68%) and the lowest (48%) in Bosnia and
Slovakia. As to last available outcome, the highest rate of
favourable outcome was in FYROM (50%) and the lowest in
Slovakia (41%). A statistically significant impact on mortality
has been showed using Cox proportional hazard analysis of
impact of hospital type and surgeon specialization. The log-
rank test showed a statistically significant difference between
the Kaplan–Meier plots of the mortality 90 days after
admission.
Conclusions
The study showed that major differences in outcome of severe
traumatic brain injuries do exist among former Yugoslavian
countries, Slovakia and Austria. Since these injuries occur in
relatively low ages, the impact on public health and the society
as such is of a big concern. Advances in treatment
methodologies, quality of care as well as in actions to control
and prevent injuries may be of key importance in lowering the
incidence and improving the outcome of patients suffering
TBI. Similar studies are one of high relevance in evaluating the
status quo and improvement actions can be taken based on the
results they provide. To tackle the inequalities in TBI outcome
among European countries multidisciplinary action is
necessary.

Click here: Interactive mapping of European regional
health data
Neil Riley

N Riley1*, K Balanda2, D Jarrott2
1Wales Centre for Health, UK and
2Ireland and Northern Ireland’s Population Health Observatory, The Institute
of Public Health in Ireland, Ireland
*Contact details: neil.riley@wch.wales.nhs.uk

Issue
Interest in European regional health comparisons has been
growing in recent years. There is a demand for knowledge
amongst health professionals, and crucially, decision makers,
leaders and politicians. To bring knowledge of comparative
health outcomes to these audiences, new tools and methods of
communication are required to promote access to
information.
Description
The Wales Centre for Health and Institute of Public Health in
Ireland have jointly developed a series of online, interactive,
graphical tools that illustrate comparative health outcomes.
The main display is through maps that can be manipulated to
produce customized views for different audiences. These have
been demonstrated to a number of different parties who are
using them in the course of their work. This presentation will
demonstrate the tools, provide some insight into the
methodological challenges, and indicate how this work is
used by a number of interested audiences.
Lessons
There appears to be, in some quarters, a general lack of
knowledge of location of regions across the continent. This can
be overcome with the right tools. For the community of
decision makers, maps and graphical presentations are often of
more value than tables of figures. There is a greater need for
smarter, more intuitive, methods of presentation that are
analytically sound and yet accessible and appropriate. The
series of jointly developed tools has been welcomed and more
tools are demanded.
Conclusions
Maps are a powerful way of illustrating differences. The recent
developments of IT technologies allow us to present informa-
tion in more attractive and focussed ways. In developing our
version of a European Health Atlas we have promoted and
enhanced understanding of differences across Europe.
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2.2. Policy Interventions

Impact of a multi-year community health partnership
on population knowledge, attitudes, and practices in
Sevan Region, Armenia
Anahit Demirchyan

A Demirchyan*
Center for Health Services Research and Development, American University
of Armenia
*Contact details: ademirch@aua.am

Issue
Baseline (2000) and follow-up (2004) household health surveys
were conducted in Sevan region, Armenia, to evaluate the
impact of a multi-year community health partnership between
Sevan and Providence aimed to increase people’s knowledge
on health and health services on one hand and to make health
services more efficient/accessible on the other. The changes
that occurred in socioeconomic conditions, self-reported
health status, knowledge, attitudes and practices of the
population were measured.
Description
The surveys combined interviewer-administered and self-
administered styles and utilized a multi-stage probability
proportional to size cluster sampling technique resulting
in selection of 750 households from four populated areas
targeted by the partnership. The respondents were women
aged 18 years old and older living in a selected household.
Trained nurses from the local clinics conducted the
fieldwork. The study protocol was approved by the American
University of Armenia Human Research Committee. Data
analysis was conducted using SPSS 11.0 and STATA 7.0
software.
Lessons
Moderate or mild improvements were detected since the
baseline survey in almost all measured areas, including
perceived health status, health knowledge, satisfaction with
own health and life, accessibility of healthcare services, and use
of early diagnosis/prevention services. Two factors were
probably responsible for these changes: the partnership
impact and the marked improvements in socioeconomic
conditions of population since 2000. Still, low affordability
of health services, poor practice and knowledge of preventive
care and reproductive health, high prevalence of perceived
poor health and depression and high exposure to cigarette
smoke were among findings of the follow-up survey suggesting
the need for continued targeted activities.
Conclusions
The baseline survey helped the partnership to better target its
activities and to reach positive changes in almost all measured
areas. The remaining problems identified by the follow-up
survey created good foundation for decision-making to further
improve the health and health-seeking behaviour of the
population.

Health in all policies—local management
structures for health promotion
Minna Uusitalo

M Uusitalo*, T Ståhl, K Perttilä
National research and development centre for welfare and health (STAKES),
Municipal Welfare Strategies, Helsinki, Finland
*Contact details: minna.uusitalo@stakes.fi

Issue
As provided in the Constitution and the Local Government
Act, the responsibility for promotion of the welfare and health
of the population lies with the municipalities in Finland.
In addition to legislation, the state steers municipal activities
through various recommendations and manuals. However, the
municipalities enjoy significant autonomy and they also have a

right to levy taxes. The municipalities can organize services as
they deem appropriate.
Local government has no specific practices for managing
cross-sectoral welfare issues. In order to be successful, these
activities require the expertize of each administrative sector
and co-operation across sectoral boundaries. The structures,
responsibilities, co-ordination and division of work are only
currently in the process of being formed. Local Structures and
Management of Health Promotion in Municipalities (TEJO) is
a project that aims to develop models for clarifying these local
government structures.
Description
Management bodies in the municipality are responsible for
creating an optimal operating environment and practices for
promoting welfare and health. A precondition for successful
management is that the needs of the local population guide
welfare activities and management through an information
system describing not only the welfare needs but also the
functioning of the service delivery system at the local level.
Operational strategies are drawn up on the basis of the welfare
information provided by such information systems. It is the
responsibility of the councils to approve the strategies and
goals of welfare and health promotion and allocate necessary
resources for their implementation.
Management practices should enable cross-sectoral and multi-
professional co-operation. Municipal managers and the
management groups are responsible for monitoring and
assessing the development of the welfare situation and the
outcomes of the service delivery system in terms of the
improvement of welfare among local inhabitants.
Lessons
The TEJO project has developed a basic management model
for welfare and health promotion. According to the model,
the municipal manager (mayor) and the municipal manage-
ment group are responsible for welfare and health promotion.
The management group appoints a cross-sectoral working
group on welfare and health promotion from among the
officials responsible for the different administrative sectors.
The working group is responsible for the practical manage-
ment tasks. The working group is also responsible for
collecting information on the population’s welfare and health,
putting forward proposals for setting welfare goals, agreeing
on the division of work and co-operation between different
actors and monitoring activity implementation. The chair of
the working group is responsible for the co-ordination of
welfare and health promotion. The implementation of welfare
and health promotion goals takes place both in different
administrative sectors and in cross-sectoral co-operation
groups.

Conclusions
The management of health promotion can be organized
in different ways, depending on the size of the municipality
and co-operation practices between municipalities. The
goals set by municipalities for welfare and health promotion
should be based on national health and welfare policies, as
well as on information about welfare and health among
local inhabitants and their welfare needs. It is important
to incorporate welfare and health issues in municipal
planning and decision-making processes alongside financial
issues.
Clear management structures and practices will increase the
significance of welfare and health promotion in municipal
politics. Providing effective information systems and develop-
ing decision-making systems that take account of welfare and
health issues will help strengthen commitment to these issues.
Systematic monitoring will ensure long-term evaluation of
activities.
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The national development of public health guidelines
in preventive youth health care 0–19 years
Mascha Kamphuis

M Kamphuis*, MAH Fleuren
TNO Quality of Life Leiden, The Netherlands
*Contact details: mascha.kamphuis@tno.nl

Issue
In the Netherlands, prevention programme for children are
under control of the youth health care system (0–19 years).
Many of these programmes are used without having discussed
the evidence based level of the activities in the programme. In a
nation-wide conference on youth health care (1995), it was
concluded that the quality of work needed to be improved and
that guidelines were urgently needed. A guideline is an
important tool for the government for surveillance, but also
for the individual professional. The Ministry of Health,
Welfare and Sport, promised funds for the development of
20 different guidelines. The method for guideline development
was defined (1998) and recently updated (2006).
In the presentation the following problems will be illustrated.
The decision for setting priorities is rather confusing. Thereby,
the process of development and implementation shows lots of
delays. No structural finance is available to guarantee both
processes.
Description
In 1998, a collaborative committee was formed with repre-
sentatives of all important institutions concerning youth health
care. This committee coordinates the different tasks for the
development of the guidelines, among which discussing
priorities for a subject. Priorities of which subject should be
studied most urgently, were determined by a study in 2001
(updated in 2005). In these priority studies, scientific level
available per subject was determined. In addition, youth health
care workers were questioned on their priorities. The final list
of subjects in priority can then be used by sponsoring
institutions to decide what field most urgently needs to be
studied.
Apart form the first guideline, all exist of different parts: a
book with background information, a summary and a plastic
one-page version of the guideline. The latter two are mainly
used in daily practice. Started in 1998, five guidelines have
been published so far. Implementation is discussed in a
different presentation.
Lessons
During the last 10 years, several problems were encountered.
In practice, priorities for the development of guidelines were
not only made by the priority studies and the collaborative
committee. Since certain matters can become politically
important, at times new subjects are rapidly being turned
into guidelines. This happened, for example, with the subject
of female genital mutilation. In addition, other institutions
also develop guidelines, sometimes not according to the
priorities. Scientific criteria will then not always be met.
Although a specific time schedule was made for the develop-
ment of the 20 guidelines, this goal has not been met. During
the entire process the developers of the guidelines experienced
delay. Developing guidelines according to the method seemed
very time consuming. No base for sponsoring could be set up
to secure the development and implementation of the
guidelines. A major problem is that the development and
implementation are not following on each other.
Conclusions
With the set up of a new method system for the development
of guidelines (2006) we hope to speed up this process. In
addition, the development of a national centre for youth
health will possibly change the system. Hopefully, this will
structurize the process for the development and implementa-
tion of youth health care guidelines. At the EUPHA
Conference, we will outline the past and future developments
in the Netherlands concerning youth health care guidelines.
During the presentation it is the goal of the speaker to

discuss the priority matter, the opportunities to get long
term financial support, how to make the process for the
development more efficient and possibly, how to collaborate
with other countries.

Cost-effectiveness of strategies to prevent
perinatal streptococcal infection in Finland in 2006
Sirpa-Liisa Hovi

S-L Hovi1*, O Lyytikäinen2, I Autti-Rämö1, R Salonen1, M Mäkelä1,
and Expert Group
1National Research and Development Centre for Welfare and Health
(STAKES), Finnish Office for Health Technology Assessment (FinOHTA)/
STAKES and
2National Public Health Institute, Helsinki, Finland
*Contact details: sirpa-liisa.hovi@stakes.fi

Background
In Finland 32–58 early-onset neonatal group B streptococcal
(GBS) infections are identified annually causing 1–2 deaths
during perinatal time. The disease is preventable by using
intrapartum antibiotics (IPAs). Different screening strategies
can be used to identify pregnant GBS carriers.
The aim of the study was to estimate the cost-effectiveness of
four alternative strategies for prevention of early-onset
neonatal GBS-disease.
Methods
A decision analysis model (TreeAge) was used to compare
costs of four prevention strategies including 1) no screening
for GBS during pregnancy and no antibiotic prophylaxis, 2)
IPA only to women with risk-factors for GBS, 3) screening for
GBS with rectovaginal cultures at late pregnancy (35–37
weeks) and IPA for women with positive results and 4)
screening for GBS using rapid polymerase chain reaction
(PCR) test at the onset of labour and IPA for women with
positive results.
Baseline estimates were drawn from the Finnish National
Registries: Infectious Disease Registry 1995–2005, Hospital
Infection Program, Death Registry and Medical Birth Register.
Actual costs were asked from hospitals and device manufac-
turers. Other information necessary for cost-modelling was
derived from literature and experts.
The analyses were performed from a societal perspective.
Marginal costs of analysed strategies and number of infected
newborn were used as main outcome measures.
Results
Screening for GBS with rectovaginal cultures at late pregnancy
is cost-effective. It decreases infant deaths from 3 to 1 and
results in 60 diseases less when compared to a situation where
no prevention strategies are being used. The costs/participant
is E27,80, and annually 1.6 million E. for 58 000 births The
additional cost/pregnant woman compared to no prevention
was 8 euros.
Conclusions
Screening for GBS with rectovaginal cultures at late pregnancy
is the most cost-effective option.

Why did the European aid policy in health fail
to control diseases in developing countries?
Jean-Pierre Unger

JP Unger*, W Soors, P De Paepe
Department of Public Health—Institute of Tropical Medicine, Antwerp,
Belgium
*Contact details: jpunger@itg.be

Issue
For years, disease control has been the paradigm of the
European Union (EU) aid policy for health (cfr. its strategy on
health & poverty reduction in developing countries)–while
access to health care was waived from its agenda. In line with
international policies, EU aid generally allocated disease
control to government services, TB control being an exception.
We critically analyse its impact summarizing three own studies
(of which one was recently published).
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Description
After having presented relevant epidemiological trends of
AIDS, tuberculosis and malaria, key features of international
related programmes are examined. We performed simulations
to estimate the success likelihood of malaria control in Africa
under EU aid principles. A literature review reveals also
disturbing weaknesses in scientific evidence for the PPM-
DOTS strategy. And another suggests that 1. AIDS resistance to
HAART is linked to lack of treatment continuity and that 2.
health systems should be strengthened if treatment continuity
is to be secured.

Lessons
The observed failure to control malaria was unavoidable
as programmes lacked the patients’ pool necessary for
early detection and continuity of care. Similar problems
with the private sector arose with the PPM-DOTS
strategy, also flawed by serious inefficiency. Finally, continuity
of care for AIDS patients cannot be secured by public
systems lacking basic staff, amenities and ad hoc tools
for chronic conditions. We trace back these failures to
lack of integration with health care – and this latter
to the EU refusal to admit competition on health care
delivery between subsidised public and private for-profit
services.

Conclusions
Instead of supporting disease control programmes, the
European Aid could instead finance not-for-profit,
publicly oriented health services delivering both health care
and disease control, in an integrated way—in as much as,
paradoxically, costs would remain the same. Managerial
contracts would be useful to implement such support.

Protecting against international illnesses
Nicol Black

N Black*, G Bickler
Health Protection Agency, London, UK
*Contact details: Nicolblack@aol.com

Issue
The International Health Regulations 2005 require all
countries to be able to respond to public health risks and
public health emergencies of international concern. This
presentation describes the approach taken in England and its
applicability to harmonizing with neighbouring countries.
Description
The sheer volume of travellers makes assessment of migrants
and travellers at ports problematical. The abstract addresses
the UK’s historical approach to tuberculosis in migrants and
current plans to produce arrangements that are flexible,
responsive and robust for the range of illnesses and risks to
others associated with international travel.
Lessons
National templates for organizational arrangements at ports,
including risk assessment, quality standards and immigration
medical inspection are essential to secure consistently high
standards around the country and compliance with interna-
tional requirements for control of public health emergencies of
international concern.z

Conclusions
The HPA is leading contingency planning at ports, such as
for SARS or Pandemic Influenza, integrating national guidance
and local responses, such as surge capacity plans. Robust
communications, clarity of role and common protocols and
procedures securely in place well beforehand will be critical.

2.3. Workshop: The consumer quality index—
A standardized approach to measure user views
on quality of care

Chairs: Herman J. Sixma (NIVEL), Michelle Hendriks (NIVEL)*
Organizer: NIVEL, Netherlands Institute for Health Services Research,
Utrecht, the Netherlands
*Contact details: m.hendriks@nivel.nl(NIVEL)

In their search for tools that measure user views on the
performances of health care providers and organizations,
researchers can usually choose from a variety of measuring
instruments. If we limit ourselves to the ‘state-of-the-art’
instruments, almost all such instruments measure patients’
experiences rather than patient satisfaction and consider
quality of care as a multi-dimensional concept. The variety
of instruments, however, seriously hampers the possibility to
compare the results of studies between different settings and/or
different health care sectors.
Recently, a new framework for the development and
implementation of a standardized approach to measure user
views on quality of care was accepted in the Netherlands: the
consumer quality index (CQI). This approach, based on a
combination of de CAHPS framework developed in the USA
and the QUOTE database of instruments developed in the
Netherlands, will be the leading principle for measuring user
views in the entire Dutch care and cure sector.
With this workshop, we want to inform researchers and policy
makers on the use and advantages of a standardized approach
to measure quality of care the on basis of consumer
experiences. The focus of the workshop is on the new CQI
approach and the specific CQI measuring instruments that
have been developed so far. The workshop contains four
presentations. First, the general characteristics and advantages
of the CQI approach will be described. Specific attention will
be paid to the different phases in the development process of

CQI instruments. Second, the construction and psycho-
metric testing of a new CQI instrument will be described.
Third, we will look at the ability of the new instrument
to discriminate between different health care providers by
using the results of multi-level analyses. Finally, we will look
at the CQI from a longitudinal perspective by comparing
the results from a CQI study conducted in three consecutive
years.

The consumer quality index (CQI): Background,
general characteristics and advantages of a
standardized approach to measure user views
on quality of care
Herman Sixma

HJ Sixma1, M Triemstra1, DMJ Delnoij2
1NIVEL - Netherlands institute for health services research, Utrecht,
The Netherlands and
2CKZ – Centre for Consumer Experiences in Healthcare, Utrecht,
The Netherlands

Background
Measuring user views on quality of care has a long tradition.
To combine advantages of the CAHPS approach developed in
the USA and the QUOTE approach originating from the
Netherlands, a new framework was developed: consumer
quality index (CQI). This framework was recently adopted as
leading principle for instruments that measure quality of care
from patients’ perspective in different health care sectors in the
Netherlands. Aim of the presentation is to describe the general
principles of the CQI framework and to present details on how
the instruments can be used.
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Methods
CQI instruments are based on a multi-phase development
process, starting with focus group discussions and/or in-depth
interviews and ending with large scale quantitative testing. Part
of the process is also the use of expert panels. We will illustrate
the use of the different techniques and give examples of how
they are used in the CQI development process.
Results
Approximately 20 different CQI instruments are (being) devel-
oped, ranging from disease specific instruments till instruments
that can be used in health care sectors. A standardized set
of questions covering different quality of care dimensions is
available to be used in all CQI instruments. Relevant case mix
adjusters were selected and used in the instruments developed
so far. CQI instruments have revealed good psychometric char-
acteristics, as well as the ability to discriminate between different
providers. Information derived from CQI instruments was
successfully translated in public choice information. Examples
of the way CQI information can be used will be presented.
Conclusions
The CQI framework has been accepted as leading principle to
measure user views in the Netherlands. Developments show
that the introduction of CQI instruments provides a basis for
quality assessment and improvement initiatives based on
shared decision making between the different parties involved
with the patient in the drivers’ seat.

Constructing a consumer quality index: Which aspects
of health care do consumers find important and what
are their experiences with the health care?
Marloes Zuidgeest

M Zuidgeest1, HJ Sixma1, T Gelsema1, DMJ Delnoij2
1NIVEL – Netherlands institute for health services research, Utrecht,
The Netherlands and
2CKZ – Centre for Consumer Experiences in Healthcare, Utrecht,
The Netherlands

Background
Consumer quality index (CQI) questionnaires have been
developed to measure the quality of care from patients’
perspective. The development of a CQI questionnaire involves
four stages: the preparing phase, the constructing phase, the
psychometric testing phase and the analysis of discriminative
power of the questionnaire. This presentation illustrates the
constructing and psychometric testing phase of the CQI Hip
and knee surgery.
Methods
Constructing phase: Three focus group discussions with hip
and knee patients (n= 31) were held to find out which quality-
of-care aspects are important to patients. The aspects that were
mentioned in the focus groups were included in the CQI
questionnaire. The questionnaire contained questions on how
important the aspects are to respondents and what their
experiences are with the aspects. A draft version of the
questionnaire was adjusted on basis of remarks from patients
and experts in the field.
In the psychometric testing phase the questionnaire was sent to
2456 respondents who had undergone a hip or knee surgery.
Item and inter-item analysis, factor analysis and reliability
analysis were performed to test the internal consistency and
validity of the CQ hip and knee surgery.
Results
Quality aspects mentioned in the focus group discussions
were: conduct of employees, information, waiting time until
operation, anaesthesia, physiotherapy and home care. 1686
returned questionnaires (69%) were analysed. Factor analysis
revealed 7 factors. The reliabilities (Cronbach’s alpha) of con-
structed scales varied from 0.65 to 0.91 that indicate acceptable
to good scales. Content validity was assured by involvement of
patients in the development of the questionnaire.
Conclusions
The CQI hip and knee surgery and CQI questionnaires
in general have proven to be valid and reliable instruments

for measuring the quality of care from the patients’
perspective.

Comparative health care information: Consumer
quality index (CQI) information on differences
between providers
Olga Damman

OC Damman1, JH Stubbe1, AHM Triemstra1, P Spreeuwenberg1,
DMJ Delnoij2
1NIVEL - Netherlands institute for health services research, Utrecht,
The Netherlands and
2CKZ – Centre for Consumer Experiences in Healthcare, Utrecht,
The Netherlands

Background
Public reporting on health care performances has become
an important quality-improvement instrument. In the
Netherlands, consumer quality index (CQI) questionnaires are
currently being used to assess patients’ experiences with various
domains of the health care system. An important question is
whether CQI questionnaires are able to measure differences
between health care providers, so called discriminative power.
Methods
Two CQI questionnaires were tested on their discriminative
power by multilevel regression analyses: the CQI hip and knee
surgery and the CQI nursing homes and home care. 1,508
respondents from 43 hospitals filled in the CQI hip and knee
surgery, and 2,386 clients from 92 nursing homes and 1,363
clients from 19 home care providers filled in the CQI nursing
homes and home care. Intra-class correlations (ICC) were
calculated to evaluate whether patients’ experiences depend
partly on the hospital or organization in which they were
treated.
Results
Multilevel analyses showed that health care providers account
for part of the variance in patients’ experiences with quality of
care. However, some outcome variables did not differ
significantly between providers. The ICCs varied from 0.00
to 0.04 for different quality aspects in the CQI hip and knee
surgery. When the CQI nursing homes and home care was
concerned, the ICCs ranged from 0.04 to 0.38 on quality
aspects of nursing homes, and from 0.00 to 0.13 on quality
aspects of home care providers.
Conclusions
Use of CQI instruments allows comparisons between health
care providers on several dimensions of quality of health care
seen from patients’ perspective. Discriminative qualities differ
across distinct domains of health care. Furthermore, discrimi-
native qualities vary across quality aspects within these
domains which indicates heterogeneity of quality differences
across the health care system.

Have the performances of Dutch health plans
changed over the years? A comparison with
the consumer quality index health care and
health insurer
Michelle Hendriks

M Hendriks1, OC Damman1, P Spreeuwenberg1, DMJ Delnoij2
1NIVEL - Netherlands institute for health services research, Utrecht,
The Netherlands and
2CKZ – Centre for Consumer Experiences in Healthcare, Utrecht,
The Netherlands

Background
Many countries have introduced some form of managed
competition in their health care system. To choose the health
care provider or health plan that best fits their needs,
consumers need comparative quality information. In the
Netherlands, consumer quality index (CQI) questionnaires
are used to assess the quality of care from consumers’
perspective. The CQI health care and health insurer has been
administered for several years now. An important question is
whether this questionnaire is able to monitor changes in
consumers’ experiences over the years.
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Methods
Consumers were asked to fill in the CQI health care and health
insurer. In 2005, 13 819 respondents of 30 health plans filled
in the questionnaire. In 2006, 8266 respondents of 32 health
plans returned the questionnaire. For 2007, 34 health plans
have been requested to select addresses of 750 consumers each.
Results
Only the results of 2005 and 2006 are yet available. Multilevel
analyses were used to compare experiences with the health
plans. In both 2005 and 2006, experiences with the service of
health plans differed between health plans (all �2s > 5.19,
Ps < .05). In general, the belonging intra-class correlations
(ICC) increased from 2005 to 2006. Concerning provided

health care, only in 2005 the accessibility of care differed
slightly between health plans �2 = 4.31, P< .05). The results of
2007 will be added and direct comparisons over the years will
be made.
Conclusions
Preliminary results revealed that health plans mainly differed
concerning the service they provide and that these differences
increased from 2005 to 2006. The upcoming results of 2007
will reveal whether these differences have increased further and
whether also differences concerning the provided health care
have emerged. CQI questionnaires appear to be a useful tool to
monitor changes in the provided health care seen from
consumers’ perspective.

2.4. Socio-economic Inequalities
in Chronic Diseases

Trends in socioeconomic differences in self-reported
depressiveness during 1979–2002 in Finland
Kirsi Talala

K Talala1*, T Huurre2, H Aro2, T Martelin3, R Prättälä1

National Public Health Institute, Helsinki, Finland:
1Department of Health Promotion and Chronic Disease Prevention
2Department of Mental Health and Alcohol Research and
3Department of Health and Functional Capacity
*Contact details: kirsi.talala@ktl.fi

Background
Socio-economic differences in depression are well reported,
but there are only few studies concerning changes in these over
time. The aim of this study was to assess trends in
socioeconomic differences in self-reported depressiveness
over the time period 1979–2002 in Finland.
Methods
Data source was a representative repeated cross sectional
survey ‘health behaviour and health among the finnish adult
population’ (AVTK) linked with socioeconomic register data
from Statistics Finland, years 1979–2002 (N= 71290; response
rate 75%). Depressiveness was measured by a single item
question. Socio-economic factors included education, employ-
ment status and household income. Main analyses were
conducted by multiple logistic regression.
Results
Depressiveness decreased in women and remained nearly at the
same level in men during the past 24 years. We found socio-
economic inequalities in depressiveness; unemployed, retired
and those in lowest household income group had an elevated
risk for being depressed. However, we found no evidence of
change over time in the cross-sectional trends of socio-
economic inequalities. The pattern of inequality was fairly
similar for different indicators of socioeconomic status in both
men and women.
Conclusions
Socio-economic inequalities in mental health still exist in spite
of public health attempts to reduce them. The findings that
inequalities in depression persisted with approximately the
same magnitude over the recent 24 years underline the
necessity of more effective preventive politics that aim to
reduce these inequalities.

Trends in coronary heart disease and stroke mortality
among migrants in England and Wales, 1979–2003
Alison Teyhan

A Teyhan1*, S Harding1, M Rosato2

1Medical Research Council, Social and Public Health Sciences Unit,
Glasgow, Scotland and
2Department of Epidemiology and Public Health, Queen’s University,
Belfast, Northern Ireland
*Contact details: alison-t@msoc.mrc.gla.ac.uk

Background
Some migrant groups to England and Wales experience
different levels of coronary heart disease mortality, both

when compared against the national average and against each
other: for example, excess rates in South Asians and lower rates
in those Caribbean and African born. We examine latest trends
in migrant mortality.
Methods
Design: Cross-sectional.
Outcome measures: Age-standardized and sex-specific death
rates and rate ratios (rates for England and Wales born =
reference) for migrants, 1979–83, 1989–93 and 1999–2003.
Results
Coronary mortality fell for all migrant groups, more so in
the second decade than the first. Rate ratios for coronary
mortality remained higher for men and women from Scotland,
Ireland and South Asia, and lower for men from Jamaica,
other Caribbean countries, West Africa, Italy and Spain.
As a result of smaller declines in death rates than those
born in England and Wales, rate ratios increased for men
from Pakistan (1979–83: 1.14, 1.04–1.25; 1999–2003:
1.93, 1.81–2.06), Bangladesh (1979–83: 1.36, 1.15–1.60;
1999–2003: 2.11, 1.90–2.34), Republic of Ireland (1979–1983:
1.18, 1.15–1.21; 1999–2003: 1.45, 1.39–1.52) and Poland
(1979–83: 1.17, 1.09–1.25; 1999–2003: 1.97, 1.57–2.47), and
for women from Jamaica (1979–83: 0.63, 0.52–0.77;
1999–2003: 1.23, 1.06–1.42) and Pakistan (1979–83: 1.14,
0.88–1.47;1999–2003: 2.45, 2.19–2.74).
Rate ratios for stroke mortality remained consistently higher for
migrants. As a result of smaller declines, rate ratios increased
for men from Pakistan (1979–1983: 0.99, 0.76–1.29; 1999–2003:
1.58, 1.35–1.85), Scotland (1979–1983: 1.11, 1.04–1.19; 1999–
2003: 1.30, 1.19–1.42) and Republic of Ireland (1979–1983:
1.27, 1.19–1.36; 1999–2003: 1.67, 1.52–1.84).

Conclusion
For groups with higher mortality than England and Wales born,
mortality remained higher. Smaller declines led to increasing
disparities for some groups and to excess coronary mortality for
women from Jamaica. Maximizing the coverage of prevention
and treatment programmes for all groups is critical.

Socioeconomic inequalities in lung cancer incidence:
does smoking consumption explain them all?
Gwenn Menvielle

G Menvielle1,2*, H Boshuizen1, AE Kunst2, BH Bueno de Mesquita1,
Bergmann MM3, SO Dalton4, P Ferrari5, S Hermann6, P Vineis7
1RIVM, Bilthoven, The Netherlands
2Erasmus MC, Rotterdam, The Netherlands
3German Institue of Human Nutrition, Postdam, Germany
4Danish Cancer Society, Copenhagen, Denmark
5IARC, Lyon, France
6German Cancer Research Centre, Heidelberg, Germany and
7Imperial College, London, UK
*Contact details: Gwenn.Menvielle@st-maurice.inserm.fr
Background
Studies consistently reported socioeconomic inequalities
in lung cancer incidence with higher incidence rates among
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subjects with lower socioeconomic status. A better under-
standing of the mechanisms underlying these inequalities is a
scientific challenge to tackle socioeconomic inequalities in lung
cancer. Smoking is a major risk factor for lung cancer.
However, the few studies conducted on this topic consistently
found that smoking only partly (up to 40%) explained these
inequalities. There may nevertheless be residual confounding
due to misclassification of smoking. Furthermore, even though
geographical differences are observed in inequalities in lung
cancer incidence, no explanatory study for a series of countries
in parallel has been conducted until now to try to understand
these differences.
The objective of this study is to investigate the role of smoking
and diet in explaining socioeconomic inequalities in lung
cancer incidence in several European countries.
Methods
The EPIC study is a prospective cohort study including around
500 000 individuals conducted in 10 European countries.
Information on smoking (history, quantity) and diet was
collected at baseline. Socioeconomic position was measured
using educational level. Relative risks (RR) and relative indices
of inequality (RII) were computed with Cox regression models.
Analyses included 931 lung cancer cases among men and 810
among women.
Results
Educational differences in lung cancer incidence were observed
among men and women, with higher incidence rates among
lower educated people; they were larger among men
[RIImen = 3.31 (95% confidence interval 2.54–4.31),
RIIwomen = 1.82 (1.41–2.35)). Inequalities decreased by 50%
after adjustment for smoking, but they remained significant
[RIImen = 2.16 (1.65–2.83), RIIwomen = 1.41 (1.08–1.84)].
Inequalities were observed in Northern Europe (Norway,
Sweden, Denmark, Netherlands, UK) both among men and
women whereas no inequalities were found among men
from Southern Europe (Spain, Italy, Greece) and even reverse
inequalities, although not significant, were observed among
women from Southern Europe. In Northern Europe and among
women in Southern Europe adjustment for smoking partly
reduced inequalities towards unity. The results differed by
histological type: inequalities were larger for small cell carci-
noma (among men) and squamous cell carcinoma (among
men and women). After adjustment for smoking, estimates
decreased by 50% among men. Among women, we observed a
70%-decrease for small cell carcinoma, a 35%decrease for
squamous carcinoma and no inequalities were even observed
for adenocarcinoma. Further adjustment for fruit and vegetable
consumption never changed the estimates.
Conclusions
This study reveals that smoking consistently explains 50% of
educational differences in lung cancer incidence. Fruit and
vegetable consumption does not explain any additional educa-
tional differences. Residual confounding due to smoking can
not be totally ruled out. Nevertheless, other risk factors,
possibly interacting with smoking, may play a role in explaining
socioeconomic inequalities in lung cancer incidence. As lung
cancer is one of the most common cancer in Europe and a large
contributor to socioeconomic inequalities in cancer incidence,
further research both investigating the role of smoking and
other risk factors is highly needed to try to better understand
the underlying mechanisms for socioeconomic inequalities in
lung cancer incidence. In any case, reducing smoking, in the
whole population but especially among low educated subjects,
would reduce the population health burden associated with
social inequality in lung cancer considerably.

Social inequalities in chronic diseases in the
Reg Capital of Denmark
Charlotte Glümer

C Glümer*, HH Hilding-Nørkjær
Research Centre for Prevention and Health, Capital Region of Denmark
*Contact details: chgl@glo.regionh.dk

Background
In Denmark, the responsibility for primary prevention has
been assigned from the counties to the municipalities. To make
priorities between prevention strategies, the knowledge of
disease distribution is essential. The aim of this paper is to
compare the prevalence of the chronic diseases coronary heart
disease (CHD), diabetes (DM), cancer and chronic obstructive
lung disease (COLD) among 38 municipalities in the Capital
Region of Denmark. Furthermore, to examine whether any
social gradient in the disease distribution across the munici-
palities is seen.
Methods
The study population comprised all 1.6 million people living in
the Capital Region of Denmark the 01.01.2006. Data are based
on information from The National Patient Registry including
information since 1995 on admissions to the hospitals and
contacts to the out-patient clinics. Furthermore, information
on drug prescriptions is used. The diseases are defined using
the ICD-10 classification and drug prescriptions in combina-
tion. The 38 municipalities are categorised in four social classes
according to the distribution of income, educational level and
vocation. The prevalence of disease is calculated by munici-
pality. OR’s of having a disease compared to the mean of the
region are estimated.
Results
In both men (m) and women (w) a wide range in the
prevalence of diseases was observed. For both gender the
prevalence was CHD: 5–12.5%, DM: 2–5.5%, cancer: 2.5–5.5%
and COLD: 12.0–17.5%, respectively. Compared to the mean
of the region the odds of having a disease are higher in the
lowest social class municipalities (OR: CHD: w: 1.3, m: 1.3;
DM: w: 2.1, m: 1.4; cancer: w: 0.8, m: 1.0; COLD: w: 1.2, m:
1.1), and lower in the highest social class municipalities (OR:
CHD: w: 0.7, m: 0.7; DM: w: 0.6, m: 0.7; cancer: w: 1.2, m: 1.0;
COLD: w: 0.7, m: 0.8) with cancer as the only exception.
Conclusions
The prevalence of chronic diseases is considerably high in the
Capital Region of Denmark. Individuals living in low social
class municipalities are more likely to be ill than individuals
from the high social class municipalities. Hence, it is crucial
that low social class municipalities pay attention to primary
prevention of diseases.

Socioeconomic disparities in getting cervical cancer
screening among Korean women: Trends between
1995–2001
Minah Kang Kim

SN Jang1*, SI Cho2, K Jung-Choi3, JA Lee2, SY Lim4, M Kang Kim4

1Institute of Health and Environment, Seoul National University
2Graduate School of Public Health, Seoul National University
3Department of Occupational and Environmental Medicine, KyungHee
University Medical Center
4Department of Public Administration, College of Social Sciences, Ewha
Womans University
*Contact details: jysr@snu.ac.kr

Background
While cervical cancer is one of the most common cancer
globally among women and despite the fact that effective early
detection tests are available, participation rates in the cervical
cancer screening among Korean women were known to be still
low. After the nationwide efforts in the late 1990s to encourage
the receipt of cervical cancer screening, there was no systematic
study conducted to evaluate the screening promotion efforts.
The purpose of this study was to investigate 1) the trends in
screening rates among Korean women 30 years old and over
between 1995 and 2001, 2) the amount of socioeconomic
disparities in receiving the cervical cancer screening and 3) if
there was an improvement in reducing the disparities during
the time.
Methods
Using data from the Korean National Health and Nutrition
Examination Survey in 1995, 1998, 2001, (sample size of
2.297, 3.738, 3.283) trends in the rate of getting the cervical
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cancer screening among Korean women were examined. Also,
age-standardized attendance rates were compared between
groups with different educational levels, equivalized household
income and job status. Odds ratios and relative inequality
index (RII) were also calculated after controlling for age,
marital status and region.
Results
Despite the national efforts to raise the cervical cancer
screening rates, the rates were still low compared to those in
other countries. The screening rates among women in their
fifties were increased from 38.1% to 42.0%. The screening rate
of elderly women above 60 years old were still at a very low
rate, but there was a significant increase, from 15.5% to 19.2%.
Younger women, between 30 and 49 years old, were more
likely to receive the screening (at around 50%), compared to
older women, but the rates have not changed much during the
time. In all age groups, women with higher education were
more likely to attend the screening test and the disparities by
educational level were most pronounced among women above
50 years old. RIIs were 2.23, 2.16, 2.71 in 1995, 1998, 2001,
respectively among 50–59 years old women, and 3.41, 4.34,
8.16 in each years among the 60 years old and over. Higher
rates of attendance were reported among those in the highest
income category. In 2001, beneficiaries in the Korean Medicaid
programme have attended more, compared with those who
were just above the poverty level. An inconsistent trend in
attendance rate of cervical cancer screening by occupational
level were found.
Conclusions
From 1995 to 2001, the disparity of attendance in cervical
cancer screening by education and income seemed to decrease
among women in their thirties. However there were still
stepwise shaped disparities among women who are 50 years
old and over, by their socioeconomic positions. Improvement
in attendance rate among the Medicaid beneficiaries was
noticeable in 2001, but the rates among the people near at the
poverty level stayed at the same level. This could be explained
by the National cancer screening programme started on the
latter half of 1990’s, which provided a free screening
programme for the people in poverty. These results show
that we need more aggressive interventions and policy
programmes to increase the participation in the screening
programme and to eliminate the remaining disparities.

Graft survival after kidney transplantation
in France of non-French patients and French
patients living in overseas territories
Christelle Cantrelle

C Cantrelle*, E Luciolli, F Aubin, B Loty, P Tuppin
Agence de la biomédecine, Saint Denis, France
*Contact details: christelle.cantrelle@biomedecine.fr

Background
Foreigners, whether living in France or in their country of
origin, may undergo kidney transplantation. French citizen
living in French Overseas Territories (FOT) and African from
sub-Saharan Africa were found to wait significantly longer
than patients with other citizenship. Then, we compared
kidney graft survival according to citizenship.
Methods
Patients registered on the French national kidney waiting
between 1996 and 2005 and grafted before 2006 were included
(n= 17836). Patients with living donation and those with
missing citizenship were excluded (16 663 patients). Out of
these patients, 9% were foreigners (0.5% Greek, 1.1% Italian,
1.5% other European, 3.4% North African, 1.6 Sub-Saharan
African, 0.9% other) and 3% were French nationals living in
FOT. Kaplan–Meier and Cox’s models were used.
Results
Using Kaplan–Meier analysis, no significant difference in
graft survival was observed between groups (P= 0.088). Five
years graft survivals were respectively: 80.3% for French
citizens, 70.1% and 77.5% for French living in Caribbean
islands and other French FOT, 81.8% for other Europeans,
80.2% for North African and 78.2% for Sub-Saharan African.
In univariate analysis, overall graft survival was signi-
ficantly lower for patients living in Caribbean islands
(HR = 1.5, P= 0.011) compared to French citizens living in
mainland.
Adjusted analysis for factors significantly associated to graft
survival (recipient sex, age, cause of end-stage renal disease,
prior kidney and multiple transplantation, PRA level, time on
dialysis before graft and on waiting list, type of dialysis,
number of HLA mismatches, cold ischemia time, year or graft,
and for donor sex, age and cause of death, hypertension,
diabetes mellitus and creatinine) show no significant difference
in graft survival remains.
Compared to French citizens living in mainland, HR were
respectively 1.37 for French Caribbean FOT (p = 0.07), 1.13 for
other French FOT (P= 0.40), 0.84 for Europeans (P= 0.26),
0.92 for Maghrebians (P= 0.45), 1.00 for Sub-Saharan Africans
(P= 0.98) and 0.92 for other citizenships (P= 0.74).
Conclusions
There is no significant graft survival difference according
to citizenship in France. It should be noted that access to
waiting list until 2004 was more difficult for patient living in
French Caribbean Islands before the creation of a transplant
team and survival for patients from sub-Saharan Africa grafted
in France mainland is equivalent to French citizen living in
mainland. Those patients have health care coverage (trans-
plantation and follow-up) similar to that of French nationals.
The principal limitations of this study were the lack of
power and the use of the citizenship rather than ethnicity of
the patients.

2.5. Infectious Diseases

Comparison of self-taken vaginal swabs (SVS) and
first catch-urine (FCU) with a combined specimen
of SVS and FCU for the diagnosis of Chlamydia
trachomatis with two amplified DNA assays
Elfi Brouwers

EHG Brouwers1*, L van Dommelen2, SA Morré2,3, CA Bruggeman2,
CJPA Hoebe1,2
1Department of Infectious Diseases, South Limburg Municipal Public Health
Service, The Netherlands
2Medical Microbiology, Maastricht Infection Centre, University Hospital
Maastricht, P.O. Box 5800, 6200 AZ Maastricht, The Netherlands and
3Department of Pathology, Laboratory of Immunogenetics, Section
Immunogenetics of Infectious Diseases, & Department of Internal Medicine,
Section Infectious Diseases, VU University Medical Center, Amsterdam,
The Netherlands
*Contact details: elfi.brouwers@ggdzl.nl

Background
CT is most prevalent bacterial sexual transmitted disease, yet
willingness to undergo traditional gynaecologic STD testing is
limited. Efforts to enhance compliance with testing among
at-risk women are needed. The use of a self-taken vaginal
swab (SVS) and first-catch urine samples (FCU) appropriate
specimens for highly sensitive STD diagnosis. They are
acceptable and feasible approaches to improve adherence to
STD-testing in young women. Prior studies showed highest
sensitivity when both tests were done separately.
Objective and study design
The objective is to study the laboratory performance of three
different testing approaches to find the most sensitive one-
sample test procedure with two amplified DNA assays: Strand
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displacement amplification assay (SDA) of Becton Dickinson
(ProbeTec ET system, Maryland, USA) and polymerase chain
reaction (PCR) by Roche Diagnostics Inc. (Cobas Amplicor
system, California, USA). We compared both one-sample
approaches SVS and FCU with a combined specimen of SVS
and FCU in one test (combi) for the diagnosis of Chlamydia
trachomatis.
Methods
Participants of this cross-sectional survey were 735 women
(11% was commercial sex worker) who attended our STD-
clinic in 2006. The SDA group were 371 women (mean age
28.3 years; range 16–57 years) who were tested by SVS and
combi. The PCR group were 364 women (mean age 24.5 years;
range 16–62 years) who were tested by SVS, urine and combi.
We compared percentage CT positive in the individual test
results to percentage CT positive in at least one of the
specimens.
Results
CT was diagnosed in 12.8% (94/735) at least one of the
specimens. CT positivity in at least one test of the SDA group
was 13.5%: 12.9% (48/371) in SVS and 13.5% (50/37) in the
combi (2 discrepant results). CT positivity at least one test
of the PCR group was 12.1% (44/364): 10.7% (39/364) in
urine, 11.3% (41/364) in SVS and 10.7% (39/364) in combi
(nine discrepant results).
Conclusions
A combined specimen of SVS and FCU in one test does
perform better in the SDA group but not in the PCR group.
SVS performs best in the PCR group although some CT
positives are missed.

The impact of hepatitis B vaccination and of sexual
behaviour among men who have sex with men in
Amsterdam
Maria Xiridou

M Xiridou1*, J Wallinga1, N Dukers2,3, R Coutinho1,3

1National Institute of Public Health and Environment, Bilthoven
2Municipal Health Service of Amsterdam and
3Academic Medical Centre, University of Amsterdam, The Netherlands
*Contact details: maria.xiridou@rivm.nl

Background
Hepatitis B vaccination of men who have sex with men (MSM)
was initiated in Amsterdam in 1998. Until 2003, 10% of MSM
received the three-dose vaccine, but only marginal declines in
the incidence of the infection were observed. This might be
explained by increases in sexual behaviour, counterbalancing
the impact of vaccination. The study evaluates the impact of
vaccination and how that is affected by changes in sexual
behaviour.
Methods
A simple mathematical model was used to describe the spread
of hepatitis B virus (HBV) among MSM. Data from the
Amsterdam Cohort Studies among homosexual men were used
to estimate parameters on sexual behaviour.
Results
Before the introduction of vaccination, HBV incidence was 194
(interquartile range, IQR, 108–276) infections per 100 000 per
year. More than half of new infections are attributed to persons
with chronic infection. With the current vaccination level, the
decrease in incidence is slow (it takes more than 20 years until
incidence decreases by half) and temporary (eventually
incidence will stabilize at an endemic level). The decrease is
faster and lasting if vaccination coverage is increased or
compliance is higher among the most sexually active. If risk
behaviour increases among the high-risk men, incidence will
increase above the pre-vaccination level, but increases among
the low-risk men will hardly affect the epidemic.
Conclusions
The current vaccination campaign will have a limited impact
on HBV incidence in the beginning, but in time large
reductions can be expected. Intensifying the campaign is of
outmost importance, as well as preventing any further

increases in sexual behaviour. Both vaccination and behav-
ioural policies should focus on the most sexually active men.

Transmission of sporadic Creutzfeldt-Jakob Disease
(sCJD) by surgery in Denmark and Sweden
Jesús de Pedro-Cuesta

J de Pedro-Cuesta1*, I Mahillo1, M Cruz2, H Laursen3, K Mølbak4,
A Siden2

1Department of Applied Epidemiology. National Center for Epidemiology,
Carlos III Institute of Health, Madrid, Spain
2Department of Clinical Neurosciences, Neurology Division, Karolinska
Institutet, Stockholm, Sweden
3Neuropathology Laboratory, Rigshospitalet, Copenhagen.Denmark and
4Department of Epidemiology, Statens Serum Institut, Copenhagen.
Denmark
*Contact details: jpedro@isciii.es

Background
sCJD has been recently monitored and, in accordance with
results of two recent case-control studies, might be surgically
transmitted.
Methods
Surgical procedures at hospital discharges were obtained
from the national hospital discharge registries for: a) 167
sCJD, cases with onset in 1987–2003 identified from same
source, surveillance and cause-of-death registries and b) 835
age- sex- and residence-matched and 2224 not matched,
controls randomly identified from registered resident popu-
lations. Surgery was classified by body-system groups
according to national classifications of surgical procedures
and assigned to arbitrarily delimited life-time periods
preceding clinical onset in cases and corresponding index
dates in controls. Frequencies of surgical discharges for
specific body systems during each period were compared
using logistic regression.
Results
10 536 discharges, 41.6% of them surgical, were studied. When
excluding endoscopic procedures, minor surgery and other
procedures, and when compared to matched and not-matched
controls, all body systems surgery was significantly associated
to sCJD when conducted 20 or more years before clinical
onset/index date, OR 2.44, 95%CI = 1.46–4.07 and 2.25
95%CI = 1.48–3.44 respectively, with a dose-response effect
OR 2.25, 95%CI = 1.48–3.44 for individuals with two or more
surgical discharges and a lineal increase of risk per surgical
discharge OR 1.50 95%CI (1.19–1.90) from unmatched
comparison. When conducted 10 to 19 more years before
clinical onset/index date the associations were OR 1.44,
95%CI = 0.99–2.08 and 1.40 95%CI = 0.99–1.98. Procedures
with statistically significant risk excess in comparisons with
both types of controls were those conducted 20 or more years
before clinical onset on peripheral vessels, digestive system and
spleen, and female genital organs, which when comparing with
not-matched controls gave OR 4.99 95%CI = 1.37–18.23, 2.72
95%CI = 1.34–5.55 and 2.17 95%CI = 1.08–4.36.
Conclusions
Taking into account biologically plausible length of incubation
periods, reported life-time frequency of surgery and our
statistically significant results, sCJD might essentially consti-
tute an up to date overlooked nosocomial infection.

A newly detected TBE focus in the south-eastern
part of Sweden: a follow-up study of TBEV
seroprevalence, 1991 and 2002
Louise Stjernberg

L Stjernberg1,2*, K Holmkvist1, J Berglund1,2

1Blekinge Institute for Research and Development and
2School of Health Science, Blekinge Institute of Technology, Karlskrona,
Sweden
*Contact details: louise.stjernberg@bth.se

Background
In 2002, two cases of tick-borne encephalitis were diagnosed
among inhabitants living in a tick endemic area on the island
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of Aspö in south-eastern Sweden. During the previous 25
years, only two additional cases had been diagnosed in that
region of Sweden. To study presence and evolution of
seroprevalence of antibodies to the tick-borne encephalitis
virus we carried out a follow-up study, comparing inhabitants’
immunoglobulin G antibody levels against the virus in blood
samples drawn in 1991 and 2002.
Methods
The island of Aspö is located in the south-eastern archipelago
by the Baltic Sea in the county of Blekinge, Sweden.
Due to the confirmed cases of tick-borne encephalitis,
permanent and part-time residents were offered tick-borne
encephalitis vaccination in the autumn of 2002. Blood samples
were collected and analysed by the two-step enzyme-linked
immunosorbent assay to detect immunoglobulin G antibodies
against tick-borne encephalitis virus. Also, questionnaires
including questions about sex, age, earlier history of and
previous vaccination against tick-borne encephalitis, residency
on Aspö, history of observed tick-bites and earlier history of
Lyme borreliosis and human granulocytic erhlichiosis, was
filled in. All those individuals who had participated in a study
on LB performed in 1991, and where available blood samples
made it possible to determine the seroprevalence of immu-
noglobulin G antibodies against tick-borne encephalitis virus,
were included in the follow-up.
Results
A significant increase in immunoglobulin G levels was seen
during the follow-up with 24 (12.0%) of 200 blood samples
being seropositive in 2002 versus 7 (3–5%) of 200 blood
samples in 1991. However, only five participants converted
from seronegative level during the 11 years follow-up and
one of these participants had been vaccinated against tick-
borne encephalitis during the observation period. In only
four of all positive sera from 2002, and in no sera from 1991,
were neutralizing antibodies against tick-borne encephalitis
virus demonstrated. Compared with women, significantly
more men were seropositive. In comparison with other age
groups the highest increase was seen in the age group 20–29
years. However, most seropostive levels were seen among
those >50 years.
Conclusions
Although we found seropositive blood samples in this area
already in 1991, the existence of tick-borne encephalitis virus
at that time is doubtful since no neutralizing antibodies against
tick-borne encephalitis virus were demonstrated. During the
11 years follow-up an obvious increase of tick-borne
encephalitis immunoglobulin G seropositive levels in humans
was seen. Recommending preventing measures, including
vaccination against tick-borne encephalitis is of importance
for people regularly staying in this endemic area.

Human immunodeficiency virus risk behaviour
among young adults raised in orphanages.
St-Petersburg, Russia
Olga Bogoliubova

ON Bogoliubova*
St-Petersburg State University, St-Petersburg, Russia
*Contact details: bogoliubova@yahoo.com

Background
There are now about 800 000 orphans in the Russian
Federation. While the birth rate is low, the number of orphans
is growing at an alarming rate. The number of orphans per
10 000 children in Russia is the highest in Europe. Upbringing
in an institution has detrimental effect on the development of
children. The consequences of family deprivation can continue
into adulthood and, coupled with the effects of social
exclusion, increase the vulnerability of adults raised in
orphanages. Almost 40% of orphanage graduates develop
addiction problems and 10% commit suicide. Large numbers
become homeless and/or get incarcerated. Today, when Russia
faces the epidemic of human immunodeficiency virus (HIV)

new issues are added to this list of hardships. The problems of
Russian orphans must now be viewed not only as a social
security concern but also as a public health issue. The purpose
of this study was to explore HIV risk behaviours of young
adults raised in orphanages.
Methods
The sample consisted of 173 men and women aged 18–25.
Participants were recruited from five specialized dormitories in
St-Petersburg. Demographic information questionnaire and
HIV risk behaviour self-report forms were used. These forms
included sections on sex behaviour and substance use.
Participation was anonymous. Frequency data analysis,
chi-squares and Pearson’s correlations were performed.
Results
Mean age of the sample was 19.6. Of all the study participants
63.6% reported having nine or less years of schooling, 43.9%
described their level of income as low, 15% were unemployed.
Nearly 70% of the sample reported being sexually active.
Consistent use of condoms was claimed by 24.4%, inconsistent
condom use was reported by 37% and 38.7% indicated
engaging in high risk sexual practices. Consistent condom use
was more often reported by men and high risk sexual
behaviour—by women (�2 = 4.64, P< 0.05). Additionally,
13.4% of the sample reported having a sexual partner who
was an intravenous drug user.
The majority of the sample consumed alcohol in the last three
months (96%). A significant proportion of the participants
have used illegal drugs: 38.2% have tried non-injecting drugs
and 9.8% have injected drugs. Among those who reported
injecting drugs 41% admitted current use and more than half
of those reported sharing needles. Subsequent analysis showed
that in this sample the frequency of alcohol use and injecting
drugs were positively related (r= .20, P< 0.01). Significant
correlations were found between risk in sex behavior and
intravenous drug use (r= .30, P< 0.01) as well as between risk
in sex behaviour and the frequency of alcohol consumption
(r= .35, P< 0.01).
Conclusions
The findings from the study indicate that young people raised
in Russian orphanages may be at increased risk for acquiring
HIV. The risks are related to both sex behaviour and substance
use. Though not directly related to HIV risk, increased alcohol
consumption was found to be interrelated with both
intravenous drug use and high risk sexual behaviour. It is
necessary to promote HIV prevention among adolescents and
young adults raised in orphanages. Risk reduction pro-
grammes must be specifically targeted to the needs of this
vulnerable population. More over, public health practitioners
and policy makers must join the social protection specialists in
an effort to reform the Russian system of care for the orphans:
child abandonment prevention and support of fostering will
significantly improve health and life perspectives of many
children and youths.

A new tool for the easy comparison of infectious
diseases developed for decision makers in public
health surveillance
Monica Wymann

MN Wymann*
Swiss Federal Office for Public Health and Swiss Tropical Institute, Bern/
Basel, Switzerland
*Contact details: monica.wymann@bag.admin.ch

Background
Decision makers need easy access to relevant information to
decide on which disease to include or exclude from national
surveillance systems. The challenge lies in the large number of
different diseases that compete for resources and in the variety
and respective weight of criteria to be considered in the
selection process. The aim of this project was the development
of an evidence-based tool for the easy comparison of infectious
diseases based on explicit and transparent criteria.
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Methods
Thirteen criteria were chosen in a first round for the comparison
of 52 selected pathogens. Nine were epidemiological criteria; the
other four were media interest, bioterrorist potential, other
sectors’ interest and the risk perception of the Swiss population.
For each selected disease information was extracted from the
Swiss national statistics, a literature review and a questionnaire
distributed among the Swiss population in 2007. The latter
served for the appraisal of the risk perception of infectious
diseases and their consequences by the Swiss population. Facing
emerging diseases and changing epidemiological patterns,
the dataset for each disease needs to be regularly updated.
Results
On a user-friendly platform diseases and criteria can be
selected on scroll-down menus. Values for each disease are

presented and compared to those of the other diseases. All 13
criteria can be selected for single-criteria comparison but also
sums of subgroups of criteria can be chosen or a total score
based on all criteria. In addition criteria were ranked based on
their perceived importance and weighted scores for subgroups
of criteria or the total weighted score can be selected for
comparison of diseases.
Conclusions
Depending on which criteria are chosen for comparison and
how the criteria are weighted, different priorities result. The
decision makers using our tool should therefore carefully
consider their choice of criteria and respective weight before
applying the tool. Keeping that in mind, our tool can serve as
the key element in national priority setting processes to
optimize disease-specific surveillance systems.

2.6. Health Promotion 2

Transnational empirical research into the healthy
lifestyle determinants of families in Hungary,
Poland, Czech Republic and Slovakia (2005–2007)
Klára Tarkó

K Tarkó*, Zs Benko00 , L Lippai, K Erdei
University of Szeged, Juhász Gyula Faculty of Education, Department of
Applied Health Sciences, Szeged, Hungary
*Contact details: tarko@jgypk.u-szeged.hu

Background
Lifestyle is the most decisive factor in the development of so-
called ‘manmade diseases’ and contains several risk factors.
From the areas of lifestyle our research focussed on nutrition,
free time habits, family customs, cultural habits and the value
system. The novelty of our research concept is studying the
tradition- and modernity-based elements of the above
domains, with the help of objective (researchers’ classing
respondents’ lifestyle to categories: traditional and modern)
and subjective (respondents’ class themselves into the above
categories) variables. One of our research questions referred to
the extent tradition and modernity is being influenced by
demographical and social factors. Giddens states, that
modernity influences lifestyle and tradition looses its grounds.
According to our hypothesis however, the case is the contrary:
the influence of tradition still prevails and, therefore, health
promotion needs to take into account traditional health and
lifestyle values.
Methods
Our first research method is a theoretical (national and
international) analysis of relevant concepts (e.g. family,
lifestyle, life-world, tradition, modernity, etc.). Our second
research method is a structured assisted questionnaire inter-
view on a community based representative sample, among 500
families/households (one adult member) from the adminis-
trative territory of Szeged (Hungary), Rybnyk (Poland),
Hradec Králové (Czech Republic) and Nitra (Slovakia) each.
The above cities combine urban and rural value-systems,
enabling us to have a better access to modern and traditional
lifestyle elements. National and transnational comparative
statistical (SPSS) and content analysis were performed.
Results
On the level of the transnational research sample, the
subjective (subj.) and the objective (obj.) variables behind
lifestyle underline the dominance of tradition in families’
nutrition (subj.: 68.1%; obj.: 36.3%), free time activities (subj.:
71.9%; obj.: 31.0%), family habits (subj.: 62.7%; obj.: 45.8%),
cultural habits (subj.: 70.3%; obj.: 54.8%) and value system
(subj.: 74.4%; obj.: 41.5%), confirming our main hypothesis.
Comparing our four countries with regard to the five topics
under study, Hungary has no leading position in terms of
either the objective, or the subjective ‘tradition’ indicator.
Poland proved to be the most traditional according to the
objective indicator in the case of free time and its value system

is the most traditional according to both investigation criteria.
The sample of the Czech Republic obtained several first
positions: objectively, it proved to be the most ‘traditional’ in
the areas of nutrition, family and cultural habits, respectively.
The Slovakian sample proved to be the most ‘traditional’ of the
four countries according to the subjective classification on four
occasions (nutrition, cultural, free time and family habits.
Conclusions
Our results indicate that emotion-based health promotion,
affective motivation and facilitation activity should be built on
traditional health and lifestyle values. In designing and
initiating public health and health care programmes and
activities, it is important to put healthy elements residing in
traditionality into the foreground.

Health literacy—Is there a social gradient in
Switzerland?
Kathrin Sommerhalder

K Sommerhalder*, T Abel
Institute of Social and Preventive Medicine, University of Bern, Bern,
Switzerland
*Contact details: ksommerhalder@ispm.unibe.ch

Background
In health literacy the ability to understand, discuss, critically
analyse, and use health information in order to act in a healthy
manner in the context of everyday life is key. Studies with
patient groups show that health literacy is unequally
distributed. However, studies that move beyond the health
care system are rare. This study investigates the degree of
health literacy and its association with social characteristics
and health status within the Swiss, German and French
speaking population.
Methods
A total of 705 randomly selected Swiss citizens aged 18–84
years were interviewed face to face with a standardized
questionnaire. Self-rated health literacy was measured by five
questions. Socio-economic and sociodemographic factors were
measured by education, income, age and gender; health by self-
perceived health status. Descriptive statistics were used to
calculate people’s degree of health literacy; bivariate statistics
were used to test differences in health literacy across
sociodemographic groups, socioeconomic strata and groups
with different health status.
Results
About two-thirds of the sample assessed their health literacy as
good, 5–10% described it as poor, and 25% assessed their
health literacy in between. Poor health literacy was significantly
more likely within specific population groups on all five items:
Older people (>64 years) were more likely to perceive their
health literacy as low (P< .001). Likewise, people with low
education (P< .001) and low income level (P< .05) reported
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lower health literacy than those of higher socioeconomic
groups. In addition, low self-perceived health status was
significantly associated with low health literacy (P< .001).
There were no differences between gender groups on the
degree of health literacy.
Conclusions
These results show that the majority of the Swiss, German and
French speaking citizens perceive their health literacy as good.
However, old people, members of low socioeconomic groups,
and people with low health status are disadvantaged with
respect to their health literacy. The findings provide empirical
evidence that health literacy is associated with social and health
inequalities. Further research is needed in order to better
understand the mechanisms that link health literacy with
health and social inequalities.

Factors influencing attitudes of mass media
on tobacco control
Nino Naneishvili

K Gvinianidze1*, N Naneishvili2
1Institute of Public Health, Tbilisi and
2Association of Synergetic Medicine, Tbilisi, Georgia
*Contact details: gvinianidze@hotmail.com

Background
Mass media plays an important role in tobacco smoking
behaviours; in particular, media can affect public and other
stakeholder attitudes (including government) on such issues as
tobacco use. Such factors as weak legislation and limited
implementation, scarce prevention/cessation programmes, lack
of political will and the extensive influence of the tobacco
industry are the main barriers in tobacco control in Georgia.
Understanding of knowledge, attitudes and practice of mass
media on tobacco and related factors is important in order to
increase the effectiveness of this sector in tobacco control and
other public health fields. The project ‘Educational support of
mass media for ratification and implementation of the
Framework Convention for Tobacco Control (FCTC)’ focused
on strengthening the actions of the Georgian media on FCTC
ratification and implementation.
Methods
Two following methods were used:
1. Carried out media monitoring, consisting of analysis of the
frequency, type and quality of tobacco and tobacco control-
related material covered by the media. Media monitoring
included visual inspection, press and TV programme analysis.
The monitoring was conducted during 2 months on all main
channels of mass media of Georgia.
2. Conducted in depth interviews with media representatives
focussed on describing level of information and attitudes
toward tobacco control. The interviews included questions
regarding knowledge, practice and attitudes towards the
principles of FCTC and tobacco control. Representatives of
all main TV channels, news agencies and newspapers in
Georgia were interviewed. The data was analysed using an
encoding-content analysis method.
Results
Analysis of media-monitoring found that 70% of all published
materials about tobacco contained neutral messages. Twenty
seven percent contained positive messages about tobacco
control, and only 4% ‘pro-industry’ messages. The neutral
messages included short description of facts about tobacco,
mostly about smuggling or illegal trade. Support of tobacco
control principles, such as FCTC ratification and implementa-
tion, cessation, tobacco related diseases and others, where
main themes of positive messages. ‘Pro-industry’ messages
included information against high prices on tobacco products
and against FCTC ratification.
A main finding of this study is that there is a lack of
information and low level of reality of the materials on tobacco
control in Georgia. In addition, limited media contact on this
issue, as most messages that do not satisfy actuality, an

important criteria for the conduct of journalism, leads to a
deficit of information and motivation.
Conclusions
Concerns about tobacco control do not effectively reach
journalists and society. Although, journalists and adminis-
trators of media channels and press interviewed in this study,
were in favour of publishing materials against tobacco, if those
materials had a factual value for them. From this study, we can
conclude that there is an untapped potential of utilizing
Georgian media as a resource for tobacco control.

High risk strategy in smoking cessation is feasible
on a population-based level. The Inter 99 study.
Charlotta Pisinger

C Pisinger1*, C Glümer1, U Toft1, L von Huth Smith1, M Aadahl1,
K Borch-Johnsen2, T Jørgensen1

1Research Centre for Prevention and Health, The Capital Region of
Denmark and
2Steno Diabetes Centre, The Capital Region of Denmark
*Contact details: chpi@glo.regionh.dk

Background
One strategy to achieving a high impact on public health has
been large community-based smoking interventions, but
several of these have shown disappointing results.
Methods
All 2408 daily smokers included in a multi-factorial
randomized population-based intervention study, Inter 99,
Copenhagen, Denmark, were repeatedly offered individual
face-to-face lifestyle consultation. All smokers were strongly
encouraged to quit. Furthermore, smokers in the high intensity
group were offered participation in smoking cessation groups.
We measured self-reported and validated point abstinence at
one, three and five-year follow-up and compared rates with a
control group, using intention-to treat analyses. Logistic
regression analyses were used to identify predictors of
validated point abstinence at five-year follow-up.
Results
Compared to the control group it was twice as likely to be self-
reported abstinent at five-year follow-up in the high intensity
intervention group (OR: 2.19; 95%CI: 1.7–2.8; P< 0.001) and
70 % more likely in the low intensity intervention group
(OR: 1.71; 95%CI: 1.1–2.6; P= 0.016). The effect of the
intervention was significant even when comparing validated
abstinence in the intervention groups with self-reported
abstinence in the control group (OR: 1.38; 95%CI: 1.1–1.8;
P= 0.014). Male gender, vocational training, higher age at
onset of smoking, high knowledge of harm of smoking
and lower tobacco consumption predicted point abstinence
at five-year follow-up.
Conclusions
This large unselected population-based study showed a
statistically and clinically significant effect on smoking cessa-
tion in the long term. The face-to-face setting, the repeated
offer of assistance to quit and the multi-factorial approach may
explain the success of the smoking cessation intervention.

School environment and eating school lunch
among 10–11 years old children in Finland in 2006
Eva Roos

E Roos1,2*, C Ray1
1Folkhälsan Research Center, Helsinki and
2Department of Public Health, University of Helsinki, Finland
*Contact details eva.roos@folkhalsan.fi

Background
School lunch is free in Finland for all schoolchildren and it is a
part of the health promotion in Finnish schools. School
children are daily served a school lunch including main meal,
vegetables, milk and bread. Even if the lunch is free and almost
all children in primary schools participate, all children do not
eat the main meal served. The aim of this study is to find out
whether factors related to the school environment are
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associated with eating the main meal at school lunch among
10–11 years old school children in Finland.
Methods
In autumn 2006, 1300 children, in age group 10–11 years, from
31 schools in southern Finland, were asked by a questionnaire
about their eating habits, including school lunch participating,
eating frequency of different components in the school lunch
and if they agree with different statements related to the school
environment (Our school is a nice place to be at, I am feeling
as I am belonging to the school, I am feeling safe in the school)
and the lunch break (It is quiet in the canteen, the queuing for
lunch is rapid, adults eat together with us, my neighbours at
a table behave themselves, I eat lunch together with people
whom I know, I am feeling safe in the canteen).
Results
About 73% of the children reported that they daily eat school
lunch (76% of girls and 71% of boys). Statements related to
the school environment and to the lunch break were associated
with eating the main meal at lunch. Over 75% reported that
they ate the main meal if they agree with the statements related
to the school environment. The prevalence of eating the main
meal was 60% among those who did not agree or felt uncertain
with these statements. Those agreeing with the statements
related to the lunch break were more likely to report eating the
main meal. The only exception was found for the statement I
eat lunch together with people whom I know, for which no
association could be found. The associations were similar for
boys and girls.
Conclusions
Our study showed that the school environment and factors
related to the school lunch are associated with eating the main
meal at school lunch. To improve the prevalence of eating
the main meal at school, more emphasis should be put on
improving the school environment, such as decreasing noise,
improving the feeling of safety and increasing school children’s
involvement in the school.

Age-related functionality and driving in Piemonte
Region, Italy: the ‘Over 65’ project
Simone Chiadò Piat

R Siliquini1, S Chiadò Piat1*, F Matricoti1, M Galzerano1, A Djiomo1,
G Renga1, L Manzoli2
1Dept. of Public Health, University of Torino and
2Section of Epidemiology and Public Health, University ‘G. d’Annunzio’ of
Chieti; Italy
*Contact details: simone.chiado@unito.it

Background
Older drivers have a higher crash rate per mile driven compared
to the general population, and they are more likely to be injured
or die in crashes. However, older people still drive regularly.
Research on risk factors for crash involvement among elderly
has focussed on chronic medical conditions and medications,
natural reduction of agility and impairment in eyesight, hearing
and reactions.The main aims of the study are to validate a
questionnaire so as to investigate driving habits in the elderly;
to quantify their functional impairments; to evaluate and

improve driving risk perception through specific education; to
provide knowledge on driving habits and risk perception in
order to plan focused preventive programmes.
Methods
We are currently recruiting a sample of 8000 subjects aged 65
years or more, coming from elderly centres and Universities of
the Third Age in Piemonte Region. A team of psychologists
has submitted to the participants a specific questionnaire,
aimed at collecting data on sociodemographic characteristics,
health behaviours, driving habits and risks perception.
During the interviews, psychologists provided information
about aging risk variables (cognitive and physical impair-
ments, medicines effects). Medical doctors evaluated visual
and auditory acuity using specific tests: optometric scale,
peripheral vision score and pure-tone audiometry. A staff of
technicians recorded the participants’ reaction times using a
traffic simulator. A pilot study has been carried out in order
to assess the feasibility and the degree of comprehension of
the questionnaire, with a positive feedback. A composite
score has been derived to capture the overall driving
performance of all participants.
Results
The ‘Over 65’ project started in March 2007: at present more
than 1000 subjects have been enrolled (54.8% female). The
average age is 73.8 years (SD = 6.22). The optometric vision
mean score is 7 (out of 10) (SD = 2.5); pure-tone audiometry
at 4000 Hz is 44.2 dB (SD = 18.0). The average reaction time is
1.04 s (SD = 0.42), while the general population standard is
0.7 s. For what concerns the driving risk perception, only
43.4% (95%CI = 32.5–54.7) of the subjects considered more
dangerous driving after three wineglasses, 25.3%
(95%CI = 16.4–36.0) driving at night, 8.4% (95%CI = 3.5–
16.6) driving during rush hours and the others a speedy
driving habit.In this preliminary data evaluation we have
analysed the relationship between the visual and auditory
impairments with the reaction time. Individuals with auditory
impairment (pure-tone audiometry result higher than 50 dB)
have a significant higher risk of slow reaction (OR = 1.20,
95%CI = 1.02–1.38); individuals with less than 12 optometric
degrees (summing degrees of both eyes, with lens correction
when already worn) do not seem to have a higher risk of slow
reaction time (OR = 1.12, 95%CI = 0.92–1.37).
Conclusions
As expected, given the typical visual and auditory status of the
elderly, these preliminary results confirm the effect of aging on
driving reaction time. All participants drive regularly and are
legally licensed to do so. However, the majority of them does
not consider driving fast or with darkness as a situation at a
higher risk. Since the elderly represent the most rapidly
growing segment of European population and their quality of
life depends also on mobility opportunities, educational
interventions for promoting safe-driving strategies are
required. In addition to promoting a safer driving habit to
all participants, the analysis of data may add insights on
driving behaviours of the elderly and help planning more
tailored community preventive programmes

2.7. Workshop: Outdoor recreation and
the public’s mental health

Chairs: Gunnar Tellnes*, Jutta Lindert
Organizer: EUPHA Section on Public Mental Health
*Contact details: gunnar.tellnes@medisin.uio.no

Outdoor recreation and activities in nature and landscape have
in many countries been used to improve health and quality of
life. However, until now, few studies have evaluated the
influence of these activities on the public’s mental health.
This workshop, probably the first in the world ever, wants
to address questions related to outdoor recreation, healthy

activities in nature and their impact on mental health and
quality of life. The aim is to link landscape and health by
means of a conceptual framework. One challenge of outdoor
programmes for e.g. obese people is to enhance motives as joy,
well-being etc. for doing outdoor activities. The workshop will
discuss the fact that several rehabilitation institutions in
Norway unquestioningly use nature in their programmes in
spite of lack of evidence based studies.
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Phenomenological perspectives on outdoor
recreation/activity, nature and quality of life
Annette Bischoff

A Bischoff
Department. of Sports and Outdoor Life Studies, Telemark University
College, Norway

This presentation will focus on the use of outdoor activities
and nature to cope with stresses of urban lifestyle and im-
prove quality of life. First of all I will present reflections
generated from projects using the outdoors when working
with people suffering from different psychosomatic health
problems (anxiety, stress, depression, burnout, muscle/skele-
ton problems etc.) The aim of these projects was to improve
physical health and general well-being by reducing stress,
negative feelings, enhance self-esteem and body image,
enhancing the ability to cope with stresses of urban life and
improving quality of life.
Second the presentation will concentrate on phenomenological
aspects of the use of the outdoors: the relation between
body, nature and experience, nature as a ‘socio-material field
of action’ – human connectedness to the surroundings, and
how the surroundings and material world create premises for
‘what nature can do with us’. Third I want to present
phenomenological perspectives on how cultural, material,
political and social structures lay the foundation for what
kind of health it is possible to gain when ‘walking in the
woods’. In our society it is a strong belief that public
health and public mental health can be improved by e.g.
planning more trails in nature and increase accessibility to
nature. My research, however, questions this belief, and gives
new perspectives to what kind of health these trails can
influence.

Feeling well outdoors: A conceptual framework to
link health and landscape
Andrea Abraham

K Abraham, K Sommerhalder, H Bolliger-Salzmann, T Abel
Institute of Social and Preventive Medicine, University of Bern, Bern,
Switzerland

Background
Environmental health has been a matter of interest for
researchers from various public health disciplines. This paper
focus on health promoting, salutogenetic effects of natural and
built urban and rural environments. It links landscape and
health by means of a conceptual framework.
Methods
This conceptual framework builds on a broad literature review.
Literature was searched and evaluated in the following
systematic manner: The search was conducted with appro-
priate key words in relevant journals and data bases; findings
were proved according to their scientific and topical relevance,
categorized and merged to a conceptual framework consisting
of six components.
Results
The design of (urban) landscapes represents an important
health determinant (aesthetic component). An environment
designed as friendly to and perceived as encouraging physical
exercise has a beneficial effect on physical activity (physical
component). Natural landscape has a strong effect on the
recovery from stress and mental fatigue as well as a beneficial
effect on emotions and mental illness (mental component).
Outdoor areas, which are green and of a design that invites
people to meet, contribute to social engagement and integra-
tion of the inhabitants in their neighbourhood (social

component). Safe environments rich in vegetation positively
influence the development of children and adolescents
(pedagogical component). The view on and the staying in
nature has a positive influence on health, and certain landscape
factors such as sounds and weather can either contribute to or
affect health (ecological component).
Conclusion
Due to the complex and reciprocal relationship of landscape
and health, the conceptual framework contributes to highly
needed interdisciplinary and intersectoral, salutogenetically
oriented collaborations of different scientific disciplines,
political institutions and landscape users.

Outdoor programmes for obese people—mental and
social perspectives
Jens Marcussen

J Marcussen
Department of Sports and Outdoor Life Studies, Telemark University
College, Norway

In the future, one of the greatest challenges in the health sector
will be the increasing number of obese and inactive people in
the population. Obesity and inactivity have a negative
influence on both physical and mental health. Results from
different studies have shown that exercise is the best way to
prevent obesity and the negative effects on our health. My
research focusses on obese people and their motives for doing
exercise. This presentation will focus on the use of outdoor life
as a working method through which, one can help obese
people to a better physical and mental health. However, if
weight reduction becomes the only reason for doing outdoor
activities, the wide spectre of reasons that characterize
Norwegian outdoor life may disappear, reasons like experien-
cing nature, experiencing silence, excitement, mastering, play
and fun, responsibility and social aspects, which we believe
have a strong impact on mental health. I will discuss how we
can organize outdoor programmes for obese people who
participate in weight reduction programmes, in a way that
reduce the focus on weight reduction and enhance inner
motives as joy, well-being etc. for doing outdoor activities.

The Norwegian paradox
Tone Reiten

T Reiten
Dept. of Sports and Outdoor Life Studies, Telemark University College,
Norway

This paper will discuss the paradox that although there is a
strong focus on the effects of simple nature-based activities on
physical and mental health and well-being, there exists little
research evidence in Norway that such activities will promote
better health.
In this paper I will focus on how people’s personal experiences
and Norwegian culture and traditions have lead to a strong
belief that outdoor life has qualities and positive impacts on
personal health that not easily can be found elsewhere. This
may explain the fact that several rehabilitation institutions
in Norway unquestioningly make use of the nature in their
programmes. These institutions experience outdoor life as a
method to motivate their clients for physical activity, to create
social relations and to focus on mental well-being. Although
research based evidence is lacking, the many quotations from
clients and health workers underline the importance of being
in nature in order to improve physical and mental health.
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2.8. Workshop: Health inequities in Roma minority
populations: program and research findings

Chairs: Heather Doyle SOROS, Dineke Zeegers Paget EUPHA*
Organiser: SOROS Foundation/EUPHA
*Contact details: d.zeegers@nivel.nl

This workshop will explore the inequities in health status
between Roma and non-Roma populations documented
throughout Europe. The workshop will start with an overview
of the health situation of Roma and obstacles to achieving
equal access to health care in Finland. Presentations will then
focus on programmatic experience on increasing Roma access
to health (Italy), and research findings that explore how
different risk factors between Roma and non-Roma women
impact on the health of newborns (Slovakia). The final
presentation will present the efforts by SOROS to garner
increased attention, funding and research to address health
disparities between Roma and non-Roma.

Romani people’s living conditions and
health in Finland
Henna Huttu

H Huttu
Provincial State Office of Oulu, Finland

Within the Finnish Ministry of Health, a national Advisory
Board of Romani Affairs was set up in 1956. Between the years
1996 and 1998 The Finnish Ministry of Social and Health
Affairs established, as a research and development project, four
regional advisory boards for Roma affairs on experimental
basis. The project aimed at producing an administrative model
based on co-operation between the local Roma communities
and the administrators belonging to the majority. This
co-operational model proved to be efficient and was made
permanent through Council of the State decree in 2003. In this
presentation, their activities as well as an overview of the living
conditions and health status of Romani people living in
Finland will be presented. Advisory Boards of Romani Affairs
are part of the Finnish State’s policy to prevent and to react to
discrimination in practice, a possibility for the Roma to
participate in decision making on matters affecting their
interests and an attempt to create cooperation between Roma
and authorities in order to solve and ease the problems faced
by the Roma. Roma people’s active participation is crucial for
advisory boards’ existence and functions.
The Roma in Finland form a relatively small ethnic and
linguistic minority. The number of Roma is 10 000, addition-
ally, approximately 3 000 Finnish Roma live in Sweden. The
socioeconomic difference between the Roma and the rest of the
population is remarkable. Problems with accommodation,
poor level of education, social problems and marginalization
are general phenomena among the Roma. Their position in
society is so problematic that they are in need of special
support measures.
It is evident that very little is known about the Finnish Roma
people’s health situation. Most of the research has been carried
out in the fields of social sciences. There are some indicators of
Roma housing, schooling and employment situation but
further scientific research should be promoted in various
fields of study, especially in the area of health. According to
several recent studies ethnicity and poverty still go hand in
hand in the Finnish well-fare state, too.

A campaign to improve access of Roma people to
healthcare services in the city of Rome, Italy
Emanuela Forcella

E Forcella1, A Crescenzi1, L Cacciani1, S Geraci2, G Baglio
1Laziosanità – Agenzia di Sanità Pubblica, Rome, Italy and
2Caritas Diocesana of Rome, Rome, Italy

Issue/problem
In Italy live approximately 150 000 Roma people; of those,
around 13 000 are settled in 35 camps in the city of Rome.
Precarious conditions of life and health, social exclusion and
reduced access to healthcare services expose this population to
risk of negative health outcomes. An important public health
challenge is to facilitate the accessibility of Roma people to
healthcare services in order to improve their health status.
Description
A campaign aimed at improving access to healthcare services
for Roma people was conducted in 2006 in Rome, Italy. This
experience followed an immunization campaign targeting
Roma children, that reduced the percentage of those never
vaccinated from 40% to 9%. The accessibility campaign,
conducted in two weeks, included the following activities:
informing the population about the appropriate use of health
services; providing health education about infectious diseases
prevention, mother and child health and adults lifestyle;
offering medical interventions–e.g. blood pressure measure-
ments and vaccinations; a three-day training programme for
health personnel, mainly focussed at introducing health
personnel to transcultural medicine topics.
Lessons learned
Around 143 health workers took part in the campaign with
the support of non-profit organizations’ personnel. A total of
1970 contacts with Roma people were registered. Coverage
level reached about 30%. This value can be considered
satisfactory given that the campaign was aimed at reaching
families rather than single individuals. This would mean one
contact per family, on average, under the minimal hypothesis
of three persons in each household. People contacted were
mainly female (60%), aged between 15 and 39 years (63%).
Only 25% of contacts were registered in the National Health
System, and 40% had free access to basic health services (i.e.
emergencies, maternal and child clinics, hospital and ambula-
tory care for severe health conditions), which are guaranteed
to irregular immigrants by the National Government.
Conclusions
This campaign tested a public health model for providing
healthcare assistance to population groups at high risk of social
exclusion. This experience illustrated the importance of
networking and synergy between public healthcare institutions
and non-profit organizations. The campaign was important
also to awaken health personnel about Roma health needs and
their difficulties of access to services.

Psychological factors of coronary heart
disease among Roma patients in Slovakia
Zuzana Skodova

Z Skodova1, I Nagyova1, J Rosenberger1, JP van Dijk1,2, A Sudzinova3,
H Vargova3, M Studencan3, SA Reijneveld2

1University of PJ Safarik, Faculty of Arts, Department of Educational
Psychology and Health Psychology & Kosice Institute for Society and Health,
Kosice, Slovakia
2Department of Social Medicine, University Medical Center Groningen,
University of Groningen, the Netherlands and
3East Slovakian Institute for Cardiac and Vascular Diseases, Kosice, Slovakia

Background
Available evidence shows that the health status of the Roma
population is generally worse than in the non-Roma popula-
tion. However, research within the group of Roma is still
sparse, especially concerning chronic diseases. Moreover, it
remains unclear to what extent the worse health among Roma
is determined by very low socioeconomic status, or whether
ethnicity is also significant. The aim of our study was to
compare psychological characteristics of Roma and non-Roma
patients with coronary heart disease.
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Methods
We interviewed 399 patients referred for coronary-angiogra-
phy, 38 of whom had Roma ethnicity. In this study, we
included 114 participants, divided into three groups: First
group— 38 Roma patients with low socioeconomic status
(SES), second group— 38 non-Roma patients with low
SES, and 3rd group— 38 non-Roma patients with high SES.
The Second and Third groups were matched for age, gender
and type of intervention after coronary-angiography.
Socioeconomic status was measured by education. GHQ-28
was used for measuring psychological well-being, Maastricht
interview for vital exhaustion, SF-36 for perceived mental
health status, type-D questionnaire and EPQ-R for personality.
ANOVA and Sheffe tests were used.
Results
Roma patients scored significantly worse in psychological well-
being, vital exhaustion and perceived mental health status
compared to non-Roma with low SES and non-Roma with
high SES (F= 12.16���, F= 14.54���, F= 7.29�� respectively).
Differences between non-Roma with low SES and non-Roma
with high SES were significant only in vital exhaustion and
psychological well-being. No significant differences were found
between Roma and non-Roma patients in type-D (F= 1.10)
and EPQ-R scores: neuroticism (F= 3.19), psychoticism
(F= 1.29). However, Roma patients scored lower in extrover-
sion (F= 4.13) compared to Roma participants with high SES.
Conclusion
Significant differences were found between Roma and non-
Roma cardiac patients in psychological factors describing their
present mental status (well-being, exhaustion), but with regard
to personal characteristics, ethnicity play less significant role.

The SOROS Roma health project: overview
and a need for concerted action
Heather Doyle

H Doyle
SOROS Foundation, Public Health Programs, New York, US

Learning objectives
1. Describe the Roma health project’s work in Central and
Eastern Europe and South Eastern Europe, citing policy and
programme successes and failures

2. Discuss lack of evidence-based policies and practice to
increase access of Roma to appropriate and quality health care
and make recommendations on specific research topics that
should be further explored

Background
For the millions of Roma living in Central and Eastern
Europe and South Eastern Europe, persistent discrimination
and marginalization are a daily reality that results in
poorer health for individuals and communities. Roma make
up the largest ethnic minority in these countries with an
overall population estimated at 5–6 million people.
Available data consistently shows higher rates of illness and
mortality among Roma than in majority populations.
Although access to health care is only one factor shaping
overall health, it is critical to increasing social inclusion of
Roma. Throughout the region, policies and practices work
to decrease the likelihood that Roma will access quality
health care.

Methods and Results
The Roma health project has worked in Central and Eastern
Europe and South Eastern Europe for nearly 5 years,
supporting programme and advocacy efforts to increase
Roma access to health care. Programme experience provides
insight into pressing issues that need to be addressed
to increase Roma access to health care. Intricately linked
with programme efforts, are nascent advocacy initiatives
to change health and social policies that negatively
impact on Roma communities and perpetuate indirect
discrimination.

Recommendations
The dearth of socio-health data and research on pertinent
issues affecting Roma access to health care and existing health
inequities have not been effectively explored and funded. The
lack of evidence and data is a challenge to Roma health
advocates trying to influence policies negatively impacting
Roma communities and influence programme design.
Research on issues that drive the inequities in health between
Roma and other populations should be promoted and
supported. Links between researchers and government, NGO
and other actors implementing programmes should be
encouraged and facilitated.

2.9. Workshop: National health examination
surveys in Europe

Chair: Arpo Aromaa*
Organiser: Feasibility of a European Health Examination Survey
(FEHES) Project
*Contact details: kari.kuulasmaa@ktl.fi

National health interview surveys (HISs) are being carried out
in most European countries. Work by Eurostat has resulted in
a common model for their contents, called EHIS. National
health examination surveys (HESs) are still quite rare,
although some European countries have been carrying them
out for decades. In the United States they date back to the
1950s. Since the last decade there has been a growing interest
in many countries to carry out and to participate in
international development work toward national HESs. In
the European Union the statistical directorate Eurostat and
the public health directorate DG Sanco have joined forces
with national institutes to develop the European health
survey system comprising EHIS (interviews) and EHES
(examinations) and possible special modules and surveys.
Several ongoing projects of the EU public health programme
contribute to this aim. Important tasks begin with feasibility
assessments and extend to content and methods development
and testing, joint quality assurance and training as well as
looking at prerequisites such as sampling and ethical and
legal issues.

HIS and HES have broad utility both in national health
monitoring and in scientific research. For validity and
comparability, it is important that best practices are known
and applied. It is also important to understand that HES
measurements add unique information to data on health
obtainable by HISs. The purpose of this workshop is to
describe and assess the state of the art of health surveys,
especially HESs, in Europe and to discuss the necessary and
planned developments.

Health examination surveys in the UK.
A tool to monitor the public’s health while
enabling scientific research
Paola Primatesta

P Primatesta
University College London, UK

The health survey for England (and the Scottish health survey
to a lesser extent) is a long health examination survey series,
running since the early ‘90s, yearly in England, every 4–5 years
in Scotland in a sociodemographically representative sample of
the non-institutionalized population (drawn from the post-
code address file). Data are collected at two home visits: an
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interviewer’s visit (when a questionnaire is administered to
collect information on sociodemographic data, risk factors and
medical history) and a nurse visit (when several physical
measurements are taken).
The information collected can enable health monitoring and
scientific research.
Priorities for cardiovascular disease (CVD) prevention can be
determined by looking at changes over time in CVD and CVD
risk factors and assessing cardiovascular risk.
Annual monitoring of obesity (both generalized and abdom-
inal) showed a rapid increase over the last 10 years. In adults
aged 16–64 the percentage of obese (BMI > 30 kg/m2)
increased in England by over 50%, and similar changes were
observed in Scotland. The prevalence of diabetes also increased
from 1994–2003, in all age groups. Over the same period the
prevalence of hypertension (using a standardized definition)
was 30.5% in 1994 and 30.4% in 1998, compared with 34.2%
in 2003. Awareness, treatment and control rates showed a
substantial increase between 1994 and 2003. Only small
changes in levels of dyslipidaemia were seen since 1998 (in
2003 69.9% of adults had a total cholesterol� 5 mmol/l vs
67.5% in 1998), but use of lipid-lowering treatment has more
than doubled and control rates have increased by approxi-
mately four-fold.
In people without CVD the risk profile varied by sex and age,
with older men more likely to be at high risk due to a
combination of risk factors.
The results from health surveys can be used to set public health
targets and monitor their achievement.

Health examination surveys and their value,
experiences from Germany
Cornelia Lange

C Lange, C Scheidt-Nave, T Ziese, BM Kurth
Department of Epidemiology and Health Reporting, Robert Koch
Institute, Berlin

Under the scientific lead of the RKI, Germany has
conducted several national health surveys since 1984.
Funding for each survey had to be sought by grant
applications. Joint funding was provided by various public
donors, including the Ministries of Health, Research and
Agriculture.
Based on two-stage random samples of the non-institutio-
nalized population, two consecutive health interview and
examination surveys (HIS/HES) were conducted in former
West Germany in 1984/86 and 1987/89. These focussed on
cardiovascular morbidity and risk factors in the population
25–69 years of age. In 1990/91, 25–69 year old residents of
former West and East Germany were surveyed, in order to
compare health status and health-related behaviour between
the two parts of Germany, and to establish a baseline for
the monitoring of changes. Two HIS/HES have been realized
since then: a survey of adults 18–79 years in 1998, and a
survey of children and adolescents 0–17 years in 2003–2006.
National health telephone interview surveys of the popula-
tion 18 years and older have been conducted annually
since 2003.
HIS/HES data have become indispensable to the German
health reporting system and are used for health policy
advising, the information of the public, and health or health
care services research. Nevertheless, the HIS/HES system
needs to be optimized in the interest of evidence-based
health care planning and quality assurance. Essential steps
for the near future development of HIS/HES include: (1)
establishing a conceptual national framework ensuring an
ongoing dialogue between health politicians and health
researchers; (2) securing public funding for a core HIS/
HES component; (3) linking national health surveys to an
international network in order to facilitate cross-cultural
comparisons; (4) developing strategies to adequately cover
particular subgroups of the population, such as the elderly

or persons with a migration background; (5) integrating
panel designs for outcome research.

Feasibility of health examination surveys in Europe
Kari Kuulasmaa

K Kuulasmaa1, A Aromaa1, P Koponen1, I Kulmala1, S Conti2,
S Graff-Iversen3, M Verschuren4, P Primatesta5 and for the FEHES
Project
1National Public Health Institute (KTL) Finland
2Istituto Superiore di Sanità (ISS), Italy
3Norwegian Institute of Public Health (FHI), Norway
4Rijksinstituut voor Volksgezondheid en Milie (RIVM), the Netherlands
5University College London, UK

Background
The aim of the FEHES Project is to assess the feasibility of
a European health examination Survey (HES) of different
intensity and cost. We will present early results from the project.
Methods
The European health surveys information database and
literature were used to make a review of HESs in Europe.
Further information on past surveys, planned new surveys and
different aspects affecting the feasibility of a national HES was
collected from contact person in 32 countries.
Results
Some form of national HES have been carried out in 14
countries, six others have plans for a new survey, and almost all
have carried out major regional or topic specific surveys.
Therefore, most countries have expertize on a HES with at least
some physical measurements. About a half of our contact
persons identified some uncertainty in recognizing the need of
improved health information in their country and/or in
accepting the value of health information obtainable only by
HES. There is variation in the availability of sampling frames
covering the full resident adult population. Suboptimal
response rates have been reached in most past surveys.
International standardization and expert consultation is
considered important, but getting national funding is seen
difficult. Local funding is considered much more likely if
international co-ordination and standardization were funded
by an outside source.
Conclusions
It seems feasible to carry out some form of national HES in
most European countries. As many countries already have
plans for future surveys, European co-ordination and stan-
dardization should be facilitated as soon as possible. Particular
attention will be needed to obtain a representative sample and
high response rate.

Legal and ethical issues in conducting a health
examination survey
Susanna Conti

S Conti, M Kanieff, P Meli, G Rago
ISS, Italy

Background
In conducting a health examination survey (HES), it is
important to assess the obligations in data collection due to
legal and ethical issues. Two fundamental concerns are
safeguarding privacy and informed consent. As part of the
FEHES project, we conducted a survey on how member states
address these concerns in HES.
Methods
Reference persons were sent a questionnaire on legislation for
protecting personal data and the ethical conduct of research
(e.g., medical research acts, acts regulating patients’ rights,
international research guidelines). We also reviewed the laws
themselves. We also asked for copies of the informed consent
form and information notice used for HES or similar studies.
Results
To date, 28/32 countries have responded. All have a data
protection act. In all countries, the study protocol must be
approved by an ethics committee, and candidates must be
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provided with adequate information on all of the study’s
characteristics. The information notices vary greatly in terms
of how detailed the information is. Some important issues
covered in the informed consent include: data confidentiality;
which tests will and will not be performed; future uses of data;
contacting subjects for additional research; linkage with other
registries; right to provide the subject’s general practitioner
with results; withdrawal from the study at any time;
and obtaining consent from children or mentally impaired
persons.

Conclusions
Although the laws and codes of conduct that regulate the
processing of personal data and ethical conduct in research on
humans are based on common principles in the countries
surveyed, the survey revealed both similarities and differences
in terms of safeguarding privacy and obtaining informed
consent. The results will be used to develop a standardized
informed consent form and information notice for a European
level HES and to provide indications on the ethical conduct of
conducting such a HES.

2.10. Sickness Absence 2

Self-reported sickness absence as an indicator of
future disability pension. Prospective findings from
the DWECS/DREAM study 1990–2004
Merete Labriola

M Labriola*, T Lund
National Research Centre for the Working Environment (NRCWE), Denmark
*Contact details: mla@NRCWA.dk

Background
To examine number of self-reported days of sickness absence
as a risk marker for future disability pension among a
representative sample of employees in Denmark 1990–2004.
Methods
Prospective cohort study: 5940 employees interviewed in 1990
regarding sickness absence, age, gender, socioeconomic posi-
tion, health behaviour and physical and psychosocial work
environment were followed for 168 months in a national
disability pension register.
Logistic regression analysis was performed in order to assess
risk estimates for levels of absence and future disability
pension.
Results
During follow-up, a total of 140 persons (3.4%) received
disability pension. Of these, 82 (58.6%) were women, 58
(41.4%) were men. There was an excess risk of 2.51 of future
disability pension when reporting more than 6 days of sickness
absence at baseline, when taking into account gender, age,
socioeconomic position, health behaviour, physical and
psychosocial work environment.
Conclusions
The findings suggest that information on self-reported days of
sickness absence can be used to effectively identify ‘at risk’
groups for disability pension. The use of self-reported sickness
absence may improve the effectiveness of early interventions by
policy makers, case managing authorities, employers and
physicians.

Cause-specific sickness absence as a predictor of
future mortality in the Whitehall II study of British
civil servants
Jenny Head

J Head1,2*, M Kivimäki1,3, K Alexanderson4, H Westerlund5,
J Vahtera3, JE Ferrie1
1Department of Epidemiology and Public Health, UCL, London, United
Kingdom
2Centre for Psychiatry, Queen Mary University of London, United Kingdom
3Finnish Institute of Occupational Health, Helsinki, Finland
4Department of Clinical Neuroscience, Section of Personal Injury Prevention,
Karolinska Institute, Stockholm, Sweden
5Institute for Psychosocial Medicine, Karolinska Institute, Stockholm,
Sweden
*Contact details: j.head@ucl.ac.uk

Background
Previous studies have shown that overall sickness absence
predicts future mortality and that medically certified absence
rates provide a good indicator of health status. The aim of
this study was to investigate whether the increased risk
of mortality is confined to specific diagnoses for sickness
absence.

Methods
The Whitehall II prospective cohort study of British civil
servants, 10 308 men and women aged 35–55, was established
between 1985 and 1988. Sickness absence records were
obtained from civil service computerized registers. Diagnoses
for absence were grouped into international classification of
diseases (ICD) chapter headings and the number of partici-
pants taking one or more medically certified spell for each ICD
chapter during a 3 year period was calculated. Associations
with mortality to September 2004 were analysed using Cox
proportional hazards models.
Results
Taking a medically certified spell (>7 days) for any reason was
associated with a hazard ratio for mortality of 1.66 (95%CI
1.3–2.1) after adjustment for age, sex and employment grade.
The most common diagnoses for absence were respiratory,
musculoskeletal, infectious, psychiatric, surgery and injury.
Hazard ratios for infectious, respiratory and injury absences
were all similar (from 1.51 to 1.66) whereas the hazard ratio
for psychiatric diagnoses was 1.91 (95%CI 1.2–3.1). Those
taking a spell of absence with a musculoskeletal diagnosis were
not at increased risk of mortality compared to participants
who had no medically certified spells (hazard ratio 1.04,
95%CI 0.6–1.9).
Conclusions
Most of the common diagnoses for absence spells over 7 days
were associated with increased risk of mortality, with the
exception of musculoskeletal disease. The associations were
particularly strong for psychiatric diagnoses. This suggests that
psychiatric sickness absence is an early risk marker for
identifying groups at high risk of subsequent ill health.

‘Sick note or bust’ the development of an
e learning programme for general practitioners
about work and health
Debbie Cohen

D Cohen*
Unum Centre for Psychoosocial and Disability Research, Cardiff University,
Wales, UK
*Contact details: cohenda@cf.ac.uk

Background
Many GPs are keen to give up their role in certification due to
concerns such as patient advocacy, time constraints and lack of
knowledge and training in occupational medicine. The need to
improve training for GPs in the area of work and health is now
recognized. Research in practitioner behaviour change has
resulted in the use of context-bound e-learning methods to
bring about attitudinal change. The aim of this project was to
investigate the GP consultation around fitness for work and
develop an educational programme for GPs that addresses
attitudinal change to the management of the consultation.
Once completed the programme (funded by the Department
for Work and Pensions) would be made available for all GPs in
the UK.
Methods
Initial qualitative work with a stable group of GPs in
South Wales preceded the development of a pilot intervention.
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A measure of attitudinal change was also developed. The
programme and measure were placed on a secure website.
GPs across the UK were recruited to the programme
and allocated to intervention or control group. GPs completed
the attitudinal measure prior to and 1 month post
intervention.
Results
Two hundred eighty five GPs were recruited to the study
between January and August 2006. Results of the dif-
ferences in GP attitude pre and post training suggest
a significant shift (P< 0.005), with an increase in GP con-
fidence in managing the consultation and higher importance
with respect to understanding health and work. There is
also evidence of a shift in certification activities. Qualitative
data allowed the learning programme to be edited and
improved so that the final product is now ready for
dissemination.
Conclusions
The use of context-bound e-learning methods to bring
about attitudinal change is a cost effective and established
method of training practitioners. By increasing GPs confidence
and importance in managing the consultation around
health and work a shift in attitude has been documented.
Further studies are now required to establish whether other
educational incentives can help embed the change in attitude
and whether the shift can be translated into a sustained
change in behaviour.

Disability pension as a future consequence
of sickness absence
Thomas Lund

T Lund1*, M Kivimäki2, M Labriola1, K Bang Christensen1, E Villadsen1

1National Research Center for the Working Environment
2Department of Epidemiology and Public Health, University College London
*Contact details: tlu@nrcwe.dk

Background
The aim of this study was to examine duration of sickness
absence as a risk marker for future disability pension among all
private sector employees in Denmark 1998–2004.
Methods
All private sector employees receiving sickness absence
compensation from the municipality in 1998, a total of
225 056 persons (39.2% women, 61.8% men, age range 18–65,
mean age 37.2), were followed in a national register to
determine granted disability pension during the period 1
January 2001 through 31 December 2004. We excluded
pensions in 1999 and 2000 to determine the status of sickness
absence duration as an early risk marker.
Results
Five thousand six hundred ninety four persons (2.5%)
received disability pension during follow-up, more men
(53.4%) than women (46.6%). There was a strong graded
association between increasing length of absence and increas-
ing risk of future disability pension. The excess risk began
after 3 weeks of sickness absence among men and after 4 weeks
of absence among women. Significant differences were
found between the younger and older age strata: Men below
40 experiencing more than 26 weeks of sickness absence had
a 16- fold risk of disability pension. The corresponding
figure for men 40 years or older was approximately seven. For
women, the corresponding figures were 12.6 and 6.7,
respectively.
Conclusions
The findings suggest that administratively collected data on
sickness absence compensation can be used to effectively
identify ‘at risk’ groups for disability pension among
private sector employees. The use of information on sick
leaves may improve the effectiveness of early interventions by
policy makers, case managing authorities, employers, and
physicians.

Disability insurance: current risk assessment models
for the self-employed lack focus on personal,
lifestyle and environmental factors
Roel Bakker

RH Bakker1*, J Bronsema2, S Brouwer1, JJG Haselager2, JW Groothoff1
1Section of Applied Research in Care, Northern Centre of Healthcare
Research (NCH), University Medical Centre Groningen (UMCG), the
Netherlands
2Swiss Re Life and Health Nederland NV
*Contact details: r.h.bakker@med.umcg.nl

Background
The trend towards privatization of social disability services in
certain insurance markets creates a need to consider the
appropriateness of underwriting criteria in applications for
individual private disability insurance. Evidence is growing
that the current risk assessment models for disability are too
medically oriented. This study aims to find evidence that
personal, lifestyle and environmental risk factors as has been
classified in the ICF can contribute substantially to more
evidence-based underwriting criteria for disability insurance
and health promotion of self-employed workers.
Methods
The authors performed a literature study and undertook a
consultation amongst experts.
Results
More than 350 articles were traced. Only two articles precisely
matches the field of research: risk factors in underwriting
disability insurance for self-employed. All other articles
concerned risk factors amongst employees. Risk factors and
medical characteristics in long-term disability are not totally
identical as between the employed and self-employed popula-
tions. Relevant risk factors for the self-employed are gender,
age, occupational class, socioeconomic status, medical con-
sumption, lifestyle, coping behaviour, previous sick leave,
replacement ratio and policy terms.
Conclusions
The scarce amount of research on risk factors for disability
amongst the self-employed forces insurers to rely on the
limited statistical data available and pragmatic interpretation
of this data. Underwriting criteria for the self-employed can
partially be based on predictors for disability for employees.
Whether self-employed and employees are exposed to different
risk factors or are basically different populations needs further
research. The holistic approach of the International
Classification of Functioning, Disability and Health model as
a framework for developing a risk assessment model, with a
strong focus on personal and environmental factors, will bring
the current medical model at the underwriting stage more in
line with the social model at claim stage.

Unemployment and suicide—a longitudinal study
on the Swedish 1969 conscript cohort
Andreas Lundin

A Lundin1,2*, L Hallsten3, I Lundberg4, J Ottosson5,6, T Hemmingsson2

1Centre of Public Health, Stockholm County Council, Karolinska Hospital,
Stockholm, Sweden
2Division of Social Medicine, Department of Public Health Sciences,
Karolinska Institute, Stockholm, Sweden
3Department of Neurobiology, Care Sciences and Society, Karolinska
Institute, Stockholm, Sweden
4Occupational and Environmental Medicine, Department of Medical
Sciences, Uppsala University, Uppsala, Sweden
5National Institute for Working Life, Stockholm, Sweden
6Department of Economic History, Uppsala University, Uppsala, Sweden
*Contact details: andreas.lundin-lindstrom@sll.se

Background
Unemployment is associated with increased risk of suicide,
but it is not clear to what extent this is causal or whether
other risk factors remain uncontrolled for. This study
aims at investigating the association between unemployment
and suicide adjusting for indicators of mental disorder,
behavioural risk factors and social factors over the life course.
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Methods
The study is based on a cohort of 49 321 young Swedish males
born 1949/51 conscripted for compulsory military training in
1969. At conscription (at age 18–20) subjects were screened for
mental disorders and diagnosed by a psychiatrist. Information
on behaviour and social circumstances were also collected.
Information linked to this cohort include hospitalization for
psychiatric diagnosis 1973–1991 (at age 22–42), sickness abs-
ence 1990–1991 (at ages 39–41) and data on unemployment
benefits 1992–1994 (at ages 41–45). Follow-up data on suicide
1995–2003 (at age 44–55) is collected from the Swedish Cause
of Death Register. The unemployment–suicide association is
investigated among those 34 330 who were gainfully employed
during 1990 and 1991.
Results
An increased risk of suicide during the first 4 years of follow-
up, 1995–1998 (39 cases), was found for individuals becoming

unemployed 1992–1994 (OR = 3.65 CI 95% = 1.90–7.02). In
the multivariate analysis controlling for factors in early
childhood, young adulthood and along the life-course, all
associated with unemployment as well as suicide, a significant
association remained (OR = 2.19 CI 95% = 1.09–4.41). Most
notably, we found confounding from pre-existing mental
disorder. During the second period of follow-up, 1999–2003
(38 cases), a smaller non-significant crude risk was found
(OR = 1.23 CI 95% = 0.51–2.94), which disappeared when
adjusting for confounders (OR = 0.93 CI 95% = 0.38–2.29).
Conclusions
The elevated risks of suicide associated with exposure to
unemployment among middle-aged men were partly explained
by risk factors antecedent to unemployment. The elevated
relative risk adjacent to exposure, and the absence of long-term
effects, may support a possible causal relationship between
unemployment and suicide.

2.11. Workshop: Health shocks in Eastern Europe—
Why did they take place and have they been
overcome?

Chairs: Hannele Palosuo*, Simo Mannila
Organiser: National Research and Development Centre for Welfare
and Health (STAKES), Finland
*Contact details: palosuo@mappi.helsinki.fi

The workshop addresses the causes and consequences of the
most serious public health deterioration that has occurred in
modern Europe under peaceful conditions. The focus of the
workshop will be on describing the trends in mortality and the
present state of health especially in the largest and hardest hit
country, Russia, but the broader context of the East European
‘health shocks’ may also be tackled. The health and social
policy responses made and those needed to overcome the
persisting public health problems will be brought into
discussion.
The role of the Russian health care system and its possibilities
to respond to the health crisis and provide the population
with adequate cure, care and prevention will be analysed.
In addition to analysing the health shocks in connection with
the demographic, economic, social and political changes, the
views and opinions of the citizens concerning the functioning
of the health care system in Russia will be discussed.

Explanations of the East European health crises
and implications for Health and Social Policy
Martin McKee

M McKee
London School of Hygiene and Tropical Medicine, London, UK

This paper will begin by describing broad trends in health in
Russia, identifying the leading immediate and underlying
causes of the high burden of disease, as well as the responses
mounted to them so far, in particular, in relation to the health
care system. It will then focus on a few of the immediate causes
of high premature mortality, in particular alcohol, drawing on
our recent research that has demonstrated the critical role
played by the widespread consumption of surrogate alcohols,
such as aftershaves, but also on tobacco, describing the reasons
underlying the growing rates of smoking among young
Russian women. It will then present some findings on the
economic and demographic consequences of this high burden
of disease. Finally, it will conclude with a call for an integrated
public health response that addresses the determinants of ill
health at all levels.

Challenges to the Russian health care system
Sergey Shishkin

S Shiskin
Independent Institute for Social Policy, Moscow, Russia

The presentation will analyse the challenges to the health care
system created on one hand by the demographic processes
and on the other hand by the economic growth in Russia.
The expectation is that there will be more pressure on the
health care system by the demand for more effective service
delivery and health finance institutions in Russia. The main
problems of the health care system at present are low efficiency,
ineffective protection of the population against financial risks
and considerable disparities in the distribution of services.
A large-scale reform is needed and an agenda for it will be
formulated.

Citizens’ views on primary health care. Results of
a survey in two Russian cities in 2006.
Pauliina Aarva

P Aarva
University of Tampere, Finland

The presentation reports the results of a population survey
on citizens’ views on primary health care (PHC) services and
lay perceptions of health determinants in two Russian cities
(Lipetsk N= 997 and Tyumen N= 1003) and discusses the
role of the citizens in the ongoing reforms of the health
care system of the Russian Federation. The survey revealed that
the poor service delivery, in particular queues to the physician,
was considered a serious problem within the PHC in Russia.
The formal and informal service fees were seen as barriers to
obtain the needed diagnostic procedures, while the profes-
sional skills of the physicians were rated highly by the
respondents. Stress and poor ecological situation were listed
most often as negative health determinants. Positive emotions
and good family and human relations were mentioned to be
positive factors influencing one’s own health. The citizens’
approach is important in responding to the health crisis of
the Russian Federation, as the high morbidity and mortality
are mainly due to reasons outside the medical system and
are related to the societal developments and behavioural
factors.
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PARALLEL SESSION 3
Friday 12 October, 10:30–12:00

3.1. Workshop: The role of public health
epidemiology in the health technology
assessment

Chairs: Giuseppe La Torre1*, Paolo Villari2, Alastair H Leyland3

1Institute of Hygiene, Catholic University of the Sacred Heart, Rome, Italy
2Department of Experimental Medicine and Pathology, University ‘La
Sapienza’, Rome, Italy
3MRC Social and Public Health Sciences Unit, University of Glasgow,
Glasgow, Scotland and
aOrganizer: EUPHA section on Public Health Epidemiology
*Contact Person: giuseppe.latorre@rm.unicatt.it

Health systems in developed nations have to face with the
growing spread of chronic diseases and in the meanwhile have
as principal aim providing a high quality, efficacious and
efficient service.
Sir Walter Holland indicated as prioritary objectives of public
health the following: improvement of community health,
reduction of population health risk factors, improvement of
health care providing.
But an emerging problem in public health is the limitedness of
resources behind the spreading of new technologies and the
growing of health needs, due to population aging and diffusion
of incorrect life-styles.
Public health interventions are designed to control, prevent
and reduce health problems, such as obesity, sexual trans-
mitted diseases, road and domestic injuries, but to decrease
also the burden of chronic-degenerative and infectious
diseases. In this way the role of epidemiology is fundamental
in order to give the process the right methodological approach.
In this scenario the link and the relationship between public
health epidemiology and health technology assessment (HTA)
seems to be a good tool for giving answers not only on the
burden of disease in a certain population, efficacy and
effectiveness of health technology, but also on social and
organizational impact of a technology, seen in a broader sense,
and represents the prerequisite for the economic evaluations
and systematic reviews.
The relationship between public health epidemiology and
HTA, as an example, could face with issues such as
vaccinations, disease screenings, health promotion and educa-
tional campaign.
The aim of the workshop is to give an overview of the
framework of HTA and how HTA has changed over time
(Battista) and the possible relationship between HTA and
epidemiology (Holland).
Prof. Finn Børlum Kristensen, Head of Danish Agency of HTA,
and Prof. Walter Ricciardi will play the role of discussants of
the lectures from Battista and Holland.
Discussants
Finn Børlum Kristensen – DACHETA Copenhagen –
University of Southern Denmark, Odense.
Walter Ricciardi – Institute of Hygiene – Catholic University
of the Sacred Heart – Rome, Italy.

Health technology assessment and public health:
a time for convergence
Renaldo N. Battista

RN Battista
Department of Health Administration and Canada Research Chair in Health
Technology Assessment (HTA), University of Montreal, Quebec, Canada

Health technology assessment (HTA) is a field of application
of several disciplines that constitute the core of public health
science. Whereas the development paths of HTA and public
health are distinct, a shared interest in knowledge translation
underscores the need to bolster convergence between them.
Different scenarios of convergence are examined at the
conceptual, disciplinary and methodological and organiza-
tional levels. The future of health systems as well as population
health will benefit from greater harmonization between public
health and HTA.

Public health epidemiology in the health technology
assessment: risks and opportunities
Walter Holland

W Holland
London School of Economics and Political Science, London, UK

Formal evaluation of procedures and equipment has become
the norm in most health services, particularly for pharmaceu-
tical agents. However, it should also be applied for the
assessment of methodologies used on populations for the
promotion of health and disease prevention.
There are examples of health technology assessment (HTA) for
the evaluation of screening, e.g. for breast cancer, in France
and in the UK. In Sweden formal HTA’s have been applied
for polio vaccination and water fluoridation. However,
in most countries HTA has largely been concerned with
individual clinical care rather than population (pubic health)
subjects.
My discussion will deal with historical examples of HTA for
health improvement e.g. the assessment of measures to reduce
maternal mortality, the introduction of the Clean Air Act in
the UK in 1956 and the banning of smoking in public places.
Part of the reason for the neglect of HTA for measures to
improve health rather than only treat disease is due to comp-
lexity of the necessary measures, the politically changed nature
of the possible interventions, the lack of charisma of public
health and the belief that most measures are ‘common sense’.
Suggestions for how epidemiology can provide the necessary
framework for HTA for health improvement and disease
prevention will be given as well as possible topics (and
approaches) to broaden the application of HTA from its
narrow disease treatment perspective.
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3.2. Workshop: Results from three years of
‘building bridges between research and practice’
at the local and regional level in the Academic
Collaborative Centre Tilburg, The Netherlands

Chairs: Henk Garretsen, Hans van Oers*
Organiser: The Academic Collaborative Centre Public Health Tilburg,
Tilburg University, The Netherlands
*Contact details: L.vandegoor@uvt.nl

From 2004 onwards the developments in our academic
workplace have been shared with the EUPHA visitors. Earlier
presentations focussed on the organization and on how
projects connected research and practice at the local level.
This workshop shows first results of 3 years of intensive
collaboration between researchers and public health profes-
sionals at the regional level. The results focus on the added
value that research accompanying public health activities can
provide: promoting and supporting evidence-based public
health interventions and local health policy (the two central
lines of research in the collaboration).
First attention will be paid to how interventions at the local
level are best accompanied by research to actually accomplish
‘the promised land’ of evidence-based interventions in public
health. The first presentation will go into the possibility of a
parallel track of developing interventions and at the same time
building evidence around their effectiveness. The discussion is
illustrated by two cases, both interventions developed within
the public health practice and accompanied by research in
different stages of development.
The second presentation focusses on the possibilities for
intersectoral health policy to stimulate physical activity in
children. The study explores important factors in the
environment of children that might be influenced by
intersectoral policy measures, and will result in a proposal
for a policy action, which has shown to be feasible and has the
largest health impact. The last presentations present tangible
results from the project ‘Development of regional public health
status and forecast reports in two Dutch regions’. In November
2006 the first deliverables of this project were presented to
(local) governments and policymakers. Both the development
and implementation of these reports in which all public health
information available at the local and regional level is
integrated will be discussed.

How to reach the promised land of evidence-based
public health practice. To a staged approach of
intervention research.
Carin Rots

Rots Carin1,2, H Garretsen1, I van de Goor1
1Tranzo, Tilburg University, The Netherlands and
2GGD West Brabant (Regional Public Health Service), The Netherlands

The second line of research of the Academic Collaborative
Centre Public Health is built around evidence-based public
health practice. This line focusses on evaluative research that
supports the development of evidence-based interventions at
the regional and local level, especially interventions in the field
of preventive youth health care.
In public health there is a lack of intervention-research. This is
at least partly due to the gap between research and practice.
In this presentation a staged approach of intervention research
is proposed to bridge this gap. Several authors (such as
Nutbeam) have recommended useful models for a staged
approach of intervention research. These models show that the
development of public health interventions has several distinct
phases and that each phase should be accompanied by research
that suits the specific stage of development. The content of the
evaluation questions changes with the evolution of an
intervention, so the research can and should take different

forms. This is rather a process of building evidence stepwise
than performing one single, definite effect-study.
In the academic workplace public health this staged approach
has been proven to be useful in the evaluation of two
interventions for children and families at risk. These interven-
tions and the conducted research will be discussed, focussing
on the process of building evidence in a close collaboration
between researchers and practitioners.

Opportunities for intersectoral health policy
to stimulate physical activity in children
Marie-eanne Aarts

MJ Aarts1, J Schuit2, I van de Goor1, H van O1,2

1Tranzo, Tilburg University, The Netherlands and
2RIVM (Dutch National Institute for Health and the Environment), Bilthoven,
The Netherlands

In the Netherlands and many other western countries there are
worrying trends in young people’s physical activity behaviour.
From earlier studies we know that the level of physical activity
is affected by psychosocial, biological and genetic factors, social
and physical environmental factors and trends in society. The
influence of environment is likely to be particularly strong for
young children, because they are dependent on this environ-
ment. Information on the impact of the physical and social
environment is important to identify possibilities for policy
actions that stimulate physical activity in children. This
involves public health policy, but—perhaps even more
strongly—policy and programmes from other sectors, like
urban planning, transport, education and social affairs.
Therefore, the general aim of this study is to identify, describe
and test the feasibility of concrete opportunities for inter-
sectoral health policy to stimulate physical activity in children
and, in addition, to quantify its potential impact. A survey will
be conducted among 4000 children and their parents to assess
environmental determinants. Based on this, concrete proposi-
tions will be made for intersectoral policy measures at the local
level. These propositions will be discussed with the local public
health professionals and civil servants and implemented on a
small scale. Information on success factors and barriers for
implementation of these measures will be provided through a
feasibility pilot. Finally, the quantitative health impact of two
potential policy actions will be calculated using a modelling
approach such as health impact assessment. The results of this
study can assist local policy makers and public health
professionals in conducting intersectoral health policy, which
is mandatory in the Netherlands since July 2003.

Development of regional public health status
and forecast reports in two Dutch regions
Marja van Bon-Martens

M Van Bon-Martens1,2, H Van Oers1,3, I van de Goor1
1Tranzo, Tilburg University, The Netherlands
2GGD Hart voor Brabant (Regional Public Health Service), The Netherlands
and
3RIVM (Dutch National Institute for Health and the Environment), Bilthoven,
The Netherlands

In the Netherlands the RIVM every 4 years presents a national
public health report. This report integrates all available Dutch
public health data. Dutch national public health policy is
strongly based on these reports. The Public Health Act (WCPV)
obliges municipal councils to draw up a local health policy
memorandum every 4 years. In order to accomplish this,
municipal councils need, as specific as possible, epidemiological
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information on the local populations health. In September
2005, two Dutch regional public health services committed
themselves to carry out a pilot of a regional public health status
report (analogue to the national model) in close collaboration
with the RIVM and Tilburg University. The goal was to study
the suitability of the national model for providing health policy
advice at the local level, given the currently available
epidemiological data.
In November 2006, the products of this regional pilot study
were presented to (local) health policy makers. Also a website
and local reports with ‘key messages’ specific for local public
health policy in each of the 48 municipalities were presented.
The key messages are now being disseminated to local autho-
rities. The impact on local health policy and the utility and
usefulness of these products for local health policy are being
evaluated starting throughout the summer of 2007. Eventually a
framework for analyses and reports will be developed and a
number of evidence-based and transferable tools for inter-
pretation and prioritization for policy advice will be generated.
The national model appears a suitable basis for providing local
health policy advice, given the currently available epidemio-
logical data. Furthermore the study shows that the regional
reports, the website and the local key messages contribute to
more evidence-based prioritization in local health policy.

Development of a website to promote
evidence-based local health policy
Emmy Heuvel, van den

E Van den Heuvel1, F Van der Lucht2, M Van Bon-Martens1,2,
H Van Oers1,2

(1) Tranzo, Tilburg University
1GGD Hart voor Brabant (Regional Public Health Service), The Netherlands
and
2RIVM (Dutch National Institute on Health and the Environment), Bilthoven,
The Netherlands

In the Netherlands municipal councils are obliged to draw up a
local health policy memorandum every 4 years. These
memoranda should be based on epidemiological analyses of
the local public health status. The regional public health
services Hart voor Brabant and West-Brabant have therefore
carried out a regional public health status and forecast report
in close collaboration with the RIVM and Tilburg University.
In the previous contribution this development has been
elaborated on.
In order to promote the use of epidemiological infor-
mation and evidence based interventions in local public
health, the regional public health service Hart voor Brabant
intended to provide access to this information on the web.
The local authorities themselves gave input as to the
information needed to translate strategic local public
health goals into a feasible and evidence-based plan of
activities.
It was only because of the network of organizations involved
in the academic workplace that this intention actually
resulted in a website: www.regionaalkompas.nl. The website
integrates in an intelligent way the existing national public
health information on the world wide web with the local
and regional information. For this project, the academic
workplace also collaborated with the National Institute for
Health Promotion and Disease Prevention (NIGZ).
At this very moment the interest of regional and
national organizations in this website is growing rapidly.
The challenge now is to claim a role in quality and extend
the content to a national level, aligning it with several
other initiatives on strengthening evidence based public
health. In this contribution we will present the website
and discuss the possibilities for national implementation
and the added value of the academic workplace in this
process.

3.3. Primary Health Care

Private practice and a major dental care reform in
Finland
Eeva Widström

E Widström*, H Mikkola
National R&D Center of Welfare and Health, Stakes, Helsinki, Finland
*Contact details: eeva.widstrom@stakes.fi

Background
In Finland, dental services are provided both by a public
and a private sector — almost equal in size. Traditionally,
only children, young adults and special needs groups were
entitled to public services. A major reform in 2001–02 opened
the public dental service (PDS) and extended state subsidies
for private dental services to all adults. The aim was to increase
equity by improving adults’ access to oral health care and
reducing cost barriers. The rationale behind the reform
was improved dental health among youngsters and young
adults and increased treatment needs among middle aged and
elderly retaining their own teeth to a greater extent than
earlier.
The study aimed to analyse changes in performance and
strategies in private dental services after the reform when
adults have free choice between public and private services.
A second aim was to evaluate effects of the reform on private
dental care from a health political point of view.
Methods
The material comprised of structured interviews of 11 chief
executive officers of the biggest dental care companies, statis-
tical data on performance indicators from the 100 largest
practices and a questionnaire study provided among all the 1
100 private dentists in the 12 biggest cities in Finland (response
rate 60%). An industry analysis was performed (Porter 1990)

and completed by identification of different industry
structures and service providers and their strategies inside
the industry.
Results
Demand for dental services increased considerably and the
number of reimbursement recipients doubled in the private
sector. The total number of private patients did not increase.
The growth of the private dental care industry was + 36.4%
during 2000–2005. The reform had no effect on the
performance of the largest practices. They were as successful
as before the reform. According to the questionnaire study less
than half (40%) of the respondents felt that competition
among care providers had increased. Larger group practices
with high level of process integration and service differentia-
tion, experienced less competition and performed better than
smaller group practices and solo practices.
Conclusions
Private dental care performed well in its traditional way and
competition was not considered a major issue. Free choice of
patients, free pricing, recall lists as a marketing tool and
in comparison with the PDS, more variable treatments
(prosthetics and esthetic care) were the main strengths of the
business. Private patients not having had reimbursements
before gained most of the reform. From a health political point
of view some of the strengths of the industry are obvious
weaknesses for the consumers. As a political compromise
between different interests and ideologies, the dental care
reform seemed to improve the fairness of the oral
health care provision system but did not create incentives to
produce necessary care for those in need of treatment in an
efficient way.
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Towards a more demand oriented health care:
Analyzing demand for local primary health care
Dinny de Bakker

DH De Bakker*, M Zwaanswijk, EM Zantinge, PFM Verhaak
NIVEL, Netherlands Institute for Health Services Research, Utrecht,
Netherlands
*Contact details: d.debakker@nivel.nl

Background
One of the goals of the current health care reform in the
Netherlands is to strengthen demand orientation. Community
based primary health care provision should be tuned to local
demand. Information on local demand is missing, however.
Research goal is to provide local decision makers (patient
organizations, insurers, providers) with a tool to analyse local
demand, thus creating a basis for an informed discussion.
Methods
Known sociodemographic characteristics of local areas on age,
gender, household composition, income, ethnic composition
and degree of urbanization are used as predictors for local
demand. The relationship with demand for primary health
care was computed with national, sample based data. Both
population surveys (of the Central Statistics Office Nemesis)
and electronic medical record registries were used (National
Information Network in General Practice, National
Information Service for Allied Health Care). Multiple regres-
sion techniques were used.
Results
Demand for primary care for people with chronic disease
proved to be higher in areas with more elderly, with a high
percentage of people of non-western origin, a low percentage
of one-person households and a high percentage of low
income households. Demand for primary care for people with
infectious disease proved to be higher in areas with young
children (0–4 years) and elderly over 75 years. Also, the
presence of people with non-western ethnic origin and low
income households increased demand for care for infectious
disease. These and more results will be presented.
Conclusions
National, sample based data can be used to predict local
demand for primary health care. This can be a starting point
for discussion on primary care service provision in local
communities. Adding information on supply would enhance
the analysis further, making detection of underserved areas
possible.

Determinants of health promotion action in primary
health care: comparative analysis of social and health
care personnel in four municipalities in Finland
Nina Simonsen-Rehn

N Simonsen-Rehn1*, R Laamanen1,2, J Sundell1, M Brommels1,4,
S Suominen2,3

1Department of Public Health, University of Helsinki, Helsinki
2Folkhälsan Research Center, Helsinki
3Department of Public Health, University of Turku, Turku, Finland and
4Medical Management Centre, Karolinska Institutet, Stockholm, Sweden
*Contact details: nina.simonsen-rehn@helsinki.fi

Background
Reorientation of health services to health promotion is one
core element in the Ottawa Charter (WHO 1986). Empirical
studies suggest that besides personal characteristics also
factors related to the organization influence the practice of
health promotion. The ways in which organizational and
environmental factors affect health promotion action in
health services are still quite poorly understood. The aim of
this study was to compare health promotion action in
primary health care in four municipalities and to explore
associations between health promotion action and its proposed
determinants.
Methods
A cross sectional study using a questionnaire survey of social
and health care personnel in primary health care, including
care for the elderly, in four municipalities in Finland in 2002.

The data were analysed by descriptive statistics and univariate
and multivariate logistic regression analyses. The main
outcome measure was health promotion action conceptualized
as promotion of healthy lifestyles, psychosocial health and
supportive environments for health.
Results
A total of 417 (response rate 57%) health and home care
professionals participated in the study; 65% of the personnel
working in outpatient care, 52% working in home care and 44%
working in inpatient care were engaged in health promotion
action ( = higher than median engagement). The higher the
reported knowledge level and perceived skill discretion, the
more likely engagement in health promotion action was
reported. Those reporting a high degree of social support
were more likely to be engaged in health promotion than those
reporting a low degree. Additionally, those co-operating to a
higher degree outside the organization were more likely to be
engaged in health promotion than those reporting a low co-
operation level. The difference in health promotion action
between work units disappeared when skill discretion was
included in the multivariate model and the difference between
municipalities when co-operation was included.
Conclusions
Responses by health and home care personnel to a ques-
tionnaire survey found factors that were associated with
engagement in health promotion action. These were the
organizational values, reflected in perceived skill discretion and
perceived social support from workmates, and the personnel’s
competence, reflected in knowledge about the health and living
conditions of the population served. Further, the opportu-
nities, reflected in co-operation with decision makers and
partners outside the organization were strongly associated with
engagement in health promotion action. The results indicate
the importance of both internal organizational and external
influences on health promotion action in primary health care.
Among other factors, these should be taken into consideration
when striving to reorient health services to health promotion.
The study was included in the Research Program on Health
Services Research TERTTU of the Academy of Finland in
2004–2007 (grant No. 105189).

General practitioners’ adherence to guidelines;
the effect of workload
Michael van den Berg

MJ Van den Berg*, DH De Bakker, J Braspenning, J Van der Zee,
PP Groenewegen
NIVEL, Netherlands Institute for Health Services Research, Utrecht,
The Netherlands
*Contact details: m.vandenberg@nivel.nl

Background
Clinical guidelines are important means to improve quality
of care. The development of guidelines alone, however,
does not ensure that physicians adhere to these guidelines.
Along the path from awareness to adherence, many barriers
can be identified. Although some previous studies mentioned
several of these barriers, very little attention had been paid to
the effect of workload. This study focusses on the question ‘is
adherence to clinical practice guidelines in general practice
affected by workload?’
Methods
Data origin from the second Dutch National Survey of
General Practice. This study was carried out between 2000
and 2002 among 104 practices, comprising 195 GPs. Data
on guideline adherence were extracted from electronic
medical files. Guideline adherence was measured using 45
indicators that were developed by the Centre for Quality of Care
Research. The databases contains 213 758 decisions about
prescriptions, referrals and diagnostics. One dichotomous
dependent variable was constructed that indicates whether a
specific encounter was in accordance with the guideline (1) or
not (0). Since different encounters are related to different
guidelines and adherence varies from one guideline to another,

15th Annual EUPHA Meeting: Parallel Session 3, Friday 12 October, 10:30–12:00 53
D

ow
nloaded from

 https://academ
ic.oup.com

/eurpub/article/17/suppl_2/7/594785 by guest on 20 M
arch 2024



a cross-classified model was used. This model provides insight
in the variation between guidelines. Workload was measured
as the average number of encounter per week. The models
were corrected for relevant casemix-, GP-, and practice
characteristics.
Results
Preliminary results show that from all encounters, 58% was
in accordance with the guideline. There were large variations
between GPs, and even more between guidelines, varying
from 30% to 99%. We found some negative effects of
workload on guideline adherence, but these effects were
relatively small. The size of the effect differed between
indicators, e.g. indicators about referrals are more affected
than indicators about prescription. More detailed results will
be presented.
Conclusions
The extent to which physicians act in accordance with
guidelines can partly be explained by their workload. The
chance that recommended behaviour is adopted is higher
when the required extra time-investment is smaller.

Antibiotic prescriptions for upper respiratory
tract infections in France and The Netherlands:
determinants at the patient and GP level
Julien Mousquès

J Mousquès1*, L van Dijk2, T Renaud1

1Institute for research and information in health economics (IRDES), Paris,
France and
2Netherlands Institute for health services research (NIVEL), Utrecht, the
Netherlands
*Contact details: mousques@irdes.fr

Background
Within Europe, France and the Netherlands are extremes when
it comes to the prescription of antibiotics: France has the
highest volume in the European Union, the Netherlands the
lowest. Antibiotic prescribing for upper respiratory tract
infections (URTI) is not recommended in both countries.
Non-rational prescribing antibiotics is problematic in terms of
public health and health care resources. Determinants for
antibiotics prescribing are not clear. In this paper we study
what are determinants for antibiotic prescription in ‘high-
using’ France and ‘low-using’ the Netherlands at both the
patient and the GP level.
Methods
For France, data were used from 778 GPs and 185 383 patients
who had at least one URTI consultation; for the Netherlands
data were available on 123 GPs with 23 828 patients with at
least one URTI consultation. Data on consultations, prescrip-
tions and patients were available from routine databases in
both countries for 2001. In both countries information on GP
determinants were collected in an additional written survey.
The same binary multilevel analysis was performed with two
levels of inference: GP and patient. The outcome variable was
having gotten an antibiotic prescription (0 = no; 1 = yes).
Results
Both in France and the Netherlands the probability of receiving
an antibiotic prescription is largely explained by patient
influence (about 70%). However, GP characteristics also clearly
influence the chance that a patient receives antibiotics. In both
countries patients are more likely to get an antibiotic if they
have more severe complaints. However, the results for socio-
economic variables differ between the countries. For example,
while in France women and non-employed are less likely to be
treated with antibiotics, in the Netherlands women and non-
employed are more likely to be treated. At the GP level an

important finding is that both in France and the Netherlands
the number of recent visits from pharmaceutical sales
representatives is associated with a higher probability of
antibiotic prescriptions.
Conclusions
Although France and the Netherlands have considerable
different levels of antibiotic prescriptions, considerable differ-
ences in level of antibiotic prescriptions can be found between
patient groups and between GPs in both countries. The
influence of the pharmaceutical industry explains differences
in antibiotic prescriptions between GPs and their patients on a
similar way in France and Netherlands.

Is physicians’ adherence to prescription guidelines
associated with patient socioeconomic status? — an
analysis of statin prescription in Scania, Sweden
Henrik Ohlsson

H Ohlsson*, J Merlo
Social Epidemiology and Health Economics, Department of Clinical Sciences,
Lund University, Malmö, Sweden
*Contact details: henrik.ohlsson@skane.se

Background
In previous studies we have found that there is large variation
between health care centres (HCCs) in Scania, Sweden in their
propensity to prescribe recommended statins. In this study we
focus on the relationship between decisions made by the
physician and the socioeconomic status (SES) of patients. Few
studies have examined the association between SES and the
propensity of physicians to follow prescription guidelines.
Adherence to prescription guidelines is of main relevance for
safe pharmacologic treatment and for the efficient use of a
limited health care budget. The objective of this paper was to
investigate the relevance of the SES of the patient for
understanding the physicians’ adherence to guidelines for
statin prescription. Statins are an ideal medication group since
they have the same indication and only marginal differences in
efficacy, and there are therefore no solid reasons for justifying
the prescription of more expensive non-recommended brands.
Methods
All patients in the county of Scania, Sweden that received a
statin prescription from July 2005 to December 2005 were
included. Data from LOMAS (Longitudinal Multilevel Analysis
in Skane) was used to establish socioeconomic position. We
performed multilevel logistic regression analysis (MLRA),
stratified by administrative condition (public and private)
with 15 581 patients in 139 privately administered HCCs and
24 593 patients in 142 publicly administered HCCs. In the
fixed part of the MLRA we calculated odds ratios (OR) and
their 95% confidence intervals (95%CI) from the regression
coefficients and their standard errors.
Results
Privately administrated HCCs had a lower share than publicly
administrated HCCs of recommended statins (65% vs 80%),
but there was high variation between HCCs. Compared with the
highest income group the lowest income group had a higher
probability of receiving a recommended statin at publicly
administrated HCCs (OR = 1.18; 95%CI = 1.07–1.30). Privately
administrated HCCs that had a higher percentage of high-
income patients had a lower probability of prescribing a
recommended statin (OR = 0.14; 95%CI = 0.04 – 0.44).
Conclusions
An increased understanding of the connection between SES of
the patient and the decisions made by physicians might be of
relevance when it comes to plan interventions aimed to
promote efficient and evidence based prescription.
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3.4. Psychosocial Variables and Chronic
Diseases Control
Does personality predict mortality? Results from
the GAZEL French prospective cohort study
Hermann Nabi

H Nabi1,2*, M Kivimäki2, M Zins1,3, M Elovainio2,4, SM Consoli5,
S Cordier6, P Ducimetière7, M Goldberg1, A Singh-Manoux1,2,8
1INSERM, U687-IFR69, Saint-Maurice, France
2Department of Epidemiology and Public Health, University College London,
United Kingdom
3CETAF, Equipe RPPC, Saint-Mandé, France
4National Research and Development Centre for Welfare and Health,
Helsinki, Finland
5HEGP, Service de Psychologie Clinique et de Psychiatrie de Liaison, Paris,
France
6Inserm, U625-Université de Rennes I, Rennes, France
7INSERM, U258-IFR69, Villejuif, France and
8Hôpital Ste Perine, Centre de Gérontologie, Paris, France
*Contact details: Hermann.Nabi@st-maurice.inserm.fr

Background
Although type-A behaviour and hostility were found to be
associated with cardiovascular outcomes and mortality,
previous studies examined only specific aspects of personality,
on high risk elderly samples and have yielded inconsistent
findings. We aim to test the association between various
measures of personality and subsequent mortality, followed-up
over 12.7 years, in the French GAZEL cohort.
Methods
A total of 14 445 participants, aged 39–45 in 1993, completed
the personality questionnaires composed of the Bortner Type-A
scale, the Buss-Durkee-Hostility-Inventory and the Grossarth-
Maticek-Eysenck-Personality-Stress-Inventory that assesses six
personality types [cancer-prone, coronary heart disease (CHD)-
prone, ambivalent, healthy, rational, anti-social]. The associa-
tion between personality and mortality was assessed using the
relative index of inequality (RII) in Cox regression
Results
Analyses adjusted for age, sex, marital status and education
showed that ‘total hostility’ (RII = 1.43, 95% confidence
interval (CI) = 1.08–1.80) and its ‘neurotic hostility’
component (RII = 2.01; 95%CI = 1.50–2.68), ‘CHD–prone’
personality (RII = 1.53; 95%CI = 1.12–2.10) and ‘antisocial’
personality (RII = 1.57; 95%CI = 1.17–2.10) predicted all–
cause mortality. ‘CHD–prone’ personality (RII = 3.11; 95%CI
= 1.34–7.19) and ‘healthy’ personality (RII = 0.42; 95%CI =
0.18–0.98) also predicted cardiovascular mortality (RII = 3.11;
95%CI = 1.34–7.19) and ‘antisocial personality’ predicted
mortality from external causes (RII = 3.67; 95%CI = 1.31–
10.22). ‘Neurotic hostility’ was associated with both of these
death categories (RII = 2.32; 95%CI = 1.02–5.27 and RII = 3.67;
95%CI = 1.31–10.22, respectively). In contrast, the ‘cancer–
prone’ personality, ‘rational’ personality and Type A behaviour
were not significantly associated with mortality.
Conclusions
These results suggest that several personality dimensions are
significantly associated with all-ndash;cause and cause-specific
mortality. The underlying mechanisms of such associations
need to be explored in further studies

Age modifies the risk of low back pain related
to occupational loading, health behaviours,
sleep disturbance and mental stress.
Helena Miranda

H Miranda1,2*, E Viikari-Juntura1, L Punnett2, H Riihimäki1
1Centre of Expertise for Health and Work Ability, Finnish Institute of
Occupational Health, Helsinki, Finland and
2Department of Work Environment, University of Massachusetts Lowell, US
*Contact details: helena.miranda@ttl.fi

Background
Low back pain (LBP) is a major global occupational and public
health issue: it affects millions of workers worldwide every year
causing sickness absence, disability and at worst early

retirement. Physical and psychosocial loading at work are
known risk factors, but little etiological evidence exists on
other factors not directly work-related, such as individual
health behaviours, satisfaction in life or quality of sleep.
Methods
This is a prospective study among all blue- and white-collar
employees of a large forest industry company in Finland. A
cohort of 2302 subjects free of LBP at baseline (based on a
modified Nordic Questionnaire) was followed for 1 year with
repeated surveys at baseline and follow-up, and the incidence
of LBP was modelled with log-binomial regression as a
function of selected baseline variables. The analyses were
stratified into three age groups ( < 40; 40–49; > 50 years).
Results
One of every five workers developed LBP during one year,
incidence varying from 18% in the youngest to 27% in the
oldest age group. The number of physical exposures (heavy
lifting, awkward postures, whole-body vibration) increased the
risk of LBP only among those under 50 years of age, highest
adjusted relative risk (RR) being 2.4, 95% confidence interval
(CI) 1.4–4.2 for exposure to all three. Health behaviors
(sum index of smoking, overweight and lack of physical
activity) increased the risk only in the oldest age group (RR up
to 2.8, 95%CI 1.4–5.4). Moreover, only in the group of 40 to
49-year-old workers LBP was predicted by mental stress,
dissatisfaction in life and sleep problems (adjusted RR for
severe sleep disturbance 2.3, 95%CI 1.3–4.3), independent of
pain in other anatomical areas or chronic diseases.
Psychosocial factors at work did not predict LBP.
Conclusions
Predictors varied considerably in different age groups.
In addition to physical work, sleep problems, health beha-
viours and mental distress contributed significantly to the
risk of LBP. The two latter factors have themselves been
linked to occupational psychosocial conditions. Prevention
would presumably benefit from improving work organization
and integrating health promotion and stress management
into the more traditional occupational health and safety
measures.

Adjustment to disease and quality of life
in rheumatoid arthritis patients
Iveta Nagyova

I Nagyova1*, Z Macejova2, JP van Dijk1,3
1Kosice Institute for Society and Health, Department of Educational
Psychology and Health Psychology, PJ Safarik University, Kosice, Slovakia
21st Internal Clinic, Medical Faculty, University of PJ Safarik, Kosice,
Slovakia and
3Department of Social Medicine, University Medical Center Groningen,
University of Groningen, Groningen, The Netherlands
*Contact details: iveta.rajnicova@upjs.sk

Background
Rheumatoid arthritis (RA) is a chronic autoimmune disease
often leading to joint destruction, deformity and loss of
function. It is one of the main causes of disability with far
reaching consequences for quality of life of the individual and
his family. The aim of this study was to determine to what
extent adjustment to disease, viewed as a result of the coping
process, mediates the impact of functional disability on
psychological well-being in RA patients.
Methods
One hundered sixty patients from the EURIDISS study were
followed up over a 4 year period (mean age 48.7� 12.0 years,
mean disease duration 22.2� 15.9 months). Patients filled in
questionnaires on functional disability (GARS), adjustment
to disease (GARA) and psychological well-being (GHQ-28).
To analyse data multiple linear regressions and Sobel tests were
used.
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Results
At baseline functional disability explained 24% of the variance
in psychological well-being (P< 0.001) and the contribution of
adjustment to disease to the explained variance was non-
significant. Four years later functional disability explained 34%
of the variance in psychological well-being, whereas adjust-
ment to disease another 7% (P< 0.001, both). Sobel tests
revealed that adjustment to disease did not mediate the impact
of functional disability on psychological well-being at first
measurement point; however it did significantly mediate this
impact 4 years later (Sobel z-value = 3.83, P< 0.001; indirect
effect of 40%).
Conclusions
The outcomes of this study provide support for the increasing
importance of adjustment to disease in mediating the
relationship between functional disability and psychological
well-being as the disease advances. These findings also help
explain differences in the levels of psychological well-being
noted among individuals with the same degree of physical
impairment. Tailored psychosocial interventions focussing on
better adjustment to disease may significantly contribute to
the improvement of the patients’ psychological well-being and
consecutively to the improvement of their quality of life in
general.

Gender and cultural comparison of effects from social
networks on psychological well-being between Great
Britain and Japan
Noriko Cable

T Chandola1*, M Marmot1, M Sekine2, T Tatsuse2, S Kagamimori2
1Department of Epidemiology, University College London, London, UK and
2Faculty of Medicine, Department of Welfare Promotion and Epidemiology,
Toyama University, Toyama, Japan
*Contact details: n.cable@ucl.ac.uk

Background
A positive link between social support and psychological well-
being is well known; however, there are limited numbers of
studies that examined an independent effect from each
component of social networks on psychological well-being.
Also, there is a need for studies to examine gender and cultural
differences in the relationship between social networks and
psychological well-being.
Methods
This prospective cohort study will examine the effects of
individual components of social networks on psychological
well-being. Those components are cohabitation status, fre-
quent face to face contacts with friends and relatives and
involvement in religious activities and social organization.
Participants were civil servants in London and in the West
Coast of Japan. Complete cases that had information on age,
the occupational grade, all of social network components and
psychological well-being were used for this study.
Results
After controlling for the effects from age and the occupational
grade, the findings of multiple regression showed some gender
and cultural differences in the effects from social network
components on psychological well-being. All social network
components, except involvement in religious activities deter-
mined British female civil servants’ psychological well-being,
whereas the effect from involvement in social organization on
psychological well-being was not significant among British
male civil servants. On the other hand, only frequent face to
face contacts with relatives and involvement in social
organization contributed to Japanese female civil servants’
psychological well-being. However, in addition to those
components, frequent face to face contacts with friends were
found to be a significant determinant for psychological well-
being among Japanese male civil servants. While frequent face
to face contacts with friends showed the largest effect on
British civil servants’ psychological well-being, this was
frequent face to face contacts with relatives for the Japanese
civil servants.

Conclusions
In sum, significance on the aspect of social networks on
psychological well-being differed according to the gender and
the culture of origin.

The role of social support in adjustment
to early rheumatoid arthritis
Jozef Benka

J Benka1*, I Nagyova1, van Dijk JP1,2, J Rosenberger1, A Calfova3,
Z Macejova3, B Middel2, JW Groothoff2
1Kosice Institute for Society and Health & Department of Educational
Psychology and Health Psychology, Faculty of Arts, PJ Safarik University
Kosice, Slovak Republic
2Department of Social Medicine, University Medical Centre Groningen,
University of Groningen, The Netherlands and
31st Internal Clinic, Faculty of Medicine, PJ Safarik University Kosice, Slovak
Republic
*Contact details: jozef.benka@upjs.sk

Background
Many adaptive tasks in chronic disease require help from
others. Social support may positively affect adaptive process to
a chronic disease through physiological, emotional and
cognitive pathways.
The aim of this study was to examine whether social support
has a beneficial effect on overall adjustment to rheumatoid
arthritis (RA). A positive relationship between social support
and adjustment was expected after controlling for pain, fatigue
and depression.
Methods
The data were collected annually via a structured interview over
a 4 year period in the European Research on Incapacitating
Diseases and Social Support (EURIDISS). The sample consisted
of 124 patients with recently diagnosed RA (85.5% women;
mean age 48.1 years; mean disease duration 21.9 months). Pain
and fatigue were measured with the Nottingham Health Profile
(NHP), depression with the GHQ-28 and social support with
the scale for social support transactions (SSQT) and satisfaction
with social support transactions (SSQS). The mean score from
the first three measurement periods was used in the analysis for
these independent variables. Adjustment to disease, as the
dependent variable, was measured by the general adjustment to
RA (GARA) at the fourth measurement. Data were analysed
using multiple linear regression.
Results
Significant correlations were found between pain, fatigue,
depression, social support and adjustment to disease. The total
explained variance of adjustment to disease in the regression
model was 36%. Pain explained 24%, depression another 8%
(both P< 0.001) and social support transactions additional 4%
(P< 0.05). Satisfaction with social support and fatigue failed to
explain any variance in adjustment to disease in this model.
Conclusions
After controlling for pain, depression and fatigue, social
support transactions were positively related to the adjustment
to disease. The results of this study imply that social support
measured by the amount of supporting transactions may play a
protective role in the process of adjustment to RA.

Meeting the occupational and psychosocial needs
of people with dementia and ensuring their
well-being when using elderly care services
Päivi Topo

P Topo1,2*, S Sormunen2, K Saarikalle2, O Räikkönen2,
U Eloniemi-Sulkava3
1Academy of Finland
2STAKES and
3The Central Union for the Welfare of the Aged, Finland
*Contact details: paivi.topo@stakes.fi

Background
The number of people with dementia is increasing rapidly, due
to the ageing of the population. Most people living in
residential care have dementia. Even people with mild
dementia need increasing help from others and are therefore
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frequent users of community based services. People with
dementia have difficulties in expressing their wishes, opinions
and needs, which, combined with their inevitable dependence,
makes them one of the most vulnerable groups of people. For
service providers, they represent a challenging group of clients.
The aim of this study was to produce information on people
with mild, moderate or severe dementia who are using day care
services or residential care facilities:
(1) What was their state of well-being?
(2) How were their psychosocial and occupational needs met?
(3) What was the relationship between well-being, occupa-
tional involvement and behaviour?.
Methods
The study is based on systematic observation carried out using
the dementia care mapping (DCM) method, combined with
qualitative field notes. Six residential care units were involved:
two dementia care units, two nursing home units for both
people with dementia and other residents, a primary health
care hospital ward and a psychogeriatric ward for special
health care. In addition, two dementia day care centres
participated in the study. A total of 85 people with dementia
were observed. The observations took place in each unit over
two sequential days and the observation period in each unit
was 12 h (a total of 93 hours), that is six hours per day.
All units were visited by two trained observers. In DCM,
observations were recorded every five minutes and the data
consisted of 6504 such time-frames (the range was 14–140 per
client). The field notes consisted of some 30 000 words. The
data was analysed quantitatively and qualitatively.
Results
The results show that, on average, the clients’ well-being was
moderate (range -0.2 to +3.8). However, the more severe the

person’s dementia is, the lower his/her well-being turns out to
be (correlation coefficient 0.555, P< 0.01). The day care
centres were able to meet the occupational and psychosocial
needs of clients with mild or moderate dementia, but in
residential care this happened more rarely. There were major
differences between the residential care units in terms of the
well-being of the residents (P< 0.001) and in how their
occupational and psychosocial needs were met (P< 0.001). It
was common that people with severe dementia spent most of
their time sitting with nothing to do except in situations in
which their basic physical needs were being met. The results
revealed that all clients — whether they had mild, moderate or
severe dementia—benefited greatly from sing-along sessions,
physical exercise and other organized activities (OR 2.95, 3.09,
2.62, P< 0.013). These activities were very rare in all residential
care units except one.
Conclusions
There were many situations in which clients were able to be
active, but the more severe the dementia, the more seldom
such situations arose. The results suggest that more attention
should be paid to providing activities for people with moderate
and severe dementia in order to improve their well-being.
The differences between the units suggested that the way in
which the entire care institution was organized and the work
culture within the unit either supported or diminished
the possibilities for the active involvement of the clients.
Interaction with the client and adopting an empathetic
approach were the main care development challenges in all
of the units. The quantitative and qualitative results may prove
useful to those developing services for people with dementia
and in analysing the strengths and weaknesses of dementia care
cultures.

3.5. Workshop: Measuring social mixing patterns
and modelling their impact for the spread and
control of infectious diseases

Chair: Dr John Edmunds
Health Protection Agency, UK
Organiser: Joel Mossong and Alessia Melegaro on behalf of the
POLYMOD research group

There is currently great interest in predicting the epidemiology
and control of infectious pathogens predominantly spread
from person to person by the aerosol route such as pandemic
influenza and SARS. The mathematical transmission models
used for these purposes generally require estimates of contact
rates between individuals in the population as the infections
are passed on during these contacts. However, remarkably little
is known about the mixing patterns relevant to the spread of
such infections and thus the results of these models are heavily
influenced by the assumptions made regarding underlying
contacts. Although a number of large scale studies have been
conducted to elucidate sexual contact patterns, only a few
small studies in non-representative populations have been
performed for social contact patterns. This workshop will
present results from different participants of the EU-funded
POLYMOD project which collected mixing data using large
population-based contact surveys in eight European countries
using a common paper diary approach. Presentations will
include descriptions of the contact surveys as well as results
from state of the art statistical and mathematical modelling
approaches with a public health perspective.
Detailed programme (each talk to last 12 mins with 3 mins for
questions):
1. Introduction to session
2. Social contact and mixing patterns relevant to the spread
of infectious diseases: a multi-country population-based
survey

3. Comparison of contact profiles across seven European
countries and implications for modelling the spread of
airborne infectious diseases
4. Estimating age specific transmission rates for infectious
diseases: fitting a survey of contact patterns to seroprevalence
data for varicella zoster virus and parvovirus B19
5. A comparison of heterogeneity in the acquisition of varicella
zoster virus and parvovirus B19 for five different European
countries
6. General discussion.

Social contact and mixing patterns relevant to
the spread of infectious diseases: a multi-country
population-based survey
Joel Mossong

J Mossong1, M Jit2, N Hens3, P Beutels4, K Auranen5, R Mikolajczyk6,
M Massari7, GP Scalia-Tomba8, J Wallinga9, M Sadkowska-Todys10,
M Rosinska10, WJ Edmunds2
1Laboratoire Nationale de Santé, Luxembourg, Luxembourg
2Health Protection Agency, Colindale, United Kingdom
3Universiteit of Hasselt, Diepenbeek, Belgium
4University of Antwerp, Antwerp Belgium
5National Public Health Institute, KTL, Helsinki, Finland
6University of Bielefeld, Bielefeld, Germany
7Istituto Superiore de Sanità, Rome, Italy
8Uni Roma, Rome, Italy
9RIVM, Bilthoven, Netherlands and
10National Institute of Hygiene, Warsaw, Poland

Background
A large prospectively-collected population-based study of
social contact patterns was conducted in Belgium, Germany,
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Finland, Great Britain, Italy, Luxembourg, the Netherlands and
Poland between May 2005 and September 2006.
Methods
Participants were recruited by random digit dialing, face-
to-face interview or via population registers. Participants
were asked to record on a paper diary the age, gender,
duration, location, frequency and type of contact during a
randomly assigned day. Main effects of covariates (age, sex,
household size, country) on numbers of contacts were assessed
using multiple negative binomial regression.
Results
A total of 7290 diaries were collected covering all age groups
with a total of 97 940 recorded contacts (mean = 13 per
participant per day). There was a consistent pattern of contact
frequency by age, with a gradual rise in the number of
contacts in children, a peak among 14–19 year olds, followed
by a fall to a lower plateau in adults and a sharp decrease after
55 years of age. Larger household size and weekdays were
associated with larger number of contacts. Longer duration
and/or physical contacts were more stable in time and were
often made in the home, school or leisure settings. Shorter
duration contacts tend to be made less frequently, are less
likely to involve physical contact and more likely to occur in
work or other settings. The 2-dimensional ‘who mixes with
whom’ age structure was dominated by diagonal pattern of
participants preferentially contacting people in their own age
group.
Conclusions
The overall pattern of number of contacts by age showed a
remarkable consistency over the eight surveyed countries
although the mean number of contacts differed by more than
factor of 2 probably due to varying survey methodologies. The
quantification of these mixing patterns represents a significant
advance in our understanding of the spread of these infectious
diseases.

Comparison of contact profiles across seven European
countries and implications for modelling the spread
of airborne infectious diseases
Mirjam Kretzschmar

M Kretzschmar, RT Mikolajczy
School of Public Health, University of Bielefeld, Bielefeld, Germany

Background
Within a network of the EU funded project POLYMOD we
performed a survey of social contacts in seven European
countries. The results concerning age-dependent contact
frequencies and mixing will be used as an input for
mathematical modelling of airborne infectious diseases.
Methods
Representative surveys were performed in seven countries to
assess the number of social contacts, using a diary approach in
which participants had to record individual contacts along
with some additional information. We used the information
on the reported numbers of contacts in six different settings
(household, work, school, leisure, transportation and others)
to define different contact profiles. The identification of the
profiles and classification of respondents according to these
profiles were conducted using a two-step cluster analysis
algorithm as implemented in SPSS.
Results
We identified seven distinct contact profiles: respondents
having (1) contacts predominantly at school, during trans-
portation and leisure time, (2) contacts during leisure time, (3)
contacts mainly in the household (large family), (4) contacts at
work, (5) contacts solely at school, (6) contacts in other places
and finally (7) respondents having a low number of contacts in
any setting. Clusters of respondents were found for each profile
in each of the countries separately and the fractions of
respondents with any given profile were similar across the
countries. There was a distinct age-dependence in the
distribution of the population across contact profiles.

Conclusions
Clear patterns of how social contacts are distributed among
various settings emerge from the analysis with implications for
identifying mixing patterns among different population
groups. The results will support the analysis of intervention
measures for airborne infectious diseases using mathematical
modelling.

Estimating age specific transmission rates for infec-
tious diseases: fitting a survey of contact patterns to
seroprevalence data for VZV and parvovirus B19
Alessia Melegaro

A Melegaro, M Jit, N Gay, J Edmunds
Modelling and Economics Unit, Health Protection Agency Centre for
Infections, UK

Background
The aim of this work is to deepen our understanding of the
contribution that different types of contacts may have on the
spread of airborne infections and, thus, to improve para-
meterization of mathematical models.
Method
In this study, the authors estimated the age-specific transmis-
sion parameters by using data on social contacts pattern
(POLYMOD) as well as seroprevalence data for VZV and B19
for the UK, Finland, Belgium, Poland and Italy. The impor-
tance of different types of contacts (i.e. physical/non-physical,
long/short, household/school/workplace) was explored and
transmission rates were compared for the different European
countries.
Results
Four main results were achieved. Firstly, the model fit for both
VZV and B19, significantly improved when contact data were
stratified in the analysis. Secondly, estimates of the infectivity
parameter for VZV were higher than the ones for B19,
whatever stratification on contact data was used. Thirdly, skin-
to-skin (or at least intimate) contact appeared to represent an
essential element for disease transmission. Fourth, these
general patterns were observed in each of the countries
analysed, suggesting that there are consistent biological
mechanisms at play.
Conclusions
This study greatly improves our understanding of the spread of
these close-contact viruses. Although the viruses differ
significantly in their overall infectivity, in both cases intimate
contact seems to be particularly important for their spread.
This has implications for the modelling of close-contact
infectious diseases as these sorts of contacts tend to be more
stable and more assortative (like-with-like) than other
contacts. In addition, it has implications for the control of
infectious diseases such as pandemic influenza via social
distance measures.

A comparison of heterogeneity in the acquisition
of varicella zoster virus and parvovirus B19 for
five different European countries.
Niel Hens

N Hens1, N Gay2, Z Shkedy1, M Aerts1, J Edmunds2
1Center for Statistics, Hasselt University, Diepenbeek, Belgium and
2Health Protection Agency, Centre for Infections, London, United Kingdom

Background
For respiratory viruses the force of infection depends on the
contact rate and the infectiousness of the pathogen. It has been
shown that the contact rate depends on age through hetero-
geneity in mixing of individuals from different age-classes.
Under the assumptions of lifelong immunity and the epidemic
being in a steady state, the force of infection can be estimated
from antigen-presence in collected serum samples. For
economic reasons, such serum samples are often tested for
more than one antigen. These tests results allow for the
estimation of unobserved heterogeneity. In a period of 2003–
2006 test results on varicella zoster virus and parvovirus B19
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were collected from samples in Belgium, England & Wales,
Finland, Italy and Poland.
Methods
We model the age-dependent force of infection for varicella
zoster virus and parvovirus B19 based on a joint model while
incorporating individual unobserved heterogeneity. Individual
heterogeneity comprises the differences among individuals’
susceptibility to acquire infections, often referred to as
‘frailties’. We use a shared gamma frailty to describe this
heterogeneity, assuming that the frailty distribution is the same
for both infections and contrast this using a correlated frailty
approach, relaxing upon this assumption.

Results
The models show a substantial heterogeneity in Poland and
England & Wales, while it exists to a lesser extent for Belgium
and Italy and is not observed for Finland.
Conclusion
This study shows that in several countries there exists
unobserved heterogeneity in the acquisition of airborne
infections as varicella zoster virus and parvovirus B19.
Further studies are needed to relate this heterogeneity to
potential factors, crucial for the mathematical modelling of
airborne infections.

3.6. Workshop: Use of alcohol and other drugs in
university students

Chairs: Guido Van Hal*, Cécile Boot
Organiser: Guido Van Hal, University of Antwerp, University
Scientific Institute for Drug Problems (UWID), Antwerp, Belgium
*Contact details: guido.vanhal@skynet.be

From a demographical point of view, university students are
expected to be a relatively healthy subset of the general
population due to their low age and high level of education.
However, compared to their working peers, university students
appear to have more health complaints, a lower quality of life
and a worse health status. Students may perceive difficulties to
adapt to their new environment with new responsibilities,
friends, freedom. Substance (ab)use, including alcohol and
cannabis, may hinder students to function optimally within
the high demands of the university. Students form a distinct
group within the public society, which deserves special
attention.
The aim of this workshop is to present and discuss the scale of
substance abuse by university students in Belgium. In addition,
the difference in alcohol and illicit drug use in Swedish medical
and business students and Argentinean students will be
assessed. Furthermore, associations between substance abuse
and health and academic problems in the Netherlands will be
discussed. Next, we will focus on the role of misconceptions
and beliefs regarding alcohol use, based on a study in UK
students.

Cannabis use in university and college students
in Antwerp, Belgium: high school?
Guido Van Hal

G Van Hal1, I Bernaert2, S Hoeck1, J Rosiers2
1University of Antwerp, University Scientific Institute for Drug Problems
(UWID), Antwerp and
2Association for Alcohol and other Drug problems (VAD), Brussels, Belgium

Background
Cannabis is more and more considered the modern cigarette
in young people. Unlike the amount of data available on
substance use in secondary education, much less is known on
this topic where higher education is concerned.
Methods
A structured questionnaire on substance use was spread by
intranet in all Antwerp students in Spring 2005. There were
5530 students (25.9%) who returned a correctly completed
questionnaire. To get representative results, a random,
stratified sample of n= 1501, based on gender, age and college
was drawn out of all respondents.
Results
47.4% Of the Antwerp students ever used cannabis; 22.1% are
last year users. This is almost twice as high as the last year use
of cannabis in the Flemish population of that age. For most
cannabis users, this last year use is characterized by periodical
fluctuations. During the academic year, 65.6% uses cannabis.
During the holiday periods, this rate even gets higher (88.4%).

In contrast, 65.9% stop their use of cannabis during the
examination periods. Moreover, during holidays, the fre-
quency of cannabis use is highest (14.3% daily users vs. 5.5%
during examination periods). One out of three last year users,
encountered at least one sign of problems due to his cannabis
use (using longer than planned, problems with hobbies or
social activities, relational problems, health problems,. . .). The
degree of problems is directly linked with the frequency of use.
This might also explain why male students have three times
more signs of problems (30.8%) than female students (9.9%).
We also see that the younger people start, the higher the risk to
become a problem user.
Conclusions
Cannabis use in Antwerp students is quite common. Some
small groups are to be followed more closely, for instance daily
cannabis users during examination periods (a few 100 students
in total). Based on the survey results, a drug policy plan for the
Antwerp students is being prepared.

Alcohol use and illicit drug exposure over time
among Swedish medical students and comparisons
with other student communities
Marie Dahlin

M Dahlin, B Runeson
Karolinska Institutet, Department of Clinical Neuroscience, Division of
Psychiatry St. Göran, Stockholm, Sweden

Background
Alcohol and substance abuse in student populations are
considered as high. Medical students’ life-style may have an
impact on their future professional behaviour as well as on
their own health.
Methods
Self-report data on alcohol (AUDIT) and drug use in student
samples were used. Firstly, evaluations of three cohorts of
medical students of years 1, 3 and 6 at Karolinska Institutet
(N= 342, response rates 73�90%). Secondly, a comparison of
the sample above and Argentinean medical students (response
rate 77%). Thirdly, a comparative study of 500 medical
students and 500 business students in Stockholm, response
rate 77%.
Results
Of Swedish medical students, 23% had hazardous use and 28%
reported monthly binge-drinking. Harmful use and monthly
binge-drinking was more common among men, who also had
higher AUDIT means (P< 0.01) than women. Levels decreased
in the first post graduate year. No associations were found
between alcohol use and distress or personality.
Non-use of alcohol was more common while monthly binge-
drinking was less among Argentinean students. Swedish
medical students drank less alcohol than Swedish business
students.
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18% of the women and 47% of the men in the Swedish medical
student sample had used illicit drugs ever, significantly more
common than among the Argentinean students. Among
interns, 5% reported use of illicit drugs during the preceding
12 months, without gender difference.
Conclusions
Swedish medical students drank more alcohol than
Argentinean medical students, but less than Swedish business
students. A slight decrease in alcohol intake occurred after
graduation, which may indicate a ‘normalisation’ of consump-
tion. No associations were found between alcohol habits and
mental distress. Women had lower intake in all samples.
A half part of Swedish male medical students had used illicit
drugs, more common than in Argentinean medical students.
Prevalence of recent or regular drug use was low.

Drug use and problem perception in Dutch university
students; associations with perceived health and
academic performance
Cécile Boot

CR Boot1,2, P Vonk1, FJ Meijman1,2

1Department of Research, development and prevention, Student Health
Services – University of Amsterdam, the Netherlands and
2Department of Metamedica/Medical humanities, VU University Medical
Centre, Amsterdam, the Netherlands

Background
Drug use is known to interfere with functioning in daily life.
University students using drugs may experience health
problems as well as academic problems. Problem perception
is needed to change behaviour. We aimed to investigate
associations between perceived health status, academic func-
tioning and using drugs. Next, differences in perceived health
status and academic functioning were investigated between
students with and without problem perception.
Methods
A tottal of 8258 university students were invited to complete a
questionnaire with items about general health, psychological
health, social support, study delay and drug use (amongst
others cannabis, coke and XTC). Users were asked if they
considered their drug use as a problem. Users (U) were
compared with non-users (NU), users with (U+) and without
problem perception (U-) were compared and U- was compared
with NU using multivariate logistic regression analyses.
Results
The questionnaire response was 44%. 25% reported cannabis
use, 6% XTC, 3% cocaine, 3% heroine, 1% speed and 0.1%
heroine, LSD or GHB. U was associated with a worse health
status (OR = 1.4; 95%CI = 1.1–2.0) and more study delay
(OR = 1.3; 95%CI = 1.0–1.3). U+ more often reported a
worsened health over the past year (OR = 1.9; 95%CI =
1.2–3.2) and did not believe they could solve their psycholo-
gical problems (OR = 2.9; 95%CI = 1.3–6.6). They wished more
social support (OR = 1.9; 95%CI = 1.1–3.3) and more students
were in contact with more than two professional helpers
(OR = 9.2; 95%CI = 2.2–39.2) compared to U-. U- reported a

worse health status (OR = 1.4; 95%CI = 1.0–1.9) and more
study delay (OR = 1.3; 95%CI = 1.0–1.5) compared to NU.
Conclusion
Drug use is associated with worse health and academic
outcomes in Dutch university students. Users without problem
perception report better health outcomes than users with
problem perception, but they report worse health and
academic outcomes than non-users. This group deserves
attention in programmes on prevention of drug use.

Normative beliefs, misperceptions and heavy episodic
alcohol consumption in a UK student sample
John McAlaney

J McAlaney, J McMahon
School of Social Sciences, University of Paisley, Scotland, United Kingdom

Background
Recent research in American college system has demonstrated
that student alcohol consumption is partly a result of
overestimated perceptions of alcohol use in peers. Correcting
these misperceptions and thus reducing alcohol consumption
has become the basis for an effective alcohol intervention in
the US college system, however such effects have not been
studied in UK university students.
Method
An email containing a link to a survey website was distributed
to current undergraduate students at a UK university. The
survey contained items on individual’s personal behaviour and
their perception of the level of that behaviour in groups of
increasing social distance.
Results
Completed 500 surveys were returned. It was established that
there was a significant positive linear trend over the
individual’s own behaviour and the perceived behaviour in
others at increasing social distance for each measure: frequency
of drinking (F(1499) = 169.97, P< 0.001), quantity per occa-
sion (F(1499) = 195.297, P< 0.001) and frequency of drunken-
ness (F(1499) = 93.747, P< 0.001). Post hoc Tukey analysis
(P< 0.05) confirmed the significant differences between the
actual normative behaviour and perceived norm of other
students for each of the three outcome measures. There were
significant correlations between personal behaviour and the
degree of misperception for each behaviour: frequency of
consumption (r= 0.295, P< 0.001), quantity per session
(r= 0.611, P< 0.001) and frequency of drunkenness
(r= 0.247, P< 0.001).
Conclusion
The findings of the study indicate that the normative belief/
alcohol consumption processes which have been found on US
college campuses also operate in UK university settings. This
raises the possibility of applying social norms interventions
from the USA to the UK universities and potentially elsewhere
in the world. Although the current study focussed on alcohol it
is feasible that this approach could be used in relation to other
types of drug use.

3.7. Injury Prevention

The Quality of Hospital Discharge Data Used
for Injury Surveillance
Uwe Ewert

UP Ewert*, M Segui-Gomez
University of Navarra, Spain
*Contact details: apollowp2core@unav.es

Background
One part of the EU co-funded Apollo project was to develop a
passive injury surveillance system on the basis of hospital
discharge data. Information on more than a dozen countries is

now available at the web-query system. For some countries
information has already been included for up to 3 years.
Methods
An analysis of the data in the web-query system regarding the
quality is made. Several quality indicators are analysed. The
results are compared between countries and over time for
those countries that allow for this.
Results
Injury coding is usually available at very high percentages.
Some countries allow for more than one injury diagnosis.
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Injury severity coding was possible at high percentages in most
countries. Mechanism coding has a large variation with some
countries close to 100% and others with no mechanism coding
at all. More than half a million cases with both injury and
mechanism information are available. The duration of the
hospital stay is practically always known, the changes over time
within countries are relatively minor.
Conclusions
The web-query system available at the University of Navarra
gives results that have not been available in Europe in this form
and extent at such low costs. The quality of the data varies
between the different countries. More countries, data sources,
and indicators will be added to the system in the future. The
system is open to the public at http://www.unav.es/preventiva/
apollo/asistente/with User-ID and Password ‘Public’.

Non-transmission of death certificates of
non-residents to their country of residence: an
important bias for comparing injury related
deaths between European countries (results from
the ANAMORT project)
Aymeric Bun UNG

A Bun Ung1*, D Jeannel1, M Bene2, S Bruzzone3, G Denissov4,
K England5, B Frimodt-Møller6, F Gjertsen7, E Jougla8, M Nectoux9,
M Steiner10, B Thélot1, F Belanger1
1Institut de veille sanitaire, France
2Hungarian central statistical office, Hungary
3Direzione centrale per le statistiche e le indagini sulle istituzioni sociali, Italy
4Statistical office of Estonia, Estonia
5Department of health information, Malta
6National institute of public health, Denmark
7Norwegian institute of public health, Norway
8CépiDc-Inserm, France
9Psytel-Université Paris, France and
10Kuratorium für Verkehrssicherheit Bereich Heim, Freizeit & Sport, Austria
*Contact details: a.ung@invs.sante.fr

Background
Differences in production processes of mortality statistics
between European countries could lead to misclassifications
of underlying causes of death and lack of data coverage. This
could have an influence on data comparability and would limit
their interpretation. The ANAMORT project aims to identify
biases specifically regarding injury related deaths and to propose
recommendations in order to correct them. One of the biases
possibly lies in non-transmission of death certificates of non-
residents to their country of residence, although transmitting
those is recommended by the World Health Organization and
Eurostat. The impact of this bias is presented hereafter.
Methods
Within the ANAMORT project, a questionnaire regarding pro-
duction of mortality statistics has been completed by specialists
of mortality or injury statistics in 36 countries in Europe
(during first half of 2006). Answers were obtained from the 27
European Union countries, the three candidate countries
(Croatia, the Former Yougoslav Republic of Macedonia and
Turkey), three European Free Trade Association countries
(Iceland, Norway and Switzerland) and three Balkan countries
(Albania, Bosnia and Herzegovina and Serbia). A part of this
questionnaire is related to methodologies applied by countries
about people dying outside of their country of residence.
Results
Eight European countries out of 36 systematically transmitted
the medical part of death certificates of non-residents to their
country of residence. Among all causes of death, the
proportion of non-residents was estimated to be lower than
1% in most countries but in five of them, it was estimated
between from 1 to 5%. This proportion of non-residents
limited to injury related deaths was estimated to be less than
1% by half of the countries, included between 1 and 9% by 10
countries and 10–24% by three countries. For 31 European
countries out of 36, information on country of residence was
available in final individual mortality files. When a non-
resident dies in a given country, most of the European
countries (22 out of 36) collected data in their database and 13

always included them in their published statistics. More than
half of European countries never transmitted these cases to
Eurostat (24 out of 36).
Conclusions
Exchange of death certificates of non-residents between
countries appears to be an important issue for European
public health policies. Moreover, the number of European
residents travelling or living within Europe outside of their
countries of residence increases the importance of this non-
transmission. The lack of valuable information, mainly medical
cause of death, deprives each European country of a significant
number of deaths. This problem is especially important
regarding injuries as an important part of deaths of non-
residents are related to injuries. According to a recent study
(2004), proportion of French residents dying abroad from
external causes out of all causes is about 50% whereas this
proportion is about 7% for French residents dying in France.
The transmission of available information could be imple-
mented as a routine but is obstructed by organizational and
regulation matters. In addition, rules have to be settled in
order to avoid double-counting of deaths.

How to compare European countries and trends
regarding deaths from accidental falls: results
from the Anamort project
François Belanger

F Belanger1*, M Bene2, S Bruzzone3, G Denissov4, K England5,
B Frimodt-Møller6, F Gjertsen7, E Jougla8, M Nectoux9, M Steiner10,
AB Ung1, B Thelot1
1Institut de veille sanitaire, France
2Hungarian Central Statistical Office, Hungary
3Istat - Division for Statistics and Surveys on Social Institutions -Health and
Care Section, Italy
4The statistical office of Estonia, Estonia
5Department of Health information, Malta
6National Institute of Public Health, Denmark
7Norwegian Institute of Public Health, Norway
8Inserm-CépiDC, Institut National de la Santé et de la Recherche Médicale,
France
9Psytel, France and
10Kuratorium für Verkehrssicherheit, Austria
*Contact details: f.belanger@invs.sante.fr

Background
Accidental falls are known as an important cause of death
accounting for nearly 50 000 deaths reported in the 25 former
countries of the European Union in 2003. Production of death
statistics is organized in by national medical authorities who
are responsible for the medical certification of causes of deaths,
as well as their codification and the selection of an underlying
cause (when multiple causes exist). Countries follow the
International Codification of Diseases (ICD) rules published
by the World Health Organisation (WHO). Individual data are
aggregated, centralized and disseminated at European level by
Eurostat or at world level by WHO. Nevertheless, methods of
death statistics production are known to vary from country to
countries and over time. The Anamort project has been
developed in order to produce recommendations to improve
the comparability death statistics in general and more
specifically in the field of injuries. The application to deaths
from falls is presented here.
Methods
Different methods were used to identify sources of bias in
death statistics related to deaths from falls,
1/a questionnaire on death statistics production practices
was filled-in by specialists of mortality statistics of 36 European
countries; 2/a literature review was performed; 3/a review of
the discussions included in the forum for specialists of
mortality statistics on codification issues was carried-out.
In addition, trends analysis of mortality data available
through Eurostat was performed in order to identify
differences over time and between countries. Differences
were analysed to differentiate between variations related to
the process of statistics production and/or to the epidemio-
logical contexts.
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Results
According to mortality specialists, lack of information
reported on the death certificate could lead to underestimation
of deaths due to accidental falls. Non-application of the
codification rule, specifying that ‘a death following a fall due to
osteoporosis has to be coded as osteoporosis’, may have
contributed to overestimate the number of deaths from falls. In
specific cultural contexts, overestimation of death from fall
(from height) was the consequence of a willing to hide suicides
by fall. Use of ICD10 version instead of ICD9 may have
resulted in a decrease in death by falls due to the elimination of
a code for unexplained fracture.
In 2003, age standardized mortality rate from falls was 7.2/
1 00 000 population in Europe (25 countries), however it
varied between 2.5 and 23.0 according to the countries. Risk
of death from falls was associated with gender (2.2 times
higher among men) and age (compared to 15–24 years age
group, 5.0 times higher among 25–64 years olds and 100.0
times higher after 65 years). Regular decrease of death rate by
falls can be observed in some countries, dramatic decreases
(until 50%) could be related to the introduction of ICD10 in
many countries.
Conclusions
Identification of sources of biases such as the different use of
the codification rules is crucial to improve comparability
among causes of death time series and to develop recom-
mendations for better comparability. This method allows to
affect variation of mortality due to accidental falls to statistics
production change or to real epidemiological changes. This
method can be applied to various groups of diseases.

Assessment of health and safety problems
of carpet weaving children in three districts
of Punjab, Pakistan
Sheikh Muazzam Nasrullah

S Awan1, SM Nasrullah2,3*, J Razzak2, A Mehmood1

1The Centre for the Improvement of Working Conditions & Environment,
Township (Near Chandni Chowk), Lahore, Pakistan
2The Aga Khan University, Section of Emergency Medicine, Department of
Internal Medicine, Stadium Road, PO Box 3500, Karachi 74800, Pakistan
and
3Karolinska Institutet, Department of Public Health Sciences, Division of
Social Medicine, Norrbacka, 2nd Floor, SE 171 76, Stockholm, Sweden
*Contact details: sheikh-muazzam.nasrullah.117@student.ki.se
muazzam.nasrullah@aku.edu

Background
The International Labor Office (ILO) has estimated 250
million child laborers (5–14 years old) worldwide, with more
than 120 million of these working full-time. Child labour is
one of the major public health issue especially in a developing
country like Pakistan. Children may come from poor families,
live in dilapidated housing, have unsafe water supplies, poor
sanitation and inadequate nutritious food. They may con-
tribute to major family’s total income.
OBJECTIVE: To assess the health and safety problems of
carpet weaving children in three districts of Punjab, Pakistan.
Methods
DESIGN: Three structured questionnaires were administered
by trained physicians.
Form-I was used to measure the illumination levels and dust
exposure at home and shed based work sites. Form-II was to
gather information of their age, family size, working hours,
game participation, nutrition, stress factors, physical abuse and
common health issues. Form-III was to assess physical health
examination.
SETTING: Ten villages were selected out of 198 from three
districts of Punjab, depending on the amount of carpet
weaving activity. Two hundred and sixty one (261) non-formal
education centres (NFEc) were established at the time of study
under the Elimination of Child Labour (IPEC-ILO) Carpet
Project. 21 NFEs found in ten villages were selected.
SUBJECTS: A total of 55 home-based and 30 shed-based
worksites in these 10 villages were selected to assess the

working environment hazards. 628 children of age group 5–14
years were enrolled in NFEs for the study.
Results
The mean family size for the working children was 8.70, while
that of control group was 7.95. Headache was the most
common complaint by both the working children (55.2%) and
the control group (35.9%). Cough was the second most
frequent health related complaint (P= 0.0001). A remarkably
high proportion of backache (P= 0.0001), joint pain
(P= 0.0001), fatigue (P= 0.0001), stomach-ache (P= 0.0001)
and cuts & bruises (P= 0.0001) were found among working
children compared with those of the control group. Bowlegs
(P= 0.0001), respiratory allergies (P= 0.0001), conjunctivitis
(P= 0.0001) and carpal tunnel syndrome (P= 0.0001) were
significantly high in working group than controls.
Conclusions
There are considerable health and safety issues in the carpet
weaving industry in working children. Prevention programme
is needed to reduce health and injury problems.

Injuries in light of area-based material deprivation
and social fragmentation in Stockholm County.
Patterns and changes from period 1993–95 to
period 2003–05 among children aged 10–19 years
Anne-Mari Reimers

AR Reimers1,2*, APL Ponce de Leon1,4, LL Laflamme3
1Karolinska Institutet, Department of Public Health Sciences, Division of
Social Medicine, Stockholm, Sweden
2Centre for Public Health, Norrbacka, Stockholm, Sweden
3Karolinska Institutet, Department of Public Health Sciences, Division of
International Health, Stockholm, Sweden and
4Department of Epidemiology, Institute of Social Medicine, University of Rio
de Janeiro State (IMS/UERJ)
*Contact details: anne-mari.reimers@sll.se

Background
As living conditions represent an important avenue of
explanation to the social patterning of children and adolescent
injuries, area-based studies may contribute to a better under-
standing of the mechanisms behind social differences in injury
risks – and also offer relevant targets for prevention. There is a
dearth of trend studies in that domain. This study is an
attempt to assess the stability of the association between area
characteristics and childhood injuries of various causes over
time.
Methods
Register-based and ecological, the study encompassed
Stockholm County’s 138 parishes and considered two time
periods (1993–95; 2003–05). Two indices were measured:
economic deprivation and social fragmentation and parishes
were allocated to their respective quintile on each index. Data
on both unintentional and intentional injuries for children
(boys and girls) aged 10–14 and 15–19, respectively were
gathered from the County Council’s hospital inpatient register
considering. For each period and index, gender, age and
cause-specific comparisons were made to assess the odds
ratios (with 95% confidence intervals) of being injured using
parishes belonging to the best index level as a comparison
group. A series of simple and partial Pearson correlations were
also measured to assess the independent contribution of
each index.
Results
Regardless of time period, there were rather few significant
odds ratios and when it occurred, there were both under and
excess risks. For instance, in each period, boys from both age
groups living in parishes with the highest levels of economic
deprivation had lower odds of injury as a motor vehicle rider.
Yet, most strikingly, intentional injuries were more frequent
during the second time period and they were then in
considerable excess among girls aged 15–19 from more
economically deprived areas. Also, during that last period,
whereas none of the injury causes correlated significantly with
the index of social fragmentation, once correcting for that of
economic deprivation, nearly all causes correlated significantly
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with economic deprivation, with the exceptions of injuries as
vulnerable road users.
Conclusions
Since 1994, in the Stockholm County, differential economic
deprivation among parishes has widened more than social frag-
mentation. Among children aged 10–19 years, there is no clear
social patterning of injuries of various causes considering both
indices. Yet, intentional injuries have increased and they are
significantly and positively correlated with economic depriva-
tion net of social fragmentation, in particular among girls.

A population based analysis of dog bites in children
Martin Cichocki

Martin Cichocki*, Johannes Schalamon
Department of Pediatric Surgery, Medical University of Graz, Graz, Austria
*Contact details: martin.cichocki@meduni-graz.at

Background
The study focuses on the pattern of incidence, mechanisms,
and circumstances of accident and injury in a series of
pediatric patients who sustained dog bites.
Methods
In our retrospective survey, the medical charts of all children
who were younger than 17 years and sought medical attention
after a dog bite between 1994 and 2003 were reviewed. To

obtain the total number of each dog breed in the adminis-
trative district, we analysed 5873 files from the community dog
registers. For establishment of a risk index, the representation
of a dog breed among the total canine population was divided
by the frequency of dog bites from this breed.
Results
A total of 341 children (mean age: 5.9 years) were identified.
The annual incidence of dog bites was 0.5 per 1000 children
between 0 and 16 years of age. Incidence was highest in 1-year-
old patients and decreased with increasing age. The relative
risk for a dog attack by a German shepherd or a Doberman was
about 5 times higher than that of a Labrador/retriever or cross-
breed. The vast majority (82%) of the dogs were familiar to
the children. Most (322; 94%) of the children had injuries to
1 body region; in the remaining 19 (6%) children, up to three
body regions were injured. Of 357 injuries, the face, head and
neck region was the leading site affected (50%). Inpatient
treatment was required in 93 (27%) patients.
Conclusions
Dog bites in children are frequent and influenced by the breed-
related behavior of dogs, dog owners, children and parents.
Therefore, prevention strategies should focus on public
education and training of dogs and their owners. Children
who are younger than 10 years represent the high-risk group
for dog attacks.

3.8. Morbidity, Mortality and Migration

Regional socioeconomic indicators and ethnicity
predict regional infant mortality rate
Katarina Rosicova

K Rosicova1, A Madarasova Geckova2, JP van Dijk2,4*, M Rosic3,
JW Groothoff4
1Kosice Self-governing Region, Land-Use Planning Department, Kosice,

Slovakia
2Kosice Institute for Society and Health, P.J. Safarik University Kosice,
Slovakia
3Faculty of Humanities and Natural Sciences, University of Presov, Slovakia
and
4Department of Social Medicine, University Medical Centre Groningen,

University of Groningen, The Netherlands
*Contact details: j.p.van.dijk@med.umcg.nl

Background
Regional differences in infant mortality are of great importance
and can be used to find indicators which can be influenced by
policy measures aimed at decreasing infant mortality. The
present study examines the relationship between regional infant
mortality and education, unemployment, income inequality
and the Roma population.
Methods
Data included infant mortality in the Slovak population from
the 79 districts in the year 2004. The proportion of inhabitants
with only elementary education, inhabitants with uncompleted
elementary education, the unemployed, income data and the
proportion of Roma in settlements were calculated per district.
Linear regression analysis was used to analyse the associations
between educational level, unemployment rate, income,
proportion of Roma and infant mortality rate.
Results
In the model exploring the influence of all these variables
together on infant mortality rate, only the effect of Roma
population was significant (0.000). This model explained
32.4% of variance. In the next model the variables were entered
consecutively, to explore the effects separately. Then the effect
of elementary education (P= 0.032), uncompleted education
(P= 0.003), unemployment (P= 0.001), Roma population
(P= 0.000) were significant, but the effect of income on
infant mortality rate was not significant. These models explain
0.8% (income) 32.7% (Roma proportion) of variance.
Conclusions
The proportion of the Roma population is a very important
determinant of regional infant mortality for the Slovak

population, even more than socioeconomic indicators.
Income has no significant effect on infant mortality in
Slovak districts.

Cancer survival among children with Turkish
migrant background in Germany 1980–2005:
a registry-based analysis
Hajo Zeeb

H Zeeb1*, J Spallek2, O Razum2, P Kaatsch3, C Spix3
1Institute for Medical Statistics, Epidemiology and Informatics, University of
Mainz, Germany
2AG Epidemiologie & International Public Health, School of Public Health,
Bielefeld University, Germany and
3German Childhood Cancer Registry at the Institute for Medical Statistics,
Epidemiology and Informatics, University of Mainz, Germany
*Contact details: zeeb@imbei.uni-mainz.de

Background
Little is known about the cancer incidence and survival of
children with migration background in European countries.
Yet, survival comparisons with non-migrants may yield
relevant information about differences in cancer care and/or
treatment response. Many cancer registries, including the
German Childhood Cancer Registry (GCCR), do not routinely
allow the identification of migrants in their data. We used a
name-based approach (Razum et al., 2000) to assess the cancer
survival of children of Turkish origin, the largest migrant
group in Germany, registered in the nationwide GCCR, one of
the largest childhood cancer registries of the world.
Methods
The name-based algorithm allowed the identification of 1774
children with Turkish migration background (Spallek et al.,
2006a) among 37 259 children under 15 years with permanent
residence in Germany registered by name during the period
1980–2005 in the GCCR.
We studied the survival probability of Turkish cases as
compared with all other registered cases using the method of
Kaplan–Meier. Differences in survival probabilities for selected
diagnostic group were analysed using the log-rank test.
Results
Overall we found no differences in cancer survival probabilities
between Turkish migrant children and other children with
cancer. The five-year survival probability was 74% for children
with migration background as compared to 75% for others.
Comparisons involving different diagnostic groups or frequent
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entities, gender, age groups and time periods revealed a
significantly lower 5–year survival probability only in the
subgroup of Turkish children who were diagnosed with acute
lymphatic leukemia prior to 1988 (62% versus 75% for non-
migrant children; log-rank test P< 0.0001). For malignant
bone tumours Turkish migrant children had a 5-year survival
probability of 72% versus 66% among comparison children
(P= 0.14). No major differences were detected in the
completeness of follow-up for the two groups.
Conclusions
The inclusion of currently more than 95% of all childhood
cancer cases in standardized treatment protocols appears to
eliminate any possible survival differences between different
groups of children in the GCCR. As our analyses were of an
explorative nature, the few differences we found may well be
due to chance. Our results suggest that in Germany, migration
status has no bearing on the eventual outcome of cancer
therapies with regard to mortality. The results of our analyses
may be used to inform parents of children with Turkish
migrant background with respect to the comparative prognosis
of their child. Beyond this, no specific public health actions
seem to be warranted on the basis of our work.

High impact of migration on the prevalence
of chronic hepatitis B in the Netherlands
Tanja Marschall

T Marschall1*, M Kretzschmar1, S Schalm2

1Department of Public Health Medicine, School of Public Health, University
of Bielefeld, Germany
2LiverDoc, Erasmus MC University Rotterdam, the Netherlands
*Contact details: tanja.marschall@uni-bielefeld.de

Background
Large differences in prevalence of Hepatitis B virus infections
can be observed worldwide. According to the classification of
the World Health Organisation the Netherlands belongs to
the low endemic countries, which means that less than 2%
of the population is chronically infected with Hepatitis B.
A representative serosurveillance study in 1995 resulted in an
estimate of 0.2% for the HBsAg prevalence (marker of chronic
infection) in the Netherlands. In other low endemic countries,
immigration from countries with intermediate and high
HBsAg-prevalence is believed to have a strong impact on the
epidemiology of hepatitis B. However, in the serosurveillance
study of 1995 migrants were not well represented and the
above estimate is thought to be an underestimate of the true
HBsAg prevalence. The aim of our study was to calculate (age-
specific) HBsAg-prevalence rates for migrant groups and
provide an adjusted prevalence estimate for the Netherlands.
Methods
According to their country of origin first generation migrants
were separated into groups with low, intermediate and high
prevalence using the WHO classification and data from
Statistics Netherlands (CBS). The numbers of chronic
HBsAg-carriers for the different population and age-groups
was calculated based on studies that we considered represen-
tative for low, intermediate and high endemic countries. Then,
an updated prevalence for the general population in the
Netherlands was calculated by combining the age-specific
prevalence in first generation migrants with estimates for the
remaining population from the serosurveillance study.
Results
At the end of 2005 nearly 10% of the Netherlands population
were first generation migrants. From the first generation
migrants about 18% were born in low endemic countries, 71%
in countries with an intermediate HBsAg-prevalence and 11%
in high-endemic countries. The HBsAg prevalence of first
generation migrants is lowest in the age-group younger than
5 years (0.77%) and highest in the age-groups 40–45 and
45–50 (6.69% and 6.62%, respectively). The overall prevalence
of first generation migrants is estimated to be at 3.77%.
Combining these results with the results of the serosurveillance

study the HBsAg-prevalence in the Dutch population is
estimated to be at 0.32%.
Conclusions
Our results show the high importance of targeting migrants
and their close contacts adequately in HBsAg-screening
programmes, vaccination and treatment for chronic hepatitis
B. To obtain valid estimates of hepatitis B prevalence in low
endemic countries, it is important to include adequately the
high risk-groups like migrants and injecting drug users in
future seroprevalence-studies.

Changes in cardiovascular risk factors among
first and second generation Turkish migrants in
Germany – an analyses of the Mikrozensus 2005
Anna Reeske

A Reeske*, J Spallek, O Razum
University of Bielefeld, School of Public Health, Department of Epidemiology
and International Public Health, Germany
*Contact details: anna.reeske@uni-bielefeld.de

Background
Migrants experience different health risks and show different
health behaviour, compared to the majority population of a
host country (Razum et al., 2004). Supposedly these differences
change with increasing time since migration and especially over
generations (Razum & Twardella, 2002). We tested this
hypothesis of migration as a ‘health transition’ on the basis of
two important risk factors for cardiovascular diseases - smoking
and obesity – among Turkish migrants (first generation) and
their children born in Germany (second generation).
Methods
We estimated the prevalence of smoking and obesity based on
the representative Mikrozensus 2005 (a regular survey includ-
ing 1% of Germanys population). For the first time, the
Mikrozensus 2005 offers information that allows differentiat-
ing first and second generation Turkish migrants.
Results
We found a decrease of smoking prevalence from the first to
the second generation among male Turkish migrants with a
high educational level: 47.6% of the first generation are
smokers, but only 40.3% of the second generation. In the
German reference population there are 30.4% smokers.
Among male Turkish migrants with low educational level,
there is an increase over the generations from 50.9% in the first
generation to 59.6% in the second generation. Among Turkish
women, there is a substantial increase in smoking prevalence
over the generations, irrespective of educational level (high
level: from 32.5% to 37.7%, low level: from 24.3% to 40.8%).
First generation Turkish migrants have a slightly higher
prevalence of obesity, compared to the German reference
population. The prevalence of obesity is declining among the
second generation.
Conclusions
For the first time, we present representative data on changes in
the prevalence of risk factors for cardiovascular diseases among
Turkish migrants in Germany. First generation migrants from
Turkey show prevalences that are higher than that of Germans
and that are similar to those in urban Turkey (Tezcan et al.,
2003). In the second generation, prevalences converge with those
of the German reference population. Our hypothesis – which
interprets migration as a ‘health transition’ is thus supported.

Trends in cancer mortality among migrants
in England and Wales, 1979–2003
Michael Rosato

S Harding1, A Teyhan1, M Rosato2*
1MRC Social and Public Health Sciences Unit, University of
Glasgow,Glasgow, Scotland
2Department of Epidemiology and Public Health; Queen’s University,
Belfast, Northern Ireland
*Contact details: m.rosato@qub.ac.uk
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Background
Ethnic specific trends in mortality provide aetiological clues
about the influence of environmental exposure and also about
the management of individual conditions. Cancers are major
causes of death for ethnic minorities, but research and policy
has focused more on cardiovascular diseases than cancers. We
examine trends in migrant mortality for lung, breast, prostate
and colorectal cancers for 1979–83, 1989–93 and 1999–2003.
Methods
Standardized sex specific death rates for the main migrant
groups and persons (aged 30–69) born in England and Wales
(=1.00 in rate ratios, RR).
Results
For each migrant group the selected cancers featured the seven
main causes of cancer death. Declines in rates were not
consistent across groups. In decade two, rates rose for lung
cancer in Jamaican men (34%), breast in Pakistani (10%) and
Italian women (5%), prostate in Jamaican (32%), Other
Caribbean (35%) and Northern Irish (8%) men and colorectal
cancer in Jamaican men (16%). Compared to England and
Wales, many groups had slower declines: with less than half the
decline for lung cancer in Pakistani, Italian and Hungarian
men; and breast in Caribbean, East African, Pakistani, Irish
and Hungarian women. Differential declines resulted in either
convergence to England and Wales rates for low mortality
groups (lung cancer in Italian 1979–83: RR = 0.62,
95%CI = 0.50–0.78; 1999–2003: 0.95, 0.79–1.15 and Pakistani
men 1979–83: 0.35, 0.26–0.47; 1999–2003: 0.55, 0.46–0.66 or
breast in Pakistani women 1979–83: 0.36, 0.22–0.58; 1999–
2003: 0.68, 0.56–0.83); increasing divergence (lung cancer
in Irishmen from the Republic 1979–83: 1.28, 1.22–1.34;
1999–2003: 1.77, 1.66–1.88); or cross-over (Jamaican men
1979–83: 0.59, 0.45–0.77; 1999–2003: 1.30, 1.13–1.50).
Percentages of excess deaths in groups with consistent higher
mortality (lung and colorectal for Scots, prostate cancer for
Caribbeans) remained unchanged.
Conclusions
Over the last two decades in the UK, ethnic inequalities in
cancer mortality have either remained static or worsened for
many groups. There is an urgent need for prevention and
treatment programmes to maximize coverage across all
minority groups.

Mortality patterns of Former Soviet Union
immigrants in Israel, 1990–2003
Jördis J. Ott

JJ Ott1*, AM Paltiel2, H Becher1
1University of Heidelberg, Institute of Hygiene, Unit of Epidemiology and
Biostatistics, Heidelberg, Germany
2Israel Central Bureau of Statistics, Social and Welfare Statistics Department
*Contact details: Joerdis.Ott@urz.uni-heidelberg.de

Background
Health of migrants is assessed extensively in terms of both their

risk factor profile and their health care behaviour. However,
longitudinal data on the mortality of migrants, which is of
sufficient quality, to permit the use of proper analytical
methods is sparse. Moreover, not much is known about the
mortality patterns of migrants who are admitted on the basis
of ethnicity such as Diaspora migrants. The present study
analyses population-based mortality data of all immigrants
from the Former Soviet Union (FSU) who arrived in Israel
between 1990 and 2003.
Methods
Data for this study were provided by the Central Bureau of
Statistics in Israel. All deaths were professionally coded
according to ICD-9 and ICD-10, depending on date of
occurrence. Age-adjusted mortality rates were calculated for
different groups of causes of death and for each sex separately.
Indirect standardization was applied to standardize cause-
specific mortality of migrants to both, the mortality rates of the
Russian population and to the rates of other Israelis.
Results
Between 1990 and 2003, about 927 thousand individuals from
the FSU migrated to Israel. Age-standardized mortality rates
for FSU-immigrants are similar to those of other Israelis and
much lower than those in Russia, particularly in the case of
circulatory disease mortality. Indirect standardization to
Russian mortality shows a lower overall mortality risk in
male and female migrants with an SMR of 0.406
(95%CI = 0.401–0.411) and 0.568 (95%CI = 0.562–0.574),
respectively. When comparing immigrants with their country
of origin, the highest SMR of 1.71 (95%CI = 1.50–1.94) in
males and 1.77 (95%CI = 1.56–2.02) in females were found
for malignant neoplasm of the brain. Leukemia was also
found to be higher in the immigrant group than in Russia
with an SMR of 1.51 (95%CI = 1.36–1.68) among males and
1.70 (95%CI = 1.52–1.90) among females. The opposite
relationship is observed for death from stomach cancer.
Immigrants of both sexes show a lower mortality than that
of their country of origin, with, however, almost twice the
risk of dying from stomach cancer than Israelis. Higher
mortality of male immigrants compared to other Israelis is
observed for external causes of death, with an SMR of 1.41
(95%CI = 1.35–1.47). The complete mortality patterns will be
presented.
Conclusions
Findings from this unique migrant cohort suggest a lower
mortality of FSU-immigrants when compared to their country
of origin. However, they have considerable disadvantages
for particular causes of death when compared to Israelis. The
study contributes to the understanding of health changes in
populations and identifies areas to mitigate premature
mortality. The variety of causes of death analysed provides a
potential for designing culturally sensitive and targeted health
promotion activities.

3.9. Workshop: The Working Party on Health
Systems of DG SANCO: The current state of health
system indicators development in Europe

Chairs: Helmut Brand*, Tit Albreht
Organiser: NIVEL- Netherlands Institute for Health Services Research,
EUPHA section on Health Services Research, Health Systems Working
Party of DG SANCO
*Contact details: d.kringos@nivel.nl

International health systems research depends greatly on the
development and availability of comparable information on
health systems and/or services across countries. The aim of this
workshop is to shed light on the current state of health system

indicators development in Europe. The Health Systems
Working Party, which is one of the implementing structures
of the European Commission’s main health information
instrument for implementing the EU’s health strategy, has
invited some of the major suppliers of health system indicators
in Europe (OECDD, WHO and Eurostat) to present their
raison d’être; the way they approach health systems, touching
upon the facts, reasons, frameworks and assumptions
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forming the basis of their indicator development. The
purpose of the indicators and related data collections will be
explained. The specific key characteristics of the different
indicator collections that separate them from other major
suppliers of health indicators will be outlined. The current
state of the indicators and related data collections will be
described by providing an outline of the availability of
indicators (and data used for their construction), their
implementation and comparability, benefits, limitations
and risks that users should be aware of and the sustainability
of indicators and their data collection. This should
facilitate further development and subsequent use of the
correct indicators for the appropriate purposes, thereby
contributing to the quality of comparative health system
research in Europe.

The contribution of DG SANCO’s Health System
Working Party to the European health
information system
Dionne Kringos

DS Kringos1, A Bourek2, H Brand3, W Devillé1
1NIVEL-Netherlands Institute for Health Services Research, Utrecht,
The Netherlands
2National Institute for Public Health, Center for Healthcare Quality, Brno,
Czech Republic
3LÖGD-Landesinstitut für den Öffentlichen Gesundheitsdienst NRW,
Bielefeld, Germany

Achieving a high-level of health status for European citizens
means helping the people and governments to understand how
to behave appropriately in today’s environment with regards to
health and to assure the provision of best possible health care
services. Both goals can be reached with the help of data,
information and knowledge management. The Public Health
Programme is the European Commission’s main instrument
for implementing the EU’s health strategy. The programme
aims, via a number of projects it funds to improve the level of
physical and mental health and well-being of EU citizens and
reduce health inequalities throughout the Community. The
Health Systems Working Party (HSWP) was set out in 2003
to decide, define and render operational series of information
items required to monitor Europe wide, national and sub-
national developments in the field of health systems. This will
enable benchmarking and performance assessment and the
exchange of information on best practices while recognizing
the Member States’ own primary responsibilities for their
health systems. The WP has currently over 25 projects running
that can roughly be structured according to two high level
topics: health systems performance and health system
organization and structure. The input of the HSWP
should be seen as providing comparable, valid, timely and
understandable information for health and health care
decision making. All activities of the HSWP in synergy
are aimed at gradually building the information system for
health care in the EU in collaboration with other international
organizations such as Eurostat, OECD and WHO (European
Observatory). The workshop will provide a comprehensive
overview and starting point for discussion on the HSWP’s
achievements so far and its goals for the future for improving
the contribution of the European Commission to the
health information and knowledge system on health systems
in Europe.

Towards more comparable data for assessing the
performance of health systems across countries:
Past, present and future work at the OECD
Gaetan Lafortune

G Lafortune
OECD Health Division, Paris, France

Comparison of health system performance has long been of
interest to developed countries in Europe and outside
Europe, because of the interest in benchmarking against

peers. Health systems are striking in their differences and the
variations across countries in the range of available indicators
on health expenditures, resource use, outputs and outcomes.
The objective of this presentation will be to provide an
update on progress in expanding and strengthening the
capacity to make meaningful comparisons of health systems
and health-system performance across developed countries.
The presentation will focus particularly on two develop-
mental projects for OECD Health Data, an annually updated
database presenting descriptive statistics and health-system
indicators for 30 countries. The first is the further elaboration
and refinement of the OECD System of Health Accounts, a
major project aiming to define global health accounting
standards undertaken in collaboration with Eurostat and
WHO. A second priority is the work underway to produce
internationally comparable data on the quality of health
care under the Health Care Quality Indicators Project. These
two projects are linked directly to the debate about the extent
to which the growing expenditure on health services is
justified by the health value it helps to create. The
presentation will illustrate progress made in evaluating these
and other dimensions of health system performance by
showing, for example, how a country like Finland compares
with other OECD countries on key indicators of health
status, health spending, health care activity and the quality of
health care.

EUROSTAT’s activities in the area of health
system comparisons
Cor van Mosseveld

C van Mosseveld
Eurostat Unit D6 ‘Health and food safety’, ‘Health & Safety’ statistics, Bech,
Luxembourg

EUROSTAT is the statistical office of the European
Communities and works together with the official statistical
authorities in the Member States, MS (as well as the EFTA
countries) to create truly comparable statistics at the
EU level.
In the framework of public health member states, EUROSTAT
and Community services (like SANCO) are closely working
together. In the framework of the Statistical Programme of
EUROSTAT, decisions on the programme to be executed by
the health unit of EUROSTAT are presented and evaluated by
the Working Group on Public Health (WGPH). SANCO is one
of the Directorates that drives the demand for health statistics
by defining the basic indicators necessary for health policy at
the EU level.
In emphasizing the involvement of the MS in the work
EUROSTAT created the Partnership Health. In the framework
of the Partnership Health (PH), four groups dealing with
methodology and guiding implementation are active (Causes
of Death, COD, Health care, CARE, health Interview Surveys,
HIS, Morbidity, MORB).
Within the Care statistics the System of Health Accounts
(SHA) plays a dominant role. SHA is a system in which
providers of care, financing of care and the functions
performed are integrated. Since 2005 a Joint OECD-
EUROSTAT-WHO questionnaire (JQ) is used to collect
information on expenditure in health care.
In the area of the non-expenditure health care data
EUROSTAT collects information on beds, discharges and
personnel. EUROSTAT together with the partners succeeded
in creating an International Short list of Hospital Morbidity
Tabulation (ISHMT), which is part of the Family of
International Classifications of WHO.
The COD statistics is the oldest data collection. Data on variety
of causes are produced and disseminated on a regular basis on
the EUROSTAT website.
Since this year the European HIS (EHIS) is put forward as the
central instrument in the survey data collection on health
provided by a sample of EU citizens.
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The perspectives of WHO on country indicators
Bernhard Gibis

B Gibis, R Prochorskas
World Health Organization Regional Office for Europe, Copenhagen,
Denmark

Health information is a pre-requisite for the analysis, inter-
pretation, development and comparison of health systems.
Depending on the users, the information must be analysed and
presented in a valid, usable and understandable way. It is
a longstanding policy of the WHO Regional Office for Europe to
provide indicator-based information for all 53 European
member states. This is in part achieved by the maintenance of
databases which also comprise health system indicators. One of
the main focuses of the WHO European Office with respect to
health information is to strengthen the data quality of all
databases and the further sophistication of databases to enable
more in-depth analysis. This applies to the standardization of
data collection, the evaluation of reporting biases and finally the
validation of submitted data. In addition to the European
Health for All database (HFA-DB), the product range has been
broadened recently. To give users access to more detailed

mortality data by cause of death, age and sex, two separate
versions of the mortality database have been developed, each
offering data at a different level of aggregation. A new source of
information is also the European hospital morbidity database
(HMBD) containing hospital discharge data, all accessible via
www.who.euro.int.
In line with WHO’s normative function, initiatives and
continuous efforts are being made towards development of
international definitions, standards and data collection instru-
ments, which are essential pre-requisites for improving
international comparability of health and health systems
indicators. WHO has worked closely with EUROSTAT and
OECD on the harmonization of health system parameters
and will continue to support any efforts to produce valid
inter-country comparisons. One of the future priorities will be
to foster the harmonized development of health and health
system indicators in close cooperation with EUROSTAT and
OECD. The challenge, however, is to cover and include in this
process also other WHO European Member States, which are
not members of the EU or OECD.

3.10. Workshop: The implementation of the
‘International Classification of Functioning,
Disability and Health’ (ICF) in disability
assessment

Chair: Peter Donceel(Professor and PhD)*
Katholieke Universiteit Leuven, Belgium
Organiser: EUPHA Section on Social Security and Health; Prof. Peter
Donceel (PhD), Department of Public Health, Katholieke Universiteit
Leuven, Belgium; Dr. Søren Brage (PhD), Department of General
Practice and Community Medicine, University of Oslo, Norway
*Contact details: peter.donceel@med.kuleuven.be

Sickness absence and disability pension run high in many
countries and health care/physicians have a key role in
assessing level of work incapacity that can legitimate benefits.
However, criteria and procedures for the evaluation of the level
of disability and work incapacity substantially differ among
European countries. This poses a major difficulty for
comparative analyses and data exchange. In 2001, the WHO
adopted the International Classification of Functioning,
Disability, and Health (ICF). The ICF introduces both a
universal conceptual framework and a detailed classification
system. This means that the ICF also holds the possibility of
becoming an interesting and useful tool in the field of social
security and disability evaluation.
First, the fundamental concepts of the ICF will be discussed
with their implications for disability assessment. Secondly,
since the detailed classification system of the ICF is too
inconvenient for use in daily practice, core sets are
proposed as a practical alternative. An adjusted method to
develop core sets will be presented. Thirdly, the results
of a European core for the assessment of long-term
disability are presented. The final contribution discusses the
need and the methodology for the validation of core sets in
practice.

The framework and the concepts of the ICF and
their implications for disability assessment
Freddy Falez

F Falez1, P Donceel2, S Brage3
1Université Libre de Bruxelles,
2Katholieke Universiteit Leuven, Belgium
3University of Oslo, Norway

Issue
The International Classification of Functioning, Disability
and Health (ICF) is a new WHO classification. It proposes a
uniform language to describe health impairments and their
repercussion on the functioning of a person in his
environment.
ICF is organised in two parts: functioning and participation
(with its social dimensions) and the contextual factors
including personal and environmental factors. The categories
(description units) are organized on four levels. Each category
describes the level of disability by means of ordinal qualifiers
(five levels).
Description of the problem
ICF proposes four levels of complexity. The first level contains
30 categories, the second level 362 categories and the third and
fourth levels 1424 categories. Each level contains the lower
levels like Russian dolls. The first level is too simple to describe
a social functioning with enough details and the third and
fourth levels are too complex. However, if the second level
seems to be a good compromise, it still remains quite complex
to use.
Lessons learned
ICF introduces new concepts that differ from the traditional
biomedical framework. Training is necessary to understand the
concepts and to use the classification. Environmental factors
should be used to assess the impact of the environment on the
personal functioning.
ICF is theoretically useful in medical assessment of social
repercussions of impairments. However, ICF is too complex to
be used in routine and a solution is to build core sets suitable
to describe each different problem to be assessed e.g. incapacity
to work or need of assistance from a third person.
Conclusion
ICF can help to improve the quality of communication between
the different professionals involved in medico- social assess-
ment and can be useful to allow communication between prof-
essionals of different countries. Core sets must be built to make
the classification more convivial and suitable for a routine use.
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Development of ICF core set for disability evaluation
in social security - methodological aspects
Søren Brage

S Brage1, P Donceel2, F Falez3
1University of Oslo, Norway
2Katholieke Universiteit Leuven,
3Université Libre de Bruxelles, Belgium

Background
An ICF Core Set is a selection of items of the International
Classification of Functioning, Disability and Health that are
relevant for persons with a specific condition or in a specific
setting. An adapted methodology for the development of a
core set for disability evaluation was worked out and used by a
working group of the European Union of Medicine in
Assurance and Social Security (EUMASS).
Method
A formal decision-making process was applied, inspired by the
development of core sets for clinical, chronic conditions. The
method was adapted to suit national differences in legislation.
In a first step, national expert meetings in eight countries
suggested functional categories both from ICF and others.
They had uniform background material: a list of ICF two-level
categories, the ICF checklist, the brief core sets for 12 chronic
conditions, a Belgian proposal for core set and the Dutch
functional capacity list. In the national meetings 191 different
functional categories were suggested. The working group (20
physicians from 11 countries) discussed and selected a final list
in two voting rounds. It was emphasized to keep the list short,
and avoid inclusion of similar items.In the first voting round,
categories with 80% vote or more were included categories
with 20% vote or less discarded and categories in between were
set aside for a second voting round. In the second voting
round, categories receiving at least 50% vote were included.
Conclusion
A formal decision-making process was designed to develop a
core set for functional assessments in disability benefit claims.
The core set is generic and is a list of categories that always
should be assessed by the medical doctor. When the core set is
used, one must compare the level of functioning with work
demands of that person, within the framework of the national
social insurance legislation.

The European core set for long-term disability
assessment
Peter Donceel

P Donceel1, F Falez2, S Brage3
1Katholieke Universiteit Leuven,
2Université Libre de Bruxelles, Belgium
3University of Oslo, Norway

Background
We present a core set of relevant ICF categories for the
assessment of long-term disability, developed by an expert
group of the European Union of Medicine in Assurance and
Social Security. This core set can be a useful tool for data
exchange and comparative studies among European social
insurance systems.
Methods
The methodology is described in the previous abstract.
Results
In total, 20 categories were selected for the core set.
Five categories from body function (higher-level cognitive
function, sensation of pain; exercise tolerance functions;
mobility of joint functions; muscle power functions) and 15
categories from activities and participation (four from the
chapter learning and applying knowledge, two from general
tasks and demands, one from communication, seven from

mobility and one from interpersonal interactions and relation-
ships) were included in the core set.
All categories of body structures were voted out by the expert
panel in the first round. The according category of body
function was always considered more relevant. More amaz-
ingly, no category from environmental factors was included.
None of the many suggestions reached the threshold for
inclusion, possibly indicating that divergences are mostly
situated in this chapter.
Conclusions
The task of the physician in the disability evaluation process is
to evaluate restrictions in work participation in persons who
have been unfit for work for long term, usually at least 6–12
months. The core set is a list of ICF categories that always and
irrespective of diagnosis, should be assessed.
The low number of categories agreed on is an advantage
as it can increase the usefulness of the core set. However,
the usefulness of the ICF standards for the level of
functioning in disability assessment has yet to be established.
For use in national insurance schemes, it is possible that
categories have to be added according to national standards
and legislation.

Validation of ICF Core Sets
Eva Grill

E Grill1, A Cieza1, G Stucki1,2
1Institute for Health and Rehabilitation Sciences, Ludwig-Maximilians-
Universität München,
2Department of Physical Medicine and Rehabilitation, Ludwig-Maximilians-
Universität München, Germany

Issue
The conceptual approach for the development of the ICF Core
Sets derived from two different perspectives: the perspective of
people experiencing an acute episode and the perspective of
people with a chronic condition. For people after an acute
episode, the Acute and Post-acute ICF Core Sets need to be
useful in the acute hospital setting and post-acute rehabilita-
tion. For chronic conditions, the ICF Core Sets for chronic
conditions need to be useful in any care provider setting.
Description of the problem
Although the ICF Core Sets theoretically represent the most
relevant aspects of functioning in specific situations and for
specific health conditions, they are preliminary versions and
they might be too comprehensive for clinical encounters. Thus,
their validity has to be verified. The main goals of the testing and
validation process are 1) to verify whether the ICF categories
included in the ICF Core Sets really represent relevant aspects,
2) to identify whether there are relevant categories currently
missing and 3) to verify sensitivity to change, construct validity
and predictive value. All ICF Core Sets are now being tested and
validated with a number of methodological approaches,
including cross sectional and longitudinal empirical studies,
focus groups with patients and Delphi exercises with different
professional groups.
Lessons learned
The Core Set validation process provides the opportunity to
develop comprehensive, brief and very brief ICF Core Sets by
taking the client and consumer perspective. Since the ICF Core
Sets only provide a standard for ‘what to measure’, but not for
‘how to measure’, the ICF Core Sets will need to be
operationalized either by matching currently available mea-
sures or by the development of new measures.
Conclusion
We envision that the ICF and practical tools such as the ICF
Core Sets will stimulate research for a better understanding of
functioning, disability and health.
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3.11. Workshop: Northern Dimension Partnership
in Public Health & Social Well-being

Chair: Mikko A. Vienonen*
Organiser: Northern Dimension Partnership in Public Health & Social
Well-being (International Secretariat of NDPHS, Expert Group
SIHLWA and Expert Group HIV/AIDS)
*Contact details: m.vienonen@kolumbus.fi

The Northern Dimension Partnership in Public Health and
Social Well-being (NDPHS) was established after 3 years of
high level consultation by the Oslo Declaration 2003. It aims
to promote sustainable development in the Northern
Dimension area through improving health and social well-
being by means of: 1) intensified co-operation and 2)
enhanced co-ordination. thirteen countries and eight inter-
national organizations have joined the Partnership. Four
years have passed and the net-work has been able to establish
its position as an important actor in public health in the
Northern Dimension area. The seminar elucidates the lessons
learned (positive and negative) through some of its expert
groups, in particular the EG on HIV/AIDS and the EG on
social inclusion, healthy lifestyles and work ability ‘SI-
HLWA’. NDPHS project-database and project-pipeline are a
tool from which several public health organizations, admin-
istrators and the scientific community can benefit.

Northern Dimension Partnership in Public Health and
Social Well-being: background, priorities, activities
and future perspectives
Viktoras Meižis

V Meižis
Lithuanian Ministry of Health, Head of Foreign Affairs Division, Vilnius,
Lithuania

The Northern Dimension Partnership in Public Health and
Social Well-being (NDPHS) was established after 3 years of
high level consultation by the Oslo Declaration 2003. It aims
to promote sustainable development in the Northern
Dimension area through improving health and social well-
being by means of: 1) intensified co-operation and 2)
enhanced co-ordination. thirteen countries (five Nordic
Countries, three Baltic States, Canada, France, Germany,
Poland and the Russian Federation) and 8 international
organizations (BEAC, CBBS, EC, NCM, ILO, IOM, UNAIDS,
WHO-EURO) have joined the Partnership. NDPHS priorities
are: 1) Reduction of major communicable diseases and
prevention of lifestyle related non-communicable diseases
(including HIV/AIDS and tuberculosis, the use of illicit
drugs, cardiovascular diseases and the consequences of
socially distressing conditions) and 2) Promotion of healthy
and socially rewarding lifestyles (including determinants of
health and social well-being, such as sexual behaviour,
alcohol consumption, smoking, the use of illicit drugs,
peoples’ social and work environments and social skills).
NDPHS core activities take place through 5 Expert Groups:
1. EG on Primary Health Care: Promotion of primary health
care as part of the health services and health sector reforms;
support the reorientation of health systems.
2. EG on Prison Health: Control of communicable diseases,
rehabilitation of drug abusers, support and health care for
prisoners with mental disorders, social rehabilitation
programmes, educational programmes and campaigns, incl.
education of staff, prisoners with special needs, living
conditions, in prison/hygiene, reforms dealing with over-
crowding in prisons.
3. CBSS Working Group for Cooperation on Children at Risk
(and NDPHS associated expert group): Fight sexual exploita-
tion trafficking of children, support to street children, children
in institutions and young of-fenders, prevention of self-
destructive acts;

4. and 5. [EG on HIV/AIDS and EG on Social Inclusion,
Healthy Lifestyles and Work Ability (SIHLWA) see separate
abstracts No. 2 and No. 3 and No. 4].

Work against HIV/AIDS epidemic in the Northern
Dimension area
Pauli Leinikki

P Leinikki1, O Karvonen2, A Milén2

1National Public Health Institute (KTL), Chairman of the HIV/AIDS Expert
Group/NDPHS, Helsinki, Finland
2National Research and Development Centre for Welfare and Health
(STAKES), International Development Collaboration, Helsinki, Finland

The main role of the EG on HIV/AIDS is to act as the focal
point for national inputs from the Partner Countries and
Organisations. In this capacity, the EG on HIV/AIDS has the
overall objectives to work towards the inclusion of policies to
control the HIV epidemic on political agendas, support co-
ordinated and collaborative efforts to prevent the spread of
HIV/AIDS in the Northern Dimension area and to promote
networking and partnership building among relevant
stakeholders.
EG on HIV/AIDS has the following scope of responsibilities:
� Establish and maintain relations within the Partner

Countries and Organisations as well as with international
and national organizations and other institutions as
appropriate;

� Establish connections and co-operation with other
NDPHS Expert Groups;

� Facilitate the project proposal processes such as by
expediting relevant technical reviews, negotiating specific
terms and conditions and establishing assessment
mechanisms, with an emphasis on performance and
verifiable results. In this respect, the Expert Group can
identify needs and develop initiatives for new projects,
identify actors and new partners. EG will not be involved
in the execution of identified activities and projects.

� Contribute to the development of national policies that
respond to the needs and requirements of Partner
Countries;

� In association with Partners and with assistance from
NDPHS Secretariat, support efforts to provide technical
and other forms of assistance to governmental and
national partners in planning, implementing and mon-
itoring programmes to scale up HIV/AIDS treatment,
care and prevention;

� Monitor and evaluate the results of projects and activities
implemented under NDPHS;

Provide the NDPHS website/database with information
concerning the Expert Group’s work;
� Provide feedback and report on progress to governing

bodies and provide the NDPHS Secretariat with updated
information and support.

In accordance with its Terms of Reference, the general scope
of outputs and results from the work of the HIV/AIDS EG
shall be:
� To advise the NDPHS through Secretariat on related

NDPHS’s activities and proposals for support;
� To serve as a means for exchanging information on

programmes and projects;
� To provide expert contributions to policy evolution;
� To promote Partnership-building and activities relevant

to achieving the goals of the Partnership;
� Facilitate the exchange of information and promote

regional synergies and synergies with other International
Organizations;

� Monitoring and peer evaluation of ongoing activities.
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Work for promoting healthy lifestyles (fight against
alcohol, tobacco, obesity and other public health
threatening lifestyle trends) in the Northern
Dimension area (EG on social inclusion, healthy
lifestyles and work ability ‘SIHLWA’)
Mikko Vienonen

M Vienonen1, T Laatikainen2, K Paaso3

1Chairman/coordinator for SIHLWA EG, Chairman of Sub-group on
Adolescent health, MoSA&H/Consultant, Helsinki
2Senior Scientist, National Public Health Institute (KTL), SIHLWA Expert
Group/Member of sub-group on adolescent health/NDPHS, Helsinki
3Ministerial Counsellor, Ministry of Social Affairs and Health, SIHLWA Expert
Group/Chair of sub-group on alcohol/NDPHS, Valtioneuvosto, Finland

Within the Northern Dimension area, there are significant
disparities in health and well-being, including social and
economic problems which lead to a high level of mortality,
abuse of alcohol and drugs and the spreading of infectious
diseases. Thus, one of the main priorities of the Northern
Dimension Partnership in Public Health and Social Well-being
(NDPHS) is to enhance and promote healthy and socially
rewarding lifestyles. The building of public policies to enhance
health and social well-being in all relevant sectors needs to take
place at all levels of society. Also, the creation of supportive
physical and social environments should include the continued
reorientation of health systems and social care systems. The
opportunities for the development of individuals’ basic skills
related to health and social life are consistent with the
Partnership objectives to empower and mobilize people and
communities to take action to enhance their well-being. The
main role of the EG on SIHLWA is to assist in co-ordinating
and further developing the Partner-ship’s co-operation in the
fields of alcohol and binge-drinking, young peoples’ lifestyles
and occupational safety and health. In this capacity, the EG on
SIHLWA has the overall objective emphasize the priorities of
support national, regional or local programmes in its
respective fields of co-operation:
� Establish and maintain relations within the Partner

Countries and Organisations as well as with international
and national organisations and other institutions, as
appropriate;

� Advocate and lobby for the improvement of public health
and social well-being, provide and communicate ‘collec-
tive knowledge;’

� Improve the general awareness of and increase positive
attitudes towards the Expert Group’s field of work;

� Promote public health-oriented service systems and
health sector reforms with attention to populations at
risk and to take into account response capacity in rural
and remote locations;

� Contribute to the development of national policies that
respond to the needs and requirements of Partner
Countries;

� Map and identify Member Countries’ needs for technical
and financial support to scale-up national programmes,
encourage requests for assistance;

Consistent with its Terms of Reference, the EG on SIHLWA
plans to undertake the following activities:
� Conduct ongoing reviews of projects/programmes and

activities in Partnership Countries;
� Assist project groups in co-ordinating with relevant

stakeholders, promote networking, co-ordinate work
with other NDPHS Expert Groups and seek collaborative
relations with other groups and authorities, as relevant and
feasible;

� In selected cases, act as a technical referee for new project
proposals, project identification, planning, implementa-
tion and monitoring. This includes making recommenda-
tions on project proposals and implementation, as well as

assisting in planning, as requested, including in the
development of terms of reference for such reviews;

� Monitor and evaluate the results of projects and activities
implemented under the Partnership initiative, in order to
ensure that financing is allocated in a way that achieves
maximum results;

� Provide professional advice and technical support to
relevant authorities, such as by meeting with authorities,
visiting Partner Countries and through written
correspondence;

� Advise and assist project groups in contacting financing
organizations and formulate criteria for future support of
projects;

� Establish connections with other NDPHS Expert Groups
and promote functioning cooperation with them as pre-
requisite for successful implementation of future tasks;

� Facilitate external funding together with the SIHLWA
Co-ordinator and the NDPHS Secretariat;

� Co-ordinate its activities with other Partnership pro-
grammes in areas of mutual interest, as well as with
related activities of other international organizations, to
avoid the duplication of activities;

� Provide the Partnership website/database with informa-
tion concerning the Expert Group’s work.

The main tasks of two SIHLWA Sub-groups (Sub-group on
alcohol and Sub-group on adolescent health and socially-
rewarding lifestyles) will be shortly elaborated. The Sub-group
on occupational safety and health (OSH) will provide its own
presentation (see abstract No 4).

Work to promote occupational safety and health
(OSH) in the Northern Dimension area
Wiking Husberg

W Husberg1, S Lehtinen2

1ILO, Subregional Office for Eastern Europe and Central Asia, Mos-cow,
Senior OSH Specialist SIHLWA Expert Group/Chair of sub-group on OSH/
NDPHS, Moscow, Russia
2Finnish Institute of Occupational Health, Chief SIHLWA Expert Group/
Member of sub-group on OSH/NDPH, Helsinki, Finland

Consistent with the SIHLWA Terms of Reference, the
SIHLWA Sub-group on occupational safety and health
(OSH) will undertake the following activities:
� Develop, facilitate and assist in implementing policies,

programmes and activities to promote health, safety and
well-being in workplaces and among individuals;

� Strengthen peer-to-peer networking and collaboration of
expert institutions and respective bodies in OSH, between
and within countries in the Baltic Sea region;

� Collaborate with the International Labour Organisation
Northwest Russia OSH project which provides direct
contacts with labour and OSH authorities and social
partners, in North West Russia and at the federal level;

OSH is to promote broader understanding of the problem
by 1) preparing an analytical overview (political overview) of
the occupational safety and (especially) health service/systems
situation and eventually as a policy paper for the ministerial
level and 2) undertaking a systems’ development and
intervention plan for interested ND region countries on
work ability and work-related injuries and diseases, taking into
account their impact on enterprises in a selected pilot industry.
Issues like obesity, alcohol, tobacco, etc. will be reviewed
through rapid assessment procedures and practical interven-
tions will be produced and tested. Results from the selected
sector will be generalized for the national level to provide
better understanding of the benefits of a preventive and
systematic approaches both to productivity and to lower
curative health costs.
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NDPHS project-database and project-pipeline
Marek Maciejowski

M Maciejowski1, B Treichel2
1NDPHS Secretariat, Head of Secretariat, Stockholm, Sweden
2NDPHS Secretariat, Senior Advisor,Stockholm, Sweden

The NDPHS Project Database
The overall aim of this project is to contribute to the reduction
of the serious health and social problems in the Northern
Dimension area, which risk to have a negative impact on
health development in the European Union (EU). This is to be
achieved by the preparation of thematic reports, network
creation and new project proposals for the purpose of better
co-ordinated projects and policy efforts in this area. This
co-ordination work will be based on an innovative info/
database tool to be created within the framework of this
project. It will for the first time combine newly collected
information on projects and processes on HIV/AIDS, lifestyle
related diseases, prison health, etc. with existing relevant data,
policies, research, best practice, etc. (from other databases).
The NDPHS Secretariat acts as the project management office
assisted by a full-time project expert. All project partners and
the NDPHS Expert Groups are actively involved in the
implementation of this project. The tool/reports/networks
will be open/accessible to all interested stake-holders. The
project will result in a series of policy recommendations,
proposals for future project actions to be carried out and newly
created or strengthened networks.

The NDPHS Project Pipeline
NDPHS project pipeline (currently under development) will
be a market place enabling project proponents and project
donors/funding agencies to meet. International, national,
regional and local organizations active in the Northern
Dimension region in the area of public health and social
well-being will be able to submit their project proposals. These
proposals will subsequently be considered by project donors/
funding agencies who will be able to take co-ordinated
decisions as to which project to fund in accordance with
previously agreed funding priorities and criteria. Current
public health and social well-being activities include inter alia
the areas of primary health care, prison health, occupational
safety and health, adolescent’s health, alcohol and drugs,
HIV/AIDS. The project pipeline will offer donors an easy-
to-use and hands-on solution for reviewing and classifying
projects, including the possibility to streamline and improve
project application procedures. It is an open information
sharing tool. It promotes coordination, transparency and the
sharing and dissemination of knowledge and information
between the project partners and donors in the ND area.
NDPHS project pipeline co-ordinates and harmonizes project,
initiatives. By providing an overview of all submitted projects,
it avoids that projects of similar nature are duplicated and/or
double-funded.
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PARALLEL SESSION 4
Friday 12 October, 14:00–15:30

4.1. Workshop: Public health reporting—
The challenge to realize a policy impact

Chairs: Helmut Brand*, John Wilkinson
1(Institute of Public Health North Rhine-Westphalia, Germany)
2(North East Public Health Observatory, University of Durham, Stockton on
Tees, United Kingdom) and
3Organiser: ‘Policy Impact Assessment of Public Health Reporting’
(PIA PHR) project group
*Contact details: helmut.brand@loegd.nrw.de

During the last few decades within Europe, many activities
have been started to produce and deliver health information to
inform policy makers and other decision makers at the
European, national, regional and local level. Considerable
resources have been mobilized to develop health indicators, to
ensure their comparability and to improve the quality of public
health reports. Despite great progress in these areas, little is
known about the similarities and differences of experiences
with public health reporting (PHR) in different countries, the
expectations and needs of the different audiences of PHR
activities and the policy impact of PHR.
The aim of the project ‘Policy Impact Assessment of Public
Health Reporting’ (PIA PHR), funded by the European
Commission, is to find ways to enhance the impact of PHR
on different audiences and to develop an evidence based
methodology for PHR. Therefore, decision making processes
of different user groups and levels in six European countries
(France, Germany, Hungary, Ireland, Malta, United Kingdom)
have been analysed.
In group interviews and expert interviews representatives of
different audiences were asked about their experiences with
PHR (usability, utilization and impact). In the workshop the
results of these interviews will be presented in the light of the
respective PHR system theories, models and hypothesis drawn
from the fields of scientific policy counselling and the
utilization of scientific knowledge by decision/policy makers.
Similarities and differences between countries, levels, audiences
and areas of decision making will be explored. Ideas for an
evidence based methodology to increase the policy impact of
PHR and a health information tool box for those involved in
PHR will be discussed.

Scientific knowledge, its utilization and
impact – some hypotheses for public health reporting
Kai Michelsen

H Brand, A Hollederer, K Michelsen, N Rosenkötter
Institute of Public Health North Rhine-Westphalia, Bielefeld, Germany

Issue
Public health reporting (PHR) activities are often seen as a basis
for rational decision making. Research on the utilization of sci-
entific knowledge supports the hypothesis that the utilization of
knowledge from PHR activities differs between different groups
of decision makers and decision contexts. If this is true, these
differences must be taken into account when the value and the
(policy) impact of PHR activities are to be assessed and/or
supported.
Description
Hypotheses about the utilization of scientific knowledge are
compared with the results from expert and group interviews
about the utilization and the impact of PHR in six
European countries. The interviews have been conducted
with representatives from groups of decision makers and those
being active in PHR. They have been analysed using qualitative
methods.
Lessons
Hypotheses about the utilization of scientific knowledge and the
utilization of PHR match to a high degree. There are differences

between contexts, audiences and levels of the political system.
Knowledge from PHR activities is used to make decisions on
and within policies for public sector as well as private sector
decisions along with other considerations which effect policy.
Users are looking for selective information, comprehensive
detailed information or more general overviews. When the
impact of PHR activities is to be assessed or supported, direct
and indirect ways to assess impact have to be taken into account.
Conclusion
To maximize the impact of PHR activities, it has to be taken
into account that in addition to information, PHR activities
deliver arguments and ideas and that providing ‘pure’
knowledge, managerial monitoring and supporting policy
making are different kinds of PHR activities. To meet the
heterogeneous demands user- or utilization-oriented products
should be specified. A Health Information and Knowledge
System for a self guided flexible use should be created. PHR
should accompany the process of decision making.

Public health reporting systems, utilization
and impact in England and Ireland
Claire Bradford

C Bradford1, R Barrett2, A Staines2
1North East Public Health Observatory, University of Durham, Stockton on
Tees, United Kingdom and
2School of Public Health and Population Sciences, University College Dublin,
Ireland

Issue
Since 1850, there has been regular publication of public health
reports in the United Kingdom and Ireland. However, there is
scant evidence about effective public health reporting (PHR) in
relation to improving public health policy. In England health
policy is made by the Department of Health. Local policy
implementation and commissioning is done by Primary Care
Trusts and local government. In Ireland the health service is
changing, modelled partly on the UK experience. The Health
Service Executive has responsibility for planning and delivery
of health services. The need for effective public health
reporting is now more evident than ever before.
Description
Structured group and expert interviews were undertaken with
representatives of producers and users of PHR in England and
Ireland. Information was sought on the usability, utilization
and impact of PHR at both local and national levels. A
qualitative analysis of the interviews was undertaken to identify
key themes in the effectiveness of PHR.
Lessons
Common themes included the need for clear delivery in a range
of formats dependent upon the skills and competencies of the
audience. Large detailed reports without clear messages were
identified as being less effective. At the local level, clear concise,
timely reports, focused on local populations, are effective at
informing policy implementation. Producers of PHR identified
the importance of communication between public health agen-
cies to avoid repetition. English health profiles and the Health
Atlas Ireland were identified as examples of effective PHR.
Conclusions
There is a continuing need by those responsible for health
policy and healthcare for information on local population
health. It is imperative that the producers of PHR involve their
audience at an early stage. The messages must be clear, concise
and timely in terms of both the most recent information
available and local planning cycles if they are to effectively
influence policy and practice.
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Public health reporting systems, their utilization
and impact in Hungary and Malta
Csilla Kaposvári

C Kaposvári1, A Salib2

1Social Research Institute, Budapest, Hungary and
2Department of Health Information, G’Mangia, Malta

Issue
Hungary and Malta are amongst the smallest countries in the
EU. In Malta public health reporting (PHR) dates back over a
number of decades. In Hungary PHR has a legal base but weak
tradition. After 1989 Hungary transformed its healthcare
system to a more pluralistic, decentralized model that is
financed predominantly through social insurance. To compare
the two countries health systems and PHR traditions supports
the understanding of the utilization of PHR activities in
different contexts and thereby the development of a metho-
dology for people active in PHR.
Description
In both countries focus group events and expert interviews with
representatives of different audiences and producers of PHR acti-
vities were undertaken. Evidence was obtained about the satisfac-
tion with the current supply of health information, the utilization
of health information, the functions and impact of PHR activities.
The interviews were analysed with qualitative methods.
Lessons
In Malta there seems to be a general consensus that the quality
of PHR is high, however the policy impact of PHR is
questionable. In Hungary PHR needs substantial improvement
to better serve the information need of public policy makers.
For both countries, there is a general need to provide clear,
timely and focused information on health issues in a form that
fits the needs of the target groups. Users highlighted the need
for reports that offer alternative solutions to problems and
show economic, health or other consequences of action or
inaction. Better communication between PHR producers and
users and further involvement of media and civil society in
public health issues were also emphasized.
Conclusion
Improved PHR would help policy makers to choose the best
solution to a problem and reach their goals. However, PHR
should not only target health policy makers, but consider
policies affecting the wider determinants of health. In this
context Health Impact Assessments are also important.

Public health reporting systems, their utilization and
impact in France and Germany
Bernard Ledésert

B Ledésert1, K Michelsen2

1Fédération Nationale des Observatoires Regionaux de la Santé, Paris,
France and
2Institute of Public Health North Rhine-Westphalia, Bielefeld, Germany

Issues
Health system typologies stress similarities between France and
Germany. But there are differences between the health systems,
the political system and the structures of public management.
Comparision of the similarities and differences supports the
understanding of the utilization of public health reporting
(PHR) activities and therefore the development of a metho-
dology which supports PHR activities.
Description
Expert- and group-interviews with policy makers in France and
Germany have been conducted. The results of the qualitative
analysis have been compared in the light of the respective structures
of the health systems, the political systems and public management.
Lessons
The existence of social health insurance funds, a public-private
mix of health insurances and service provision as well as corp-
orate and pluralistic structures are similarities between France
and Germany. Main differences concern the centralized struct-
ure of the French state and the federal structure of Germany and
the responsibilities and competencies of the state, health
insurances and health care providers. While the organization
of the health system fits with the levels of administrative
organizations in France, in Germany relevant policy makers
(e.g. health insurances) differ in their organizational structure
from the geographical entities of the political and adminis-
trative system. The supply and the utilization of PHR is nearly
the same in all French regions, while in Germany there are
differences between the federal states and at the local level.
Conclusion
There are many similarities between France and Germany,
however, in order to develop a methodology, which supports
effective PHR differences in policy making and public
management, must be considered. The identified differences
have a significant influence upon both the use and impact, e.g.
in monitoring activities in the public sector or in supporting
the co-operation and co-ordination between policy makers.

4.2. Workshop: Public-private partnerships as a
tool to further public health

Chairs: John-Paul Vader, Dineke Zeegers Paget (EUPHA)
*Contact details: d.zeegers@nivel.nl

Public-private partnerships (PPP) is the term used for any
collaboration between public bodies, such as local authorities
and private companies. It has been used in different settings,
including the global health setting (e.g. Global fund to fight
AIDS, TB and Malaria). In this workshop, we want to look at
the possibility of using public-private partnerships to further
public health in general. After a short presentation of some
practical PPP examples, we invite two experts to give their
views on the use and misuse of PPP.

Navigating between Scylla and Charibdys:
public-private partnerships in measuring
consumer experiences in health care
Diana Delnoij

D Delnoij
Centre for Consumer Experience in Health Care, Utrecht, The Netherlands

Problem
The Dutch health care system is based on regulated competi-
tion between health insurers and health care providers.

Transparency is vital in such a system. Health insurers and/
or individual consumers need relevant, reliable and compa-
rable information about the performance of health care
providers, in order to make an informed choice about
purchasing and/or consuming of care. This information
needs to include data on patient experiences along with
indicators of effectiveness and health care safety.
Description
In the Netherlands, developing questionnaires and collecting
information on patient experiences in health care has become
a public-private national effort. A national standard for
measuring patient experiences, the Consumer Quality Index
(CQI), has been adopted by patient organizations, health
insurers and health care providers. This standard is a
registered trademark which is owned by the Centre for
Consumer Experience in Health Care, an independent
network organization governed by providers, insurers and
patient organisations. The trademark is used to certify that
information about the performance of health care providers
is valid, reliable and comparable. The trademark indicates
that the information has been collected with an official CQI
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instrument (there are over 20 survey instruments, mostly mail
questionnaires, covering several curative services, long-term
care and mental health care), by a certified ‘survey vendor’
according to rules and instructions described in the CQI
Manual. The Centre for Consumer Experience in Health Care
co-ordinates the development of CQI questionnaires and data
collection. Instrument development is financed through a mix
of public and private sources. Data collection is always financed
though private sources. Health care providers and health
insurers pay to have their own patient experience survey. They
can then enter their data in a national benchmark database that
is used to generate publicly disclosed consumer information
about the performance of providers or insurers.
Lessons learnt
This public-private co-operation has many advantages. For
example, adding private funding to the public budget
hugely increases the capacity for survey development and
data collection. And it enhances the efficiency, because data
are collected once, but used for several public and private
purposes. Public use of data consists of the development of
consumer information and of external accountability (for
example, the Inspectorate for Health Care demands that
providers conduct patient experience surveys). But data are
also used for private purposes, such as contract negotiations
between providers and insurers or internal quality improve-
ment. However, there are also disadvantages, such as fierce
discussions about priority setting in questionnaire develop-
ment, the ownership of questionnaires and data, the timing
of public disclosure, the content of consumer information,
etc.
Conclusion
The public-private co-operation implies that several interests
have to be balanced:
(1) Consumers have a right to information about the
performance of providers, but at the same time:
(2) Providers are entitled to fair, scientifically validated and
reliable comparisons of that performance;
(3) Insurers or providers who finance questionnaire develop-
ment or data collection are entitled to a fair return-on-
investment (which may imply a certain lag time between
development/measurement and public disclosure);
(4) Providers, insurers and researchers need a ‘safe environ-
ment’ for testing questionnaires, which implies that no public
disclosure takes place in the development phase of a certain
instrument.

Can European public health do without
public private partnerships?
Koos van der Velden

JJ Van der Velden
Department of Public Health Radboud University Medical Centre Nijmegen/
EISS, Nijmegen, The Netherlands

Most of the work carried out in the public health sector falls
under the responsibility of national and local governments.
However, in improving population health multi - sectoral
partnerships of public and private partners play an increasingly
important and successful role. In this presentation the delicate
link between public and private sector will be illustrated by
experiences from the European Influenza Surveillance Scheme.
The aim of our work is reducing mortality and morbidity from
influenza in the EU, a clear public health task, but this work
can only be fulfilled by family doctors in the 32 participating
countries who are in most case independent private contrac-
tors in their health systems in liaison with public health
reference laboratories. It is our important task to motivate
these private entrepreneurs who also use interventions
(i.e. vaccinations/prescription of antivirals) produced by the
private sector to do public health tasks. In general this goes
well but from time to time tensions between the public and
private sectors appear especially when industry wants to
increase the vaccine production capacity or wants to influence
prescription behaviour of doctors. On the other hand,
industry supports the development of influenza
surveillance schemes in various countries, where governments
fail. Our solution is to have clear cut agreements on who is
responsible for what and let not have industry money any
influence on key public health tasks such as surveillance. Over
the last 8 years this has worked well. Also because we respect
either side position.

Viewpoint from the private sector on the use and
misuse of PPP: the example of the vaccine industry
Luc Hessel

L Hessel
Sanofi Pasteur MSD, Lyon, France

Public and private sector efforts are needed to support the
development and production of vaccines for which no precise
or limited market exist. This consists of ‘push ad pull’
incentive mechanisms. Push mechanisms reduce the risks and
costs of investments. It can include direct support to clinical
trials or regulatory procedures and providing tax incentives for
vaccine research. Production scale-up might also be financed
by the public sector to meet specific demands.
Pull mechanisms are an attractive means of encouraging
innovation and research. By promising a return on investment
to companies that successfully produce a vaccine, the
public sector allows manufacturers investing in industrial
production. Other pull mechanisms include market assurances
through purchase agreements or tax credits for vaccine
sales. Historically, the public sector has essentially invested
in push mechanisms in basic research and early product
development, but few successful PPP have been established in
the EU.

4.3. Workshop: Utilization of medicines and
primary care. A challenge to public health

Chairs: Pietro Folino-Gallo
1(Finland)
2(Italy) and
3Organizer: Pietro Folino Gallo, EUPHA Section on the Utilisation of
Medicines

Several thousand medicinal products are licensed in the
European countries with an overall use in the order of tons
per day, especially for the treatment of chronic-degenerative
diseases. As a result, pharmaceutical expenditure accounts
from 9% (Denmark) to near 40% (Slovakia) of health
expenditure. At a European level pharmaceutical expenditure
can be estimated to be higher than E100 billion per year (2/3

of which on average are paid by national healthcare systems).
Wide differences do exist across European countries in terms
of licensed medicines, their prices and utilization. Most of
these differences, which may have a high impact on public
health, are likely to be related to non-medical reasons. But
despite this wide utilization, this high level of expenditure and
the wide European differences, only a limited amount of
information is available.Thus in a public health perspective,
there are many reasons to have a European database of
medicines, including information on their price, utilization
and expenditure.

74 European Journal of Public Health, Vol. 17, Supplement 2, 2007

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article/17/suppl_2/7/594785 by guest on 20 M

arch 2024



In this workshop we discuss and present data mainly related to
dispensing and reimbursement data (as collected from the
EURO-MED-STAT project) and prescribing data (from GP
database as evaluated from the electronic Health Indicator
Data project) using diabetes as a test case. Making comparable
information publicly available and so increasing transparency
will allow benchmarking between countries in expenditure and
utilization of medicines. This can be useful to measure quality
of care and to identify areas for improvements in the quality of
pharmaceutical care and therapeutic outcome, increasing
benefits and reducing risks for patients and enhancing the
efficiency of the national pharmaceutical systems.
The EURO-MED-STAT and the eHID projects are funded by
the European Commission DG-SANCO under its Public
Health Programme.

The need for a European database of medicines
Pietro Folino Gallo

P Folino Gallo
Italian Medicines Agency, Rome, Italy

Problem
Across European countries we observe wide differences in the
number of licensed medicines, price and reimbursement,
utilization and expenditure and licensed clinical properties of
medicines.
Description
The number of licensed medicines is different from countries
to countries: 100 cardiovascular medicines are licensed in
Finland and 218 in Belgium, thus only 91 medicines are
commonly available in Finland and Belgium, while 127 are
exclusively available in Belgium. Similar differences are
common for other classes of medicines in other countries.
Price discriminations exist across countries and in some cases
prices are paradoxically higher in less affluent countries. Also
reimbursement rates are different. Utilization of medicines
differs widely, also in neighbour countries. Belgium and the
Netherlands are the countries with the highest and the lowest
consumption of antibiotics, respectively; Denmark and
Norway have respectively the lowest and highest consumption
of lipid lowering medicines and so on.Different prices and
different level of utilization have an impact on pharmaceutical
expenditure, which accounts for 9% of health expenditure
in Denmark and near to 40% in Slovakia.Lesson learned.
The above described differences are the complex result of
different organizations of pharmaceutical care systems, public
health systems and the economic levels of the different
countries: they challenge the equity of access of European
citizens to high quality medicines, the quality of care and the
economic sustainability of most healthcare systems.
Conclusions
The EURO-MED-STAT database, available on the web,
contains information on the number of licensed medicines,
their price and reimbursement, level of utilization and
expenditure and is of help to increase the level of transparency,
measure differences and identify areas for improvements in the
quality of pharmaceutical care and enhance the efficiency of
the national pharmaceutical systems.

The use of GP electronic medical records for
international comparisons on prescription
Robert Verheij

R Verheij1, L van Dijk1, M Pringle2, C Elliott2, DM Fleming3

1Netherlands Institute for Health Services research (NIVEL)
2Division of Primary Care, University of Nottingham, UK;and
3Royal College of General Practitioners, Birmingham, UK

Aims
Much international research on prescription does not take into
account the associated diagnoses. Subsequently, large scale
international comparisons on what is prescribed for which
disease are relatively rare. Routinely collected GP electronic
medical records, whose use is well established in many

European countries, have much potential to solve this problem
because they often hold information on diagnosis as well as
prescriptions. We will provide an overview of EU countries
possessing networks routinely collecting diagnosis and pre-
scription data and discuss some pitfalls and limitations of
international comparisons of such data.
Design and methods
An inventory of available GP networks in Europe was perfor-
med. Furthermore, results of the electronic Health Indicator
Data (eHID) project are presented. The eHID is an EC spon-
sored project concerned with best practice in recording diag-
nostic data in routinely collected electronic medical recordings
(EMRs) in general practice and their analysis and interpreta-
tion on disease incidence and prevalence and national
differences in health care access and provision of services.
Results
In Europe there are at least five nationally representative EMR
based networks collecting diagnosis and prescriptions. In the
eHID project these were able to provide incidence and
prevalence data on diabetes and on ischaemic heart disease,
which could be reasonably compared after due consideration
of the different healthcare systems. The provision of compar-
able data on mental illness presented more difficulties. The
difficulties of making direct comparisons were identified and
solutions to them derived. The optimum methods to achieve
comparable data were formulated as recommendations that
will be presented.
Conclusions
There are opportunities for pharmacological research based on
GP electronic medical records. Recommendations from the
eHID project are useful to enable us to interpret international
prescribing differences correctly.

The use of GP databases in comparative research: the
case of diabetes care in Sweden and the Netherlands
Liset van Dijk

L van Dijk1, U Lindblad2,3, A Melander2,4, R Verheij1
1NIVEL, Netherlands institute for health services research, Utrecht,
The Netherlands
2Department of Clinical Sciences, CRC, Malmö University Hospital (Lund
University), Malmö, Sweden
3Skaraborg Primary Care Center, Sweden and
4Nepi Foundation, Malmö and Stockholm, Sweden

Background
Sweden and the Netherlands have, compared to many other
European countries, low levels of drug utilization. However,
are they still, more alike when prescription patterns are
compared in more detail? GP databases provide such an
opportunity because they provide information on both clinical
diagnoses and prescriptions. Prevalence of diabetes increases in
both countries, as does the role of primary care in diabetes
management. In this presentation we focus on diabetes care in
Sweden and the Netherlands for patients with and without
co-morbidity using primary care databases.
Methods
Data from 2005 are derived for Sweden from the Skaraborg
Primary Care Research Database (SPCRD), which includes 24
primary health care centres in southwestern Sweden. Dutch
data are derived from the Netherlands Information Network of
General Practice (LINH), including 80 general practices. Both
databases provide patient and GP level data on clinical
diagnoses and pharmaceutical treatment. Data are analyzed
using multilevel analyses in order to take the nested structure
of the data into account.
Results
Differences and similarities in treatment guidelines between
the two countries will be presented together with a description
of drug utilization and of how well treatment goals are met in
respective country. Included are 10 000 Swedish and 9000
Dutch patients. Preliminary analyses showed that in Sweden
diabetes is more often treated with insulin than the
Netherlands. In both countries women are less liable to receive
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lipid-lowering drugs, while in the Netherlands women are
more liable to receive antihypertensives. The final results will
focus on treatment accounting for co-morbidity.
Conclusions
The use of primary care databases enables us to compare
treatment of diabetes in different countries in more detail than
if only pharmacy or claim data are available. Sweden and the
Netherlands show differences in diabetes treatment, which
need to be explored in more detail.

A pilot study of GP prescribing in Italy
Pietro Folino Gallo

P Folino Gallo1, A Testi2
1National Research Council of Italy, present affiliation: Italian Medicines
Agency (AIFA) and
2University of Genova, Italy

Background
Every-day practice substantially differs from the experimental
setting of randomized clinical trials, where patients are
younger and healthier. We quantified the complexity of
primary care setting and the reasons for prescribing using a
GP prescribing data collection.
Methods
Data from 50 GPs (32 449 patients and 194 664 electronic
prescriptions) were collected during the last quarter of 2005 by
transferring anonymized data from GP computers to a central
server.
Results
Circulatory diseases (ICD9 390–459) are the first reason for
prescribing in primary care in Italy, accounting for one third of
all prescriptions, followed by respiratory diseases (ICD9
460–519, 12%) and endocrine and metabolic disease (ICD9
240–279). These three diseases account for more than half of
all prescriptions. Medicines for the cardiovascular system and
the alimentary tract and metabolism (Class C and A of the
ATC code, respectively) accounted for more than 50% of all
the prescribed medicines. 30% of patients received medicines
for only one disease, 44% for 2–6 different diseases and 26%
for more than six different diseases. The number of diseases
and the consequent polypharmacy is age-related. Arterial
Hypertension is the most common reason for prescribing a
medicine. In half of the patients hypertension is not associated
to other co-morbidities while diabetes is the most common
co-morbidity. Most of the patients with diabetes and hyper-
tension are elderly and women. For patients with hypertension
and ostheo-articular diseases age and gender differences are
less evident.Anticancer medicines (Class L) accounted for less
than 1% of prescriptions in primary care reflecting the
treatment of these patients mainly in secondary care.
Conclusions
The data by GP database, which include information on the
reasons for prescribing, allow better understanding the

complexity of primary care, providing useful information on
health needs and are useful to evaluate quality of care.

Comparison of a Swedish and an American diabetes
population: better glucose but worse blood pressure
control in the Swedes
Ulf Lindblad

U Lindblad1,2, RD Langer3, A Melan1,2

1Department of Clinical Sciences, Clinical Research Centre, Malmö
University Hospital, Lund University, Malmö, Sweden
2The Nepi Foundation, Clinical Research Center, Malmö University Hospital,
Lund University, Malmö, Sweden;and
3Geisinger Center for Health Research, Geisinger Health System, Danville,
PA, US

Background
To reduce the risk of cardiovascular disease in type 2 diabetes
patients optimum control of both glucose and blood pressure
levels is essential. Hence, it is of interest to compare these two
parameters in different populations.
Methods
We compared a Swedish (Skaraborg Primary Health Care)
and a US diabetes population (Geisinger Health System,
Pennsylvania), which have similar demographic, ethnics and
geographic characteristics and health care infrastructure.
Patients were identified from electronic records and equivalent
data on demographics, BMI, HbA1c, blood pressure and
medication extracted. Logistic regression analyses were carried
out with age, gender, BMI, number of antihyperglycæmic
drugs, insulin dependence and treatment with different
antihypertensive drugs and type of health insurance as
covariates when appropriate.
Results
The US diabetes population had a higher proportion of
women, was younger, more overweight, treated with more
antihyperglycæmic drugs and had worse glucose control
(proportion with HbA1c > 7.0% 59.9 vs. 25.4%; P< 0.001 and
mean HbA1c 7.54 vs. 6.29%; P< 0.001). This difference
remained after adjustments for differences in gender, age,
BMI, insulin dependence, antihyperglycæmic drug treatment
and access to care. In contrast, blood pressure was lower in
the US diabetes population (126/70 vs. 141/78 mm Hg;
P< 0.001); more had antihypertensive medication (78 vs.
60%; P< 0.001) and more of those on antihypertensive drug
treatment had blood pressure < 140/90 mm Hg (67 vs. 32%;
P< 0.001). The difference remained after adjustments for
differences in gender, age, BMI and type of antihypertensive
treatment.
Conclusions
Thus, glucose control was better, but blood pressure control
worse, among the Swedes. While differences in diet, alcohol
intake, physical activity and gene–environment interactions
may contribute, differences in screening, physician attitudes
and treatment compliance are more likely.

4.4. Cardiovascular Diseases

Blood pressure in late adolescence and occurrence
of coronary heart disease and stroke in early middle
age: the Swedish 1969 conscription cohort
Daniel Falkstedt

D Falkstedt1*, T Hemmingsson1, I Koupil2, I Lundberg3

1Division of Social Medicine, Department of Public Health Sciences,
Karolinska Institute, Stockholm, Sweden
2Centre for Health Equity Studies, Stockholm University/Karolinska Institute,
Stockholm, Sweden and
3Department of Medical Sciences/Occupational and Environmental
Medicine, Uppsala University Hospital, Uppsala, Sweden
*Contact details: daniel.falkstedt@ki.se

Background/objective
Blood pressure (BP) measured in young adults has in a few
studies been suggested to predict long-term risk of

cardiovascular disease (CVD). In the present study our aim
was to test if and how measures of BP in late adolescence are
associated with occurrence of coronary heart disease (CHD)
and stroke in early middle age in a large cohort of Swedish men
born in 1949–1951.
Method
Information on systolic BP (SBP), diastolic BP (DBP), body
mass index (BMI), smoking and alcohol consumption at 18–20
years of age was obtained from a cohort consisting of 49 321
Swedish men who underwent conscription examination in
1969/1970. Census data on childhood and adulthood socio-
economic positions and crowded housing in childhood, was
linked to the cohort. Information on CHD and stroke
hospitalization and mortality during the years 1991–2004,
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when the men were 40–55 years old, was obtained from
national registers. Logistic regression was utilized for multi-
variate analyses.
Results
Both SBP and DBP at 18–20 years of age were found to be
significant predictors of CHD occurrence (1431 cases) during
follow-up, whereas only DBP predicted stroke (594 cases).
Attenuation of the associations was seen after adjustment for
BMI, while adjustment for smoking resulted in stronger
associations. Adjustment for childhood and adulthood socio-
economic position, childhood crowded housing and risk use of
alcohol in late adolescence had no considerable effect. Adjusted
relative risks (odds ratios with 95% confidence intervals) of
CHD, for an increase in BP of 1 SD, were 1.15 (1.09, 1.21) for
SBP and 1.11 (1.05, 1.17) for DBP. The corresponding
estimates for stroke were 1.02 (0.94, 1.10) for SBP and 1.10
(1.02, 1.20) for DBP.
Conclusion
Blood pressure in late adolescence is an important indepen-
dent risk factor for CHD and stroke before 55 years of age in
this male cohort. Both systolic and diastolic blood pressure
may have to be regarded for prediction in young persons.
Attention to pre-adult BP as a determinant of CVD in middle-
age onwards should be warranted in future research.

Trends in short-term acute myocardial infarction case
fatality rates in Scotland, 1988–2004
Carolyn Davies

CA Davies*, AH Leyland
MRC Social and Public Health Sciences Unit, Glasgow, Scotland
*Contact details: c.davies@msoc.mrc.gla.ac.uk

Background
Ischaemic heart disease (IHD) is a leading cause of death in
Scotland and the Scottish IHD mortality rate is amongst the
highest in Western Europe. Incidence and mortality rates have
been falling over recent years; however, geographic variations
and socioeconomic inequalities in IHD incidence and
mortality still exist. Less is known about the patterning of
IHD case fatality in Scotland. Short-term case fatality after an
acute myocardial infarction (AMI) incident can reflect
differences in the severity of AMI events or differences in the
treatment being received post-AMI. We examine the trends in
short-term case fatality after a first AMI event and the
socioeconomic and geographic inequalities in these in Scotland
from 1988 to 2004.
Methods
We use linked hospital discharge and death record data for all
AMI events for the Scottish population of 5.1 million from 1981
to 2004. Incidence was defined as an event with principle
diagnosis of AMI (hospitalization or death) or other IHD
(death) and with no such event within the previous 7 years. We
identified 3 75 848 patients aged 30 + years who had a first AMI
between 1988 and 2004. Short-term case fatality (CF) was
defined as the proportion of AMI incident events in which the
patient died from any cause within a 28 day period. More
specifically, CF1: death on day of event, denominator all
incidents; CF2: death within 28 days, denominator all those who
survived day of event. Directly age standardized case fatality
rates were calculated for each definition. Area deprivation was
measured using the 1991 and 2001 Carstairs Indexes. Multilevel
logistic regression models were used to estimate the odds of case
fatality by age, sex, year of first AMI event and deprivation.
Results
Between 1988 and 2004, 1 81 312 patients with a first AMI died
on the day of the event (crude CF1 rate 48%). Of the 1 94 536
who survived the day of their first AMI, 34 240 died within
28 days (crude CF2 rate 18%). Age standardized CF1 rates for
those aged 30–64 years decreased from 39% in 1988 to 32%
in 2004 in men and from 37% to 28% in women. Age
standardized CF2 rates decreased from 8 to 4% in men and
10 to 6% in women. The data structure is multilevel:

individuals surviving the day of their event are nested within
post-code sectors which in turn are nested within health
boards. However, the majority (98%) of the variation in CF2
was due to differences between individuals with little
geographic variation evident. The odds of case fatality were
higher in women than in men and this decreased with age and
increased over time; eg OR for women aged 45 years in 1988
compared to men was 1.69, for women aged 45 years in 2004
this was 2.04, for women aged 65 years in 1988 it was 1.24 and
for women aged 65 years in 2004 it was 1.50. The odds of case
fatality in the most deprived areas (DEPCAT 7) are higher than
in the least (DEPCAT 1) but this gradient differed by age;
eg OR for those aged 45 years in DEPCAT 7 compared to
DEPCAT 1 is 1.61 and a similar OR for those aged 65 is 1.22.
Conclusions
A high proportion of AMI incident events in Scotland result in
death on the day of the event. Of those who survive the day of
their first AMI, 28 day case fatality is higher among women
than men. This gender difference is more pronounced at
younger ages and has widened over recent years. There have
been progressive improvements in short-term case fatality
mainly due to improved treatments, however, this downward
trend has been steeper in men. There is evidence of socio-
economic inequalities in short-term case fatality and these
socioeconomic gradients are again more pronounced at
younger ages. There was little evidence of any geographic
variability in 28 day case fatality among those surviving the first
day of a first AMI. However, significant geographic variability
was apparent in 1 day case fatality rates. These early deaths
account for a large proportion of overall 28 day case fatality and
contribute to the geographical patterning of IHD mortality.

Developing a Norwegian risk prediction model for
cardiovascular disease – The NorDan Study
Anders Borglykke

A Borglykke1*, AH Andreasen1, T Jørgensen1, I Njølstad2

1Research Centre for Prevention and Health, Glostrup University Hospital,
Copenhagen, Denmark and
2University of Tromsoe, Tromsoe, Norway
*Contact details: andbor01@glo.regionh.dk

Background
Cardiovascular disease (CVD) is one of the main contributors
to morbidity and mortality in the western world today. Several
risk factors of CVD have been identified and new risk factors
are currently being identified. The many risk factors increase
the opportunity to predict the absolute risk of CVD. There is
however, lack of knowledge concerning the individual
importance of the many risk factors and which ones that are
sufficient to predict a substantial amount of individuals who
will develop CVD. The aim of this study was to develop a
stepwise risk prediction model and to asses the model’s
predictive ability in each of the three steps.
Methods
This study included 19 999 participants from The Tromsø
Study. Using a Cox-regression model with competing risk, a
prediction model that are able to predict absolute risk of fatal
and myocardial infarction (MI) and stroke were developed.
A stepwise approach was used in building the model.
Explanatory variables were added to the model starting with
data assessed through questionnaires (sex, age, family history
of coronary heart disease and lifestyle), then adding data from
simple examinations (blood pressure and BMI) and finally
data obtained from blood samples (total cholesterol and
lipids). The predictive ability of the model in each of the three
steps was assessed using c-statistics (area under the receiver
operating characteristic curve).
Results
During the follow-up (14 years) 542 events of MI and 265
events of stroke were registered. The developed risk prediction
model was able to asses the absolute risk of either fatal or non-
fatal MI or stroke. The competing risk of dying of another
cause was assessed and increased the precision of the risk
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model.By using a stepwise approach in building the model it
was possible to assess the predictive ability in each of the three
steps. It is therefore possible to asses the predictive ability of a
low-cost risk model using only questionnaire data, a model
that requires some simple physical examinations and finally a
model that requires laboratory tests. Detailed results will be
presented.
Conclusions
In this study a stepwise risk model that was able to predict fatal
and non-fatal MI and stroke was developed for a Norwegian
cohort. From a public health point of view the design of this
risk prediction model offers a unique opportunity as a
screening tool in different settings.

The protective effects of the Mediterranean Diet
on Cardiovascular diseases: a systematic review
of the scientific literature
Giuseppe La Torre

G La Torre1*, G Chiaradia1, A Ricco2, M Piscitelli2, W Ricciardi1
1Epidemiology and Biostatistics Unit, Institute of Hygiene, Catholic
University of the Sacred Heart, Rome; and
2Department of Cardiovascular Diseases, Catholic University of the Sacred
Heart, Rome
*Contact details: giuseppe.latorre@rm.unicatt.it

Background
Diet and lifestyle-related factors may be responsible for
different geographic distribution of cardiovascular diseases
incidence. Many studies indicate the Mediterranean diet as
giving a protective effect on the development of cardiovascular
diseases (CD). The aim of our study is to conduct a systematic
review of the effect of Mediterranean diet on CD.
Methods
We computed a scientific literature research on MEDLINE,
Embase and Cochrane database for systematic reviews. We
selected study that evaluate the association between mortality
due to CVD and Mediterranean diet considered as primary or
secondary prevention intervention.
Results
We selected 14 articles, 4 case-control studies and 9 randomized
clinical trials (for one trial, we found two publications).
Concerning the case-control studies the main outcome was
represented by acute coronary syndrome (ACS) and acute
myocardial infarction (AMI), while in the randomized clinical
trial different outcome were taken into consideration (overall
and cardiovascular mortality rates, cardiovascular diseases,
recurrent adverse cardiac events after a previous AMI) and in
patients with different baseline characteristics (metabolic
syndrome, diabetes, elderly, primary prevention in moderate
and high cardiovascular risk population). The analysed studies
indicate a reduction of adverse cardiovascular events by about
30 and 40%, concerning the primary and the secondary
prevention, respectively. As concerned the reduction of
mortality, a larger corpus of data is available demonstrating
that the Mediterranean diet significantly reduces the mortality
by 50 or 70% in the secondary prevention, while the reduction
is about 30% in the primary prevention.
Conclusions
The Mediterranean diet has positive effects over the CD and
such information could be used for population recommenda-
tions as a part of a correct lifestyle (primary prevention) and as
well as in a secondary prevention setting they may be used in
conjunction with conventional drug therapy.

No adverse psychosocial reaction to screening
and non-pharmacological intervention for
prevention of ischemic heart disease
Torben Jørgensen

T Jørgensen*, S Ladelund, K Borch-Johnsen, C Pisinger, C Glümer
Research Centre for Prevention and Health, Glostrup University Hospital,
Denmark
*Contact details: tojo@glo.regionh.dk

Background
Screening programmes to identify people at risk for chronic
diseases have been criticized for intruding adverse psychosocial
reactions in the population such as anxiety and depression.
The aim of the present study is to assess the reaction of a
population, who is screened for and counselled when at high
risk for ischemic heart disease (IHD).
Methods
The study is a part of a larger randomized study (Inter99) on
individualized prevention of ischemic heart disease, where
individuals have their absolute risk assessed and those at high
risk are counselled about lifestyle changes. A priori the indiv-
iduals were divided into a high intensive intervention (groups
A) and a low intensive intervention (group B). A consecutive
series of 1948 participants filled in the Symptom Check-List-90
(SCL-90) dealing with anxiety, depression and somatization.
The SCL-questionnaire was filled in before risk assessment,
immediate after, after 1 month and after 10 months. Data were
analysed by Poisson regression with random effect due to
repeated values. They were allowed for over dispersion in form
of consistent 0-vaules in the scales. P-value was set at 5%
Results
The raw mean scores for somatization, depression and
anxiety before the risk assessment were 0.52, 0.45 and 0.36,
respectively, which is close to the expected values in a
population. The corresponding figures immediately after risk
assessment and life style counselling were 0.34, 0.29 and 0.22,
after one month 0.38, 0.35 and 0.25 and after 10 months 0.42,
0.39 and 0.42. When data were adjusted for age, sex and social
class, the decrease in all scales was significant immediate after
screening and remained significant after 10 months for
individual in group A. The scores were significantly higher
during the whole period among those at high risk for IHD
compared to those at low risk.
Conclusions
Screening for risk of IHD combined with immediate health
counselling was not associated with an increase in anxiety,
depression and somatization. On the contrary there seemed
to be a positive effect, which could be due to professional
counselling.

Compliance and chemoprevention in Coronary Heart
Disease (CHD): a simulation study of the Statin drugs
Amir Shroufi

A Shroufi*, J Powles
1 Cambridge Institute of Public Health, UK
*Contact details: shroofer@yahoo.com

Background
Compliance with cardiac medication in practice is lower than
in clinical trials and is likely to be the main factor that bridges
efficacy and effectiveness. Studies of real world compliance in
conjunction with observed declines in compliance with time
suggest an average compliance with medication over 10 years
of around 50%. In the UK, the National Institute for Clinical
Excellence (NICE), currently recommends that those with a
20% or greater 10 year risk of CHD receive Statins as primary
prevention. Only the compliant among those identified are
likely to gain benefit, yet the non-compliant are likely to be at
greater risk.
Discussion hitherto has focused on increasing the population
benefits of Statins by lowering the thresholds for treatment.
Here we consider as an alternative improving compliance
among high risk subjects.
Methods
A hypothetical population of n= 1 00 000 was modelled using
WHO descriptive statistics on blood pressure and cholesterol
distributions for those aged 60–69 in Europe A. Using the
Framingham risk predictor a population was engineered which
met the NICE threshold for the prescription of Statin drugs.
Two intervention scenarios were modelled: in the first
compliance in the treated population was increased by 50%,
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by improving compliance under the existing treatment
threshold. In the second the size of the treated population
was increased by 50%, by reducing the treatment risk
threshold.
Results
Almost twice as much CHD was prevented by a 50%
improvement in compliance from 50 to 75% under current
risk thresholds, than was prevented by relaxing treatment risk

thresholds in order to medicate an equivalent number of
untreated individuals.
Conclusions
Should policy makers wish to increase the proportion of
individuals in the population receiving effective Statin therapy,
the utility of interventions for improving compliance need to
be assessed.

4.5. Workshop: Advanced Intelligence Systems
using Enhanced Communication Technologies

Chairs: Dr Chakib Kara-Zaitri*
University of Bradford. UK
Dr Jelle Doosje
GGD Nederland, Utrecht, the Netherlands
Organiser: EUPHA Section on Infectious Diseases Control
*Contact details: chakib@ntlworld.com

Communication technologies are becoming more mature and
stable and have already yielded smart tools for the continuous
battle against Infectious Disease. The word surveillance is
rapidly loosing currency in the context of Infectious Disease
Control as it is becoming synonymous with data cemetery.
Instead the word ‘Intelligence’ is gathering momentum in the
health protection arena particularly when it is embedded in
advanced computer applications capable of ‘sniffing’ a wide
spectrum of data and providing clues for emerging situations.
The purpose of this workshop is to explore recent advances in
information systems and communication technologies for
improved intelligence using innovative ideas, which secure the
early identification of cases. The presentations in this workshop
will include latest research from the Federal Office of Public
Health in Switzerland, the Municipal Health Services in the
Netherlands and the Health Protection Agency in the UK. The
final presentation from the State Health Office, Epidemiology &
Health Reports Unit in Government in Germany will provide a
general forum as how the public at large conduct their own
intelligence work based on available internet data.

A symptom-based screening system for tuberculosis
in asylum seekers in Switzerland
Ekkehardt Altpeter

E Altpeter1, P Helbling1, JP Zellweger2, K Boubaker1
1Federal Office of Public Health, Bern, Switzerland and
2Swiss Lung Association, Bern, Switzerland

Issue
Active case finding (screening) in specific groups of people
with a high prevalence of tuberculosis (TB) is an essential
component in TB control and aims at preventing further
transmission of the disease. Chest radiography has been used
as the standard method for screening but its high cost as well as
the controversy surrounding its use in certain groups, such as
asylum seekers, have prompted research in alternative screen-
ing methods.
Description of the problem
The decreasing number of asylum seekers in the years before
2006 led to increasing costs per case prevented using routine
chest radiography. The costs were in around SFR 50 000 per
case prevented. A revised TB screening strategy was therefore
implemented in 2006. The new system considers the TB
prevalence of the country of origin (WHO estimates) and
focuses on symptoms and general signs of illness. Interviews
are carried out by a nurse using a computer programme
presenting pictures, text, audio messages and questions in 29
languages. Based on the geographic origin, the answers given
and the general health assessment by the health care worker,
a score is computed by the system and used to decide on
referral for further check-up. The results of the check-up are
also entered into a centralized database.

Lessons Learned
In 2006, 8963 interviews were conducted and 14 TB cases were
identified. Fourteen cases would also have been expected on
the basis of the World Health Organisation’s estimates for TB
prevalence in the countries of origin. Extrapolating from
previous years, routine chest radiography would probably have
identified double this number of TB cases. However, chest
radiography also detects cases that are less likely to transmit
disease (smear- and culture-negative TB, already treated TB,
residual, pleural forms). The main objective is therefore more
specifically reached now. Non-infectious TB cases depend on
access to the regular health care system like any other disease.
Access may not be assured when asylum is denied. Challenges
in the implementation phase were the need to develop a multi-
cultural/multi-language platform as well as the acceptance of
the new strategy by practicing physicians. A challenge could
now be persons denying symptoms.
Conclusions
The first year of the experience with a symptom-based
screening system is reassuring. Symptom-based screening for
tuberculosis seems to be as efficient as chest radiography for
detection of infectious TB cases. The system will therefore be
continued along with an on-going evaluation.

Using new information and communications
technologies in Tuberculosis control in the
Netherlands
Carolien Moree

C Moree1, A Bootsma2, J Doosje3
1Municipal Health Service GGD Amsterdam
2Aicha Alca Systems and
3Netherlands Association of Municipal Health Services, Utrecht, the
Netherlands

Issue
Data exchange and comparing TB screenings results from e.g.
asylum seekers and prisoners was difficult due to lack of stand-
ardization into the systems. At the beginning of the century over
20 different registration systems were used in the Netherlands.
In the up-scaling process of TB control, it was not possible to
work with one and the same system in the same region.
Description of the problem
In the Netherlands, directors of Municipal Health Services
(MHS) agreed to use a maximum of three registration systems.
A national TB project (VISI 2001–2004) yielded comprehensive
technical and professional standards which have been defined
and implemented including Digital X-ray data. Four MHS’s
already had a partnership with software houses and agreed
about systems ownership. An active user group informed
further developments and enhancements of the system.
Lessons learned
Eight Back-office MHS’s are responsible for the co-ordination
of the regional TB control (1 – 3 million citizen per region).
Every region will have its own regional Internet based registra-
tion system from January 2008. One national system is available
for the screening of prisoners and other risk groups for TB.
The system supports the data exchange between the Mobile
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Rontgen Units, the MHS’s, the medical services in prisons and
RIVM. The systems developed have a multi-lingual interface.
The system development took three years to complete
Conclusions
The TB screening system allowed a regional and national
Internet based registration system for TB control. The new
system incorporates all existing local registration facilities and
has a tool for source and contact tracing. This makes data
exchanges between MHS’s in and outside the region possible
and improves the quality of TB control. The system is also
available for MHS’s in other European countries.’

HPIntelligence: A strategic, tactical and operational
Intelligence support tool for health protection in
the United Kingdom.
Chakib Kara-Zaitri

H Barnes1, R Gelletlie2, R Hamilton3, C Kara-Zaitri4, M Schweiger1
1West Yorkshire Health Protection Unit,
2Yorkshire and The Humber Regional HPA/LaRS Office,
3InFact and
4University of Bradford, UK

Issue
In view of the growing number of emerging diseases, there is
an urgent need for a real-time intelligence tool not just at the
operational level but also at the strategic and tactical levels. The
web-based tool HPZone has already been developed to
successfully do this at the local level and has been so far
deployed in three regions of the Health Protection Agency
in the UK. This paper describes the development of
HPIntelligence as a module of HPVista – a suite of decision
support tools for health protection at the strategic (national)
and tactical (regional) levels.
Problem Description
HPIntelligence is a web based support tool which has been
developed in tandem with HPZone and is aimed at significantly
enhancing intelligence locally, regionally and nationally by
enabling Health Protection Professionals (HPP) to:
- View key aggregate clinical, epidemiological and laboratory
data in real-time. The data relating Situations, Cases and
Contacts across Health Protection Units and Regions as well as
nationally can be viewed in GIS or tabular format.
- Provide timely data sets for scientific evaluation by epide-
miologists, modellers and others, which can be used to forecast
projections and prioritize options for control strategies.
Results
HPIntelligence facilitates horizon scanning by providing the
following facilities:
- Incidence, Co-incidence and Threshold alerts to key HPPs.
- Dashboards for the current situation at Health protection
Unit, Region and National levels using special filters relating to
Scenario, Location and Time periods.
- A comprehensive query facility for the advanced user to carry
out detailed data mining
Conclusions
HPIntelligence has been successfully piloted using HPZone

databases collected at three different regions. The results
obtained are promising and readily prove that HPIntelligence
can be used to enhance intelligence and in turn inform control
policies and evaluation of their effectiveness at regional and
national levels.

Who informs? The Google epidemic and challenges
for quality in public health information
Gunter Pfaff

G Pfaff
State Health Office, Epidemiology & Health Reports Unit, District of
Stuttgart Government, Germany

Issue
Media surveys indicate continuing change in the way in which
Europeans interact with the internet (European Interactive
Advertising Association, 2006). Broadband technology and
search machines influence information channels on which a
growing percentage of European populations rely. This review
aims at illustrating consequences for the adaptation of public
health information strategies.
Description of the problem
Seven European top level domains were searched for index
terms relevant to public health (infectious diseases, immuniza-
tion) in five languages, using a dominant internet search mach-
ine. Top listed links were reviewed for site owner (public health
institution, research/academic, news media, commercial web
sites, otherwise), link contents and presence of advertisements.
Results
Not counting advertised links, commercial and ‘other’ sites
dominated among the top listed links. The prevalence of
public health institution pages varied by top level domain
and language. Example: Searches for ‘measles’ in 14 top level
domain/language combinations retrieved 132 first page hits,
including 41 links to sites maintained by public health
(29 = 22%) or research/academic institutions (12 = 9%).
Public health institutions frequently provided contents in
printable file formats, including documents for public health,
medical or research professionals. Only pages on news media
web sites (15, including 7 with ads), commercial sites (36/29)
and other owners (40/8) contained advertisements or links to
commercial offerings. Other links related to medical associa-
tions, chance occurrences of search terms (e.g. blogs) and
alternative or critical contents diverging from evidence-based
medicine.
Conclusions
Index term based internet searches indicated a limited visibility
of public health institutions in Europe as direct providers of
public health information to the general public. Search
machine use advises to expand from printable file formats to
genuine web display formats and to audiovisual contents.
Trends in communication technologies demand that public
health communication strategies actively include the place-
ment of quality public health information in Web 2.0
presences such as wikis.

4.6. Tobacco/Smoking

How does IQ affect onset of smoking and cessation
of smoking—linking the Swedish 1969 conscription
cohort to the Swedish Survey of Living Conditions
Tomas Hemmingsson

T Hemmingsson1*, D Kriebel2, B Melin3, P Allebeck1, I Lundberg4

1Division of Social Medicine, Department of Public Health Sciences,
Karolinska Institute, Stockholm, Sweden
2School of Health & Environment, University of Massachusetts Lowell, US
3Department of Psychology, Stockholm University, Sweden and
4Division of Occupational Health, Department of Public Health Sciences,
Karolinska Institute, Stockholm, Sweden
*Contact details: tomas.hemmingsson@ki.se

Background
An association between IQ and mortality is found in several
studies where mortality is increasing with decreasing IQ. It is
not clear if the increased risk is mediated by behavioural factors.
The objective of this study is to examine the association between
IQ measured at ages 18–20 and onset of smoking and the
association between IQ and smoking cessation.
Methods
Data on IQ, smoking, mental health and social background
among 49 321 Swedish men born 1949–51 collected at
conscription for military service in 1969. The association
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between IQ and smoking in late adolescence was estimated in
crude and adjusted models using logistic regression. The
association between IQ and smoking cessation was investigated
among those 694 of the full cohort also interviewed in the
Swedish Level of Living Conditions 1981–2002.
Results
Lower IQ measured at ages 18–20 was associated with
increased probability of being a smoker independent of
indicators of mental illness and social misbehaviour also
measured in late adolescence. Those risk factors together with
information on educational path reduced the increased risk
found in the crude analyses with around 75%. In contrast,
smoking cessation later in life among those who smoked at age
18–20 was not associated with IQ measured in early life.
Conclusions
Low IQ is associated with prevalence of smoking in adolescence.
IQ was not associated with likelihood of quitting smoking.

Smoking by education and income among
reproductive age women—a comparison of
St. Petersburg, Finland and Estonia
Tatiana Dubikaytis

T Dubikaytis1*, M Laanpere2, O Kuznetsova1, E Hemminki3
1St. Petersburg Medical Academy of Postgraduate Studies, St. Petersburg,
Russia
2Department of Obstetrics and Gynaecology, University of Tartu, Estonia
and
3National Research and Development Centre for Welfare and Health
STAKES, Helsinki, Finland
*Contact details: tanyadks@hotmail.com

Background
Since the early 1990s, income inequalities in Russia and
educational difference in morbidity and mortality have
increased considerably. Given the important role of health
related behaviour, we studied the smoking by education and
income and compared it to two neighboring countries with a
different social situation.
Methods
Data from four questionnaire surveys on 18 – 44 years old
women were analysed: St. Petersburg in 2004 (n= 1147,
response rate 67%); Estonia in 2004 (n= 2736, response rate
52.1%); Finland in 1992, (n=1146, response rate 78%) and in
1999 Finnish data (n= 872, response rate 46%). We used
education in years and income categorized by living wages or
by quartiles as two dimensions of socioeconomic status,
adjusting for age.
Results
The association between smoking (daily or sometimes) and the
level of education had the same inverse relation in all studied
populations, but the relationship was stronger with OR = 3.5
(95%CI 2.0–6.0) and OR = 3.6 (95%CI 2.6–5.0), among the
Finnish and Estonian women respectively, than among Russian
women, OR = 2.0 (95%CI 1.5–2.7).
The relationship between smoking and income varied.
In St Petersburg, women with higher personal income were
more likely to smoke (OR = 1.5; (95% CI 1.0–2.2)), in Finland
and Estonia women with lower income were most likely to
smoke OR = 1.97 (95%CI 1.2–3.1) and OR = 1.3; (95%CI
1.1–1.6), respectively.
Conclusions
Using education as the measure of social class shows that
regardless of the social situation of the country, unhealthy
behaviour (smoking) is more prevalent among lower social
class women. The variation by country in regard to income
suggests that income is not a good measure of women’s social
class in all areas.

Smoke- and smokeless tobacco use
among Norwegian adolescents
Liv Grotvedt

L Grotvedt*, R Hovengen, S Graff-Iversen, H Stigum
Division of Epidemiology, Norwegian Institute of Public Health, Oslo, Norway
*Contact details: liv.grotvedt@fhi.no

Background
While the prevalence of smoking is rapidly decreasing, the use
of snuff increases. This study assesses the social characteristics
in different groups of adolescent tobacco users.
Methods
All pupils in the last year of elementary school (age 15–16
years) in Oslo and five other counties of Norway were invited
to a health survey during 2000–2004 and 15 931 (87%)
attended. Binominal regression models were applied for
different categories of tobacco users, with non-users of any
tobacco as reference. Educational ambitions, self-reported
family economy, cohabiting versus single parenthood and
parent’s country of birth were independent variables.
Results
A majority (64.7%) did not use tobacco. 21.4% of the boys and
3.5% of the girls used snuff daily or occasionally. The prevalence
of daily and occasionally smoking was higher among girls
(16.5 and 16.9%) than among boys (13.6 and 12.5%).
Daily smoking was associated with planned vocational rather
than academic education (Risk Difference = 12.7% points),
single parenthood (RD = 10.0% points) and poor self-reported
family economy (RD = 5.8% points). Occasional smoking
showed similar, but weaker, associations. Boys and girls with
parents from countries with a majority of Moslems had,
respectively, increased (RD=3.8% points) and decreased
(RD =�12.7% points) risk of daily smoking compared to
their Norwegian counterparts.
For snuff use (daily or occasionally), the associations with
educational ambitions resembled occasional smoking. Girls
used less snuff than boys (RD =�10.7% points) and adole-
scents with parents from ‘Moslem’ or other foreign countries
had reduced risk of using snuff. Snuff use was not associated
with poor family economy or single parenthood.
Conclusions
Snuff use and occasional smoking showed similarity with
respect to educational ambitions. Adolescents with parents
from foreign countries, as well as Norwegian girls, had low risk
of using snuff. Smoking, but not snuff use, was associated with
an increased risk of poor self-reported family economy and
single parenthood.

Smoking prevalence in medical students in the
Federation of Bosnia and Herzegovina—results of
GHPS surveys 2005/2006
Aida Ramic Catak

A Ramic Catak*
WHO National Tobacco Control Counterpart, WHO SEE Tobacco Control
Project CPM, Head of Health Promotion, Federal PHI
*Contact details: aidar@bih.net.ba

Issue
Smoking knowledge, attitudes and behaviour of nursing,
medical, dentistry and pharmacy students in the Federation
of Bosnia and Herzegovina.

Description
GHPS surveys developed in collaboration among Institute of
Public Health of the Federation of Bosnia and Herzegovina
and WHO, CDC and CPHA, as school-based surveys with a
census of third year of nursing schools as well medical,
dentistry and pharmacy faculties in the Federation of Bosnia
and Herzegovina. Altogether 874 nursing students in III grade
were sampled from 15 schools with overall response rates were
100.0% for schools and 86.0% for students. Altogether 406
students were sampled from 5 medical, dentistry and
pharmacy faculties, with overall response rates of 100.0% for
faculties and 92.3 7% for medical students, 95.45% for
pharmacy students and 93.42% for dental students.

Lessons
About one-third of nursing students and four in ten of dental
students, half of medical students and three in ten of pharmacy
students are current cigarette smokers. About half of all
students smoked on school premises/property during the past
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year. Over three quarters of all students report second hand
smoke exposure at home and public places. Over three
quarters of nursing students were taught about the dangers
of smoking in school and half of dentistry and medical
students and less than two in ten of pharmacy students learned
to take patient’s tobacco use as part of medical history, but less
than one in ten of all students learned cessation approaches
to use with patients.
Conclusions
GHPS results indicate high levels of tobacco use among
nursing, medical, dentistry and pharmacy students in the
Federation of Bosnia and Herzegovina, inspire the fact that
they consider themselves as role models for patients’ health
decisions and state a strong desire to provide cessation
assistance to patients who want to quit smoking. However,
at present, less than one quarter of all students received
specialized training to provide tobacco cessation counselling to
patients, which indicate for more interventions for involve-
ment of tobacco prevention and cessation in schools and
faculties curriculum.

Smoking history and cognitive function in late
midlife: evidence from the Whitehall II study
Séverine Sabia

S Sabia1*, M Marmot2, C Dufouil3, A Singh-Manoux1,2
1INSERM, U687-IFR69, France,
2Department of Epidemiology and Public Health, University College London,
UK and
3INSERM 708, France
*Contact details: Severine.Sabia@st-maurice.inserm.fr

Background
Studies on the association between smoking and dementia are
inconclusive as they are necessarily on those who have
‘survived’ smoking. We examined this association in middle-
age and estimated the risk of death and non-participation
among smokers.
Methods
Data are from the Whitehall II cohort study of 10 308 partici-
pants aged 35–55 years at baseline (phase 1; 1985–1988).
Smoking history was assessed at Phases 1, 2 (1988–1990),
3 (1991–1993) and 5 (1997–1999) and categorized
as: ‘current smoker at Phase 5’, ‘recent ex-smoker’
(stopped between Phases 1 and 5), ‘long-term ex-smoker’
(stopped before Phase 1) and ‘never smoker’. Cognitive deficit
(N= 5346) was assessed at phase 5 and decline (N= 4630) as
change between phases 5 and 7 (2002–2004) using memory,
AH 4-I, Mill-Hill, phonemic and semantic fluency tests.
Analyses were adjusted for sociodemographic variables, health
behaviours and measures of health.
Results
Smokers at Phase 1 were at higher risk of death (Hazard Ratio
(HR) = 2.00; 95% Confidence Interval (CI) = 1.58–2.52 in men
and HR = 2.46; 95%CI = 1.80–3.37 in women) and non-
participation in cognitive tests at Phase 7 (Odds Ratio
(OR) = 1.32; 95%CI = 1.16–1.51 in men, OR = 1.69;
95%CI = 1.41–2.02 in women). In age-adjusted cross-sectional
analyses, male smokers had a higher risk of poor cognition on
all measures. In fully adjusted models, this risk remained
for memory (OR = 1.41; 95%CI = 1.08–1.84). Male ‘current’
(OR = 1.46; 95%CI = 1.13–1.89) and ‘recent ex-smokers’
(OR = 1.62; 95%CI = 1.23–2.13) also had a higher risk of
decline in the AH4-I score. ‘Long-term ex-smokers’ were less
likely to have deficits in vocabulary and verbal fluency (�30%
of risk reduction). Post-hoc analysis showed that giving
up smoking was accompanied by improvement in health
behaviours, diet and alcohol consumption.
Conclusions
Smoking was associated with greater risk of memory deficit
and reasoning decline among men. The loss to follow-up was
significant among smokers. Stopping smoking was associated
with lower risk of cognitive deficit, possibly due to

improvement in other health behaviours. Public health
messages on smoking should continue to target smokers at
all ages.

Environmental tobacco smoke and children’s
outpatient health care utilization: population
based study, Belgium, 2004.
Edith Hesse

E Hesse*, J Van der Heyden, J Tafforeau, S Demarest, L Gisle
Unit of Epidemiology, Scientific Institute of Public Health, Brussels, Belgium
*Contact details: edith.hesse@iph.fgov.be

Background
Environmental tobacco smoke (ETS) increases the risk and
exacerbates symptoms of respiratory illnesses (RI), especially in
young children. The number of doctor’s consultations in
general and for RI in particular decreases when children get
older. This is almost entirely accounted for by accute upper
respiratory infections. Few studies examined children’s out-
patient health care use in relation to ETS exposure and their
results are inconsistent. Only few of them are based on a
representative population sample and include also children
older than five years. The aim of the present study is to assess
the link between ETS exposure and children’s outpatient
health care consumption for RI at population level, focusing
on differences between children below 6 years old and children
aged 6–12 inclusive.
Methods
A sub-sample of 1394 children under age 13 was selected
from the 2004 Belgian Health Interview Survey. Individuals
were drawn from the National Population Register with a
multistage stratified sampling scheme. Data was collected
through proxy interview of a parent. Exposure to ETS was
considered when at least one person smoked inside the house
on most days. An ambulatory health care contact for RI was
defined as a contact with a general practitioner, a specialist or
an emergency unit for a reported respiratory problem in the
2 months preceding the interview. Multivariate analyses were
performed using logistic regression to predict children’s
outpatient care consumption for RI by ETS exposure status,
stratified in two age groups, adjusting for sex, age and
household socioeconomic status (SES).
Results
23.6% of the children are exposed to ETS at home (21.4%
of the children under 6 years; 25.3% of the children aged
6–12 inclusive; P= 0.096). 14.8% of the children used
outpatient health care for respiratory problems (23.1% and
8.6%, respectively; P< 0.001). For children aged six to twelve
inclusive, those exposed to tobacco smoke at home have
higher odds to consult for RI than their non-exposed peers:
OR = 1.77 (95%CI = 1.06–2.98). This is not seen for younger
children: OR = 1.11 (95%CI = 0.70–1.76). These results are
quite stable after adjusting for sex, age and household SES: in
children aged 6–12 inclusive the OR of contacts for RI = 1.70
(95%CI = 0.96–3.00) and in younger children OR = 1.04
(95%CI = 0.63–1.72).
Conclusions
Our study confirms that children aged 6–12 inclusive use
less outpatient care for RI than younger children. It also shows
that children aged 6–12 inclusive who are exposed to ETS,
consult more often for RI than non-exposed peers. Such a
relationship was not shown for children aged 0–5; this may
have been masked by their higher rates of respiratory infections
and consultations for RI, regardless of exposure to ETS. In
older children, parents possibly wait for more severe RI
symptoms to arise before consulting – and it is likely that those
symptoms have been exacerbated by ETS. Further research
is needed to verify these hypotheses. However, prevention of
ETS exposure should not be neglected even when children
get older.
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4.7. Workshop: Burden of injuries in Europe

Chairs: Dr Johan Lund*, Dr Saakje Mulder
Section on Injury prevention and safety promotion
Consumer Safety Institute, Amsterdam, the Netherlands
Organiser: EUPHA section on Injury prevention and safety promotion
*Contact details: johan.lund@fnh.no

This workshop aims at describing how various indicators give
information of various areas of the burden of injuries. A Dutch
burden of injury model determines the burden of injuries that
are comparable to other health care issues. Valid cost-
effectiveness analyses show the potential value (cost saving)
of measures to prevent injuries. European Community Health
Indicators are now developed in order to answer rather simple
questions about injuries in the EU. Mortality data from across
Europe show that the burden of injuries varies quite a lot
between eastern and western part of Europe.

Burden of injury: relevant for policymakers
Saakje Mulder

S Mulder
Consumer Safety Institute, Amsterdam, the Netherlands

Issue
Information on the burden of injuries is relevant for priority
setting: for comparisons with other health issues as well as for
comparisons within the domain of injuries. In the Netherlands
information on the burden of injuries is often used as a basis
for policy decisions.
Description
The Consumer Safety Institute (CSI) in the Netherlands was
launched in the early eighties to prevent injuries (in particular
home and leisure injuries). It has always been difficult to get
attention for injuries in competition with other health issues. A
way to get more attention (and money) for injuries in the
Netherlands turned out to be the development of the Dutch
Burden of Injury Model. This model provides information on
the consequences of injuries by calculating the direct medical
costs, costs of absenteeism and the quality. The model is also
the basis for cost-effectiveness- and cost-benefit analyses which
have been applied in the Netherlands to a series of
interventions (anterior as well as posterior).
Lessons
Information on the burden of injuries (in particular the costs
of injuries) and cost-effectiveness analyses turned out to be
extremely valuable for policy makers to base their decisions
upon. It worked for determining the priorities within the
large domain of health care issues, for determining priorities
within the domain of injuries, but it also had effect on
determining the most effective preventive measure. It
especially had effect, since during the last couple of years
cost efficiency in the health care is a pretty dominant
indicator in the Netherlands.
Conclusions
It is relevant to determine the burden of injuries by means of
methods that lead to results that are comparable to other
health care issues. Valid cost-effectiveness analyses show the
potential value (cost saving) of measures to prevent injuries.

ECHI-I: European Community Health Indicators for
Injuries
Robert Bauer

R Bauer
1(on behalf of the Working Party on Accidents & Injuries of the PHP) and
2Austrian Road Safety Board, Vienna, Austria

Issue
The concept of ECHI shall lead to comparability of health
information in all Member States. This concept is currently
being facilitated through programmes in the EU. Health
information in the area of injuries is characterized by the

specific dimension of ‘external causes of injures’ (e.g. in ICD
based statistics) and additional ‘vertical’ data systems (e.g. for
traffic and workplace accidents). Recently, the Injury Database
(IDB) is featured as an ‘all injury’ surveillance system for
the EU. IDB implementation shall be facilitated through
the EC Council Recommendation on the ‘Prevention of
injuries’. However, even with a number of relevant injury
data sources available, simple questions about injuries in the
EU cannot readily be answered and key ECHI indicators
are still missing.
Description
The shortcomings of current EU level injury information and
injury indicators will be described and compared to the
respective ECHI requirements. The concept for a comprehen-
sive set of ECHI compatible injury indicators will be discussed
with a focus on morbidity indicators, preferred data sources
and data quality.
Lessons
In the highly fragmented area of injury statistics, a conceptual
approach is needed in order to make the best use of the
available information, to define the existing gaps and to
develop ‘intelligent’ solutions for collecting the data that is still
needed in order to meet the health policy needs as defined by
the ECHI list.
Conclusions
At the moment, quite simple and frequently asked questions
about injuries – ‘How many bicycle accidents are there in the
EU?’– cannot readily be answered or at least not with sufficient
validity. The implementation of the proposed concept for
EU level injury indicators, specifically from the IDB, would
provide for an EU level injury surveillance and injury reporting
to international standards – and also substantially complete
the ECHI list.

Burden of injuries varies between eastern
and western part of Europe
Johan Lund

W Zatonski1, M Manczuk1, J Lund2

1Cancer Centre and Institute of Oncology, Warsaw, Poland and
2University of Oslo, Norway

Issue
Over the last decades, the health indicators have diverged and
there has been apparent appreciable health gap due to fatal
injuries between eastern and western part of Europe. The
divergence goes deeper within the eastern part of European
Union and is much more apparent between the Baltic States
and the other central and eastern European EU new member
states. The aim was to explain the reasons for such dramatic
gap in mortality from fatal injuries in European countries.
Description
Trends in death rates from fatal injuries in European countries
in the period 1985–2002 were analysed. Annual specific
mortality rates were derived for 5-year age groups across
the range 20–64 years. Alcohol exposure and relative risk
information was combined to derive alcohol-attributable
fractions for relevant causes if premature mortality.
Lessons
For the whole period of observation fatal injury mortality
trends are the highest in the Baltic States, out of all EU
countries. Second in rank are the remaining new EU member
states from central and eastern Europe. The lowest rates are
observed in the EU15. The course of fatal injury mortality
trends in all considered group of countries was identical in
men and women, although in women at a few fold lower level.
In Central and Eastern part of European union (CEE) alcohol
was responsible for 38% of all deaths from injuries in the male
population aged 20–64. In the Baltic States this proportion was
48% and in the EU-15 at the level of 29%. In female
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population, this proportion was 29% in CEE countries, 42% in
the Baltic States and 19% in EU15.
Conclusions
The unusual leaps of the sudden deaths due to injuries in the
time of peace in eastern Europe is without precedence in

modern history. The phenomenon concerns mostly the
weakest, the lowest educated, those with no profession and
the lonely people. Proximate cause leading to a very high level
of injuries is alcohol.

4.8. Socio-Economic Inequalities 1

Interrelations among multiple dimensions of
socioeconomic position and health
Eero Lahelma

E Lahelma1*, M Laaksonen1, P Martikainen2, O Rahkonen1

1Department of Public Health, University of Helsinki and
2Department of Sociology, University of Helsinki, Finland
*Contact details: eero.lahelma@helsinki.fi

Background
Socioeconomic position is a multidimensional construct but
studies often overlook the complex socioeconomic pathways
through which health inequalities are produced. Different
indicators of socioeconomic position are unlikely to be inter-
changeable but each indicator reflects both common impacts
of a general hierarchical ranking in society as well as particular
impacts specific to the indicator. Our aim was to examine
interrelations among seven indicators of socioeconomic
position in the production of inequalities in four health
related outcomes.
Methods
Analyses used data from the Helsinki Health Study collected in
2000, 2001 and 2002. Employees of the City of Helsinki, aged
40–60 years, received a mailed questionnaire (response rate
67%, n= 8960, 80% women). Socioeconomic position was
measured by parental education, childhood economic diffi-
culties, own education, occupational social class, household
income, home ownership and adulthood economic difficulties.
Outcomes included self-rated health as below good, common
mental disorders (GHQ-12 score 3–12), current smoking and
obesity (BMI 30+). Odds ratios from logistic regression
analysis were calculated, adjusting for age and gradually for
all socioeconomic indicators.
Results
Adjusting for age only, each socioeconomic indicator was
associated with self-rated health, smoking and obesity, but
common mental disorders were only associated with child-
hood and adulthood economic difficulties. Adjusting gradually
for all socioeconomic indicators led to weaker or non-existent
associations, but childhood and adulthood economic difficul-
ties remained associated with all other outcomes except
smoking. After full adjustment the association of parental
education with self-rated health, smoking and obesity
disappeared or reversed and income lost its associations with
all outcomes. Own education and occupational class remained
associated with self-rated health and smoking even after full
adjustment.
Conclusions
There were inequalities across all studied seven socioeconomic
indicators for self-rated health, smoking and obesity, whereas
for common mental disorders there were inequalities by
economic difficulties only. The results also suggest socio-
economic pathways as the associations of parental education
with health related outcomes were likely to be mediated
through own education. The associations of income with the
outcomes were, in turn, explained by own education and
occupational class. In conclusion analyses of the predictive
power of socioeconomic indicators on health related outcomes
run the risk of being fruitless, if interrelations and pathways
among the various socioeconomic dimensions are neglected. A
deeper understanding of the socioeconomic production of
health helps focus measures aiming at narrowing the existing
large health inequalities.

Glasgow’s health in an urban European context:
comparisons across six countries accounting for
socioeconomic circumstances
Linsay Gray

LA Gray1*, J Merlo2, H Ohlsson2, E Regidor3, D O’Reilly4, J Tafforeau5,
AH Leyland1

1Medical Research Council Social and Public Health Sciences Unit, Glasgow,
UK
2Social Epidemiology and Health Economics, Malmö University Hospital,
Lund University, Malmö, Sweden
3Department of Preventive Medicine and Public Health, Universidad
Complutense de Madrid, Madrid, Spain
4Department of Epidemiology & Public Health, Queen’s University Belfast;
and
5Scientific Institute of Public Health, Brussels, Belgium
*Contact details: l.gray@sphsu.mrc.ac.uk

Background
Relative to Western Europe, Glasgow has high morbidity and
mortality. The aim of this study is to investigate whether
differences in health measures between adults in Glasgow and
those in selected urban areas elsewhere in Europe can be
explained by socioeconomic factors. Data from the Scottish
Health Survey (SHS) 2003 [Greater Glasgow (n= 1267)];
Health Survey for England (HSE) 2002/2003/2004 [Greater
Manchester (1587), Tyne&Wear (1072), Merseyside (1512)];
Northern Ireland Health and Wellbeing Survey (NIHWS)
2001/2005 [Eastern (4260)]; Health Survey for Scania (HSS)
[Malmö (4053), Helsingborg (2565), Lund (4533)] 2004;
Spanish Health National Survey (SHNS) 2001 [Madrid (1998),
Barcelona (1538), Valencia (871), Seville (495) and Malaga
(329)]; and Health Interview Survey Belgium (HISB) 2001/
2004 [Brussels (6959), Antwerp (2586), East Flanders (1914),
Hainaut (3425), Liège (2551), West Flanders (1530), Namur
(1036)] were available.
Methods
Data on age; sex; geographical area; socioeconomic factors:
educational qualifications (none, below degree level, degree
level and above) and social class (professional and managerial,
intermediate and skilled, unskilled) were available from all
surveys. Self-reported general health (SHS, HSE, NIHWS,
SHNS, HISB), longstanding illness (SHS, HSE, NIHWS,
HISB), cardiovascular disease (CVD); (SHS, HSE) and
General Health Questionnaire (GHQ12) – a measure of
mental distress and psychological ill health, with high scores
indicative of psychiatric morbidity – (SHS, HSE, NIHWS,
HISB), were available from the surveys indicated. Logistic
regression analyses compared health measures in Greater
Glasgow to those in other regions stratified by sex, unadjusted
and adjusted for age and socioeconomic factors.
Results
Compared with Glasgow, lower prevalence of poor self-
assessed general health among men in Eastern Northern
Ireland [odds ratio = 0.29;95% confidence interval:0.18–0.47],
Madrid (0.30;0.18–0.49), Barcelona (0.31;0.18–0.52), Valencia
(0.30;0.17–0.55), Seville (0.33;0.16–0.65), Brussels (0.30;0.19–
0.50), Antwerp (0.12;0.07–0.21), East Flanders (0.13;0.06–
0.26), Hainaut (0.34;0.21–0.56), Liège (0.26;0.15–0.47), West
Flanders (0.18;0.09–0.37) and Namur (0.33;0.16–0.69) were
not explained by age or socioeconomic factors. Poor general
health in Merseyside (0.45;0.24–0.85), Eastern Northern
Ireland (0.46;0.31–0.69), Antwerp (0.21;0.12–0.36), East
Flanders (0.44;0.25–0.80), West Flanders (0.33;0.18–0.59) and
Namur (0.37;0.18–0.78) remained lower than in Glasgow
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for women. Results were also significantly lower than in
Glasgow for long-standing illness in Eastern Northern Ireland
(women), Belgian areas (except men in Liège); CVD in English
areas; and high GHQ12 score in Manchester (women) and
Belgian areas (except Brussels and Liège). Lower rates of
longstanding illness in Liège among men and self-assessed
health in Brussels, Hainaut and Liège among women were
attenuated by socioeconomic circumstances. All other results
were non-significant.
Conclusions
Health outcomes were worse in Glasgow relative to other
selected urban areas in Europe in many of these comparisons.
In most cases disparities could not be explained by Glasgow’s
disadvantaged socioeconomic circumstances, supporting the
existence of a ‘Glasgow effect’ of poor health, over and above
then expected given in the economic profile of the area.
With the Greater Glasgow area comprising a substantial
proportion – more than one sixth – of the Scottish population,
this may be accounting for a large part of the ‘Scottish effect’
of poor health at the national level. However, results for
some measures varied by sex and health circumstances
in Greater Glasgow were not universally unfavourable.
Differences in urban/rural compositions of the selected areas
may be a factor but are unlikely to explain all of the observed
differences.

The contribution of physical and psychosocial
working conditions on socioeconomic inequalities
in health
Risto Kaikkonen

R Kaikkonen1,2*, O Rahkonen2, T Lallukka2, E Lahelma2
1Department of Health and Functional Capacity, National Public Health
Institute, Helsinki, Finland and
2Department of Public Health, University of Helsinki, Finland
*Contact details: risto.kaikkonen@ktl.fi

Background
Clear socioeconomic gradients in health, morbidity and
mortality have been found in numerous of studies, implying
that low socioeconomic position (SEP) is associated with
higher poorer health, higher morbidity and mortality. SEP is
also associated with working conditions. This study combines
research on socioeconomic inequalities and work. The aim was
to examine whether the occupational social class gradient in
self-rated health can be accounted for by physical and
psychosocial working conditions among employed women
and men. This study has a topical scientific significance for
health inequalities research tradition and practical implications
for promoting health among employees.
Methods
Cross-sectional survey data were collected in 2000, 2001 and
2002. Participants were municipal employees of the City of
Helsinki, the largest employer in Finland, aged 40–60 years
(n = 8960, 80% women, response rate 67%). We used age-
adjusted prevalence percentages and logistic regression analy-
sis. Occupational social class was measured by occupation
grouped in six classes and the main outcome measure was self-
rated health (SRH). Three physical and seven psychosocial
working conditions were included as explanatory factors for
the occupational class gradient in SRH.
Results
There was a clear occupational social class gradient in self-
rated health: less than good self-rated health, which was much
more prevalent in the lowest class as compared with the
highest class, both among women (OR 2.50 95%CI 1.87–3.35)
and men (OR 2.37 95%CI 1.66–3.37). Heavy physical work-
load explained 45% of women’s and 30% of men’s and
exposure to harmful chemicals and different work environ-
ment related exposures 23% of women’s and 55% of men’s
occupational class gradient in self-rated health. However,
physical working conditions showed bidirectional effects: when

computer aided work was taken into account, the gradient
widened by 37% for women and by 45% for men. Psychosocial
working conditions had only minor and also bidirectional
effects: Karasek’s job demands somewhat increased, whereas
job control somewhat attenuated the gradient. When simulta-
neously adjusting for all three physical and seven psychosocial
working conditions, inequalities in women’s self-rated health
decreased by 16% and men’s by 49%.
Conclusions
Working conditions, especially physical working conditions,
explain a substantial part of socioeconomic inequalities in
self-rated health. The bidirectional effects of working condi-
tions on the gradient are also a notable finding. This study
shows that physical working conditions in particular should be
taken into account in health inequality research as well as in
health promotion since they are likely to explain health
inequalities markedly more than psychosocial working
conditions.

Income and mortality: evidence on association,
form and redistribution in Sweden
Maria K Stjärne

MK Stjärne1*, J Fritzell1,2
1CHESS, Stockholm University/Karolinska Insitutet and
2Institute for Futures Studies, Stockholm, Sweden
*Contact details: maria.k.stjarne@chess.su.se

Background
The relation between income and longevity has been a much
discussed issue in public health. We focus here on how the
income and mortality relation differs comparing income
before and after welfare state redistribution in an advanced
welfare state like Sweden. We especially study the extent of
non-linearity in this relation and how this degree of linearity/
non-linearity changes by redistribution. Since a curvilinear
relation has important public health implications, more
knowledge about the form of the association is crucial.
Methods
Data originates from different official administrative register
covering all women and men aged 25–64 residing in Sweden in
1990 (n= 4 591 780), with a 12-year follow up period (status
alive/dead – all cause mortality). Pre-tax and transfer (market)
income as well as after-tax and transfers (disposable) income is
calculated, equivalized by the square root of the number of
persons within the household. The relations between income
and mortality is stratified by sex and adjusted for age.
Results
The distribution of income is strongly compressed by welfare
state redistribution (taxes and transfers). We find a clear
association between income and the risk of dying. For men the
lowest disposable income category, defined by decile values,
has an age-adjusted odds ratio of 3.09 (95%CI: 3.02–3.17)
compared to the highest income group. The results for women
are similar but somewhat smaller in magnitude OR 2.44
(95%CI: 2.37–2.51). The income-mortality association is
steeper when income is measured pre-tax and transfer,
mainly because of a particularly steep slope at the bottom of
the income distribution.
Conclusions
Our results confirm a curvilinear relation between income
and mortality. That the relation is curvilinear; is of utmost
importance for public policy since it implies that health gains
can be received from income redistribution. To further test
health gains from welfare state redistribution, we compare
how the shape of the association differ comparing mortality
risks across the income distribution before and after taxes
and transfers. Our results suggest an impact of welfare state
redistribution in the sense that inequality in mortality risks
between income groups is lower after redistribution. In order
to further analyse the impact of redistribution on mortality,
cross-national studies are needed.
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Health, economy and social capital in Nordic
children and their families. A comparison between
1984 and 1996
Leeni Berntsson

LT Berntsson1,2*, L Köhler2, JC Vuille3
1Göteborg University, Institute of Health and Care Sciences, Göteborg,
Sweden
2The Nordic School of Public Health, Göteborg, Sweden and
3Vuille JC. Formely Department of Public Health, City of Bern, Switzerland
*Contact details: berntsson@pviat.utfors.se

Background
Recent studies from different countries show that psychosocial
health problems in children have increased in the industria-
lized countries. The aim of the study was to analyse the
development in the health of children that occurred in the five
Nordic countries between 1984 and 1996 and relate it to the
changes in economic growth and social capital in these
countries during the same period. There is need to explain
which factors are associated with the increase of children’s
health problems to design successful strategies of prevention.
Methods
Two cross-sectional studies covered a representative sample
of children, aged 2–17 years in each country, a total of 10 219
in 1984 and 10 317 in 1996. The data were collected by mailed
questionnaires. Statistical associations between a health indi-
cator (the absence of psychosomatic complaints), economic
indicators (social class, housing and disposable income) and
social capital indicators (parents’ and children’s organized
group activities, parents playing with their children and the
absence of bullying) within samples and between correspond-
ing values in different samples across subgroups (defined by
country and area of residence) were evaluated using multiple
linear regression.
Results
In both surveys, there was a statistically highly significant
association between the health indicator and the social capital
indicators (P< 0.001), whereas the economy indicators were
not related to either of the other two types of measure. Change
in health was associated positively with change in social capital
(P< 0.025) and negatively with change in economy (P< 0.005).
Conclusions
The study provides strong support for the concept of social
capital as an important determinant of children’s health. During
the period since the second survey in 1996, many observations
suggest a progressive loss in this respect with an increasingly
harsh social climate, such as increased violence and more
bullying. Health policy strategies should aim at making
participation in collaborative activities attractive to children
and their families. These programmes may produce positive
effects even in areas and periods with economic constraints.

Socio-economic differences in the use of fresh
vegetables in nine European countries
Ritva Prättälä

S Hakala1*, E Roos2, U Helmert3, J Klumbiene4, H van Oyen5,
E Regidor6, A Kunst7

1National Public Health Institute, Helsinki, Finland,
2Folkhälsan Research Center, Helsinki, Finland,
3Centre for Social Policy Research, University of Bremen, Germany,
4Kaunas University of Medicine, Lithuania,
5Scientific Institute of Public Health, Brussels, Belgium,
6Department of Preventive Medicine and Public Health, Universidad
Complutense de Madrid, Spain and
7Department of Public Health, Erasmus MC, Rotterdam, The Netherlands
*Contact details: ritva.prattala@ktl.fi

Background
The study will compare socioeconomic differences in the use of
fresh vegetables in countries representing Northern, Eastern,
Western and Southern Europe. The differences are assumed to
be larger in countries where vegetables are poorly available.
The specific questions are:
1. Are socioeconomic differences in the use of fresh vegetables
similar in all the studied countries?
2. Do countries showing a high general level of vegetable
availability demonstrate less consistent socioeconomic
differences?
Methods
The data originated from nine national surveys indentified
from the harmonized data base of the EUROTHINE-project.
Vegetable consumption was measured as the frequency of use
of fresh vegetables. The indenpendent variables were sex, age,
place of residence, occupational status and educational level.
Surveys conducted in Denmark, Estonia, Finland, Germany,
Italy, Latvia, Lithuania, Slovakia and Spain in 1998 or later
included all the relevant variables. The countries were classified
into groups with low (DK, ES, FI, GE, LT, LI, SLO) and high
(IT, SPA) availability of vegetables on the basis of FAO Food
Balance Sheets.
Results
In Slovakia vegetable consumption did not vary by socio-
economic status. Educational level had a significant effect on
the daily use of fresh vegetables in the Nordic and Baltic
countries. In Germany the effect of education was attenuated
when occupational status was taken into account. The effect of
occupational status was weak and unsystematic. In Nordic and
Baltic countries, people living in cities used fresh vegetables
more often whereas in Germany no urban-rural variation was
observed.
In Spain and Italy the effect of educational level was weak. The
effect was different for men and women and was attenuated
when place of presidence and occupational status were taken
into account.
Conclusions
The pattern of socioeconomic variation in the daily use of fresh
vegetables was not similar in the studied countries. The
Mediterranean countries Italy and Spain differed from the
others. Educational level and place of residence did not
influence on the use of vegetables and the occupational
variation was not similar to that observed elsewhere. Socio-
economic differences were more systematic in the Northern,
Central and Eastern Europe than in the Mediterranean
countries where the availability of vegetables is high.

4.9. Workshop: EUnetHTA—European network
for HTA

Chair: Marjukka Mäkelä*
Organiser: STAKES/Finohta
*Contact details: ulla.saalasti-koskinen@stakes.fi

The field of HTA (Health Technology Assessment) has
become increasingly important as an aid to evidence-based
decision making and policy-making. The organization of
health technology assessment and the settings in which
HTA agencies operate vary considerably across countries.

There are also significant differences in the practical
application of HTA. HTA is usually defined as a multi-
disciplinary field of research, but the extent of analysis varies.
Whereas in some countries HTA merely studies the clinical
effectiveness, safety and cost-effectiveness of technologies,
agencies in other countries apply a broader perspective
and consider also other issues, such as ethics or social impact
of technology. In 2006, a three year project ‘EUnetHTA’

86 European Journal of Public Health, Vol. 17, Supplement 2, 2007

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article/17/suppl_2/7/594785 by guest on 20 M

arch 2024



was started with an aim to establish an effective and
sustainable European network for HTA that informs policy
decisions. The two strands of EUnetHTA activities are
development of an organizational framework and practical
tools to fit into the framework. Almost all EU countries
participate in EUnetHTA. The objective of EUnetHTA is
firstly to reduce overlap and duplication of efforts and
hence to promote a more effective and efficient use of
resources. Secondly, to increase the HTA output and input to
decision-making in the member states and hence increase
the impact of HTA. Thirdly, the objective is to strengthen the
link between HTA and healthcare policy making in the EU
member states. The EUnetHTA project consists of eight
separately managed work packages (WPs): Co-ordination,
Communications, Evaluation, Common Core of HTA (WP4),
Applying common core information and adapting existing
HTAs into local/national settings, Transferability of HTA
into health policy (WP6), Monitoring emerging/new
technology development and prioritization of HTA, System
for support of countries without institutionalized HTA
(WP8). In this workshop three WPs are presented and
discussed.

Common core of HTA
Kristian Lampe

K Lampe, H Anttila, I Autti-Rämö, P Kärki, M Mäkelä,
P Reiman-Möttönen, P Räsänen, U Saalasti-Koskinen
Finohta - Finnish Office for Health Technology Assessment

The EUnetHTA Core Model for health technology assessment
is an attempt to define and standardize elements of a health
technology assessment. The model tackles particularly the
following two problems of HTA reports: variations in the
contents and lack of a refined (detailed and standardized)
structure.
First, the model facilitates a shared understanding of what
belongs to HTA. In other words, it suggests what kinds of
information one could find in an HTA report – and perhaps
should find in an ideal comprehensive assessment. As a
consequence, it can contribute to reducing the differences in
content across local (national, regional, etc.) reports. This
process, however, should not be understood as an attempt to
completely standardize HTAs. There may be reasons for
differences in the contents of local assessments. The aim of
EUnetHTA is to provide the HTA community with a model
that makes it easier for researchers to take into account
important aspects of assessment.
Second, the model enables future automated and international
use of HTAs through a shared and more detailed structure.
The model can also be used for educational purposes
within HTA.
The current first version employs the following nine
domains:
1. Current use of the technology (implementation level)
2. Description and technical characteristics of technology
3. Safety
4. Effectiveness
5. Costs, economic evaluation
6. Ethical aspects
7. Organizational aspects

8. Social aspects
9. Legal aspects
Based on the core model, two core HTAs are conducted: one
on drug eluting stents and the other on multi-slice CT. These
will put the models into practical test. The first EUnetHTA
Core Model for HTA will be made public on June 2007 and the
final version will be ready in 2008.

Transferability of HTA into health policy
Camilla Palmhoj Nielsen

C Palmhoj Nielsen
DACEHTA - Danish Centre for Evaluation and Health Technology
Assessment

The role of WP6 is to show connections between HTA and
health policy making and to establish contact, communication
and co-ordination with relevant stakeholders. Objectives are to
get a systematic overview of the relations between HTA and
health policy making and to improve responsiveness of HTA to
the demands of the HTA consumers. Objectives are also to
show concrete use of HTA in policy making and to position
HTA in relation to other relevant sources of input to health
policy making and to regulatory processes and to support
improved responsiveness by building a sustained open forum
with HTA stakeholders.
A comprehensive review of the contribution of HTA in
selected member states will be carried out. It provides an
analytical overview of the HTA impact on governance,
effectiveness and responsiveness of health care system. Also,
a review of the demands to HTA organizations from health
care policy makers will be included in the HTA book to be
published. The EUnetHTA Stakeholder Forum will be
delivered in the summer 2007 and the book will be published
in 2008.

System for support of countries without
institutionalized HTA
Montse Moharra

M Moharra
CAHTA - Catalan Agency for Health Technology Assessment and Research

The work package eight defines the recommendable mini-
mum components related to the scope, structure and the
work process and visibility of a unit, agency or programme
of HTA. It also develops tools for information support
addressed to groups/organizations, institutions or healthcare
systems in the process of entering or in the first stages of
evolving to a HTA unit, agency or program. A survey on
HTA organizations was carried out in the end of 2006.
It aimed at defining the recommendable minimum compo-
nents related to the scope, structure and the work process
and visibility of a unit, agency or programme of HTA.
A survey on information needs will be carried out in 2007.
It aims at finding out the pros and cons of the most relevant
information sources for HTA. In 2007, a handbook on HTA
organizations will be delivered.

4.10. Work and Health

Occupational position, working conditions,
work-related health attitudes and mortality
patterns in older age. An 18 year follow-up
study in Kraków, Poland
Beata Tobiasz-Adamczyk

E Bartoszewska, B Tobiasz-Adamczyk*, P Brzyski, M Kopacz

Department of Medical Sociology, Chair of Epidemiology and
Preventive Medicine and Jagiellonian University Medical College,
Cracow, Poland
*Contact details: mytobias@cyf-kr.edu.pl

Background
There have been few empirical attempts to explore the
relationship between working conditions during one’s
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productive period of life (during active employment) and
mortality patterns in older age. Geriatric studies show the
difficulties faced in explaining possible pathways by which
long-term consequences of occupational activity influence the
risk of death during one’s inactive period of life.
The aim of this study was to use occupational position and
working conditions to determine health-related attitudes and
health characteristics as independent predictors of mortality
risk in older age.
Methods
A base-line study was performed over 1986/87 in a randomized
sample of 2605 individuals (34.6% males and 65.7% females),
aged 65 years and over, resident in the Kraków city centre. Face
to face interviews covered questions concentrated on demo-
graphic and social characteristics, occupational history,
chronic health conditions, self-rated health and health-related
attitudes and behaviours. Working conditions were analysed
based on level of education, occupational position, branch of
employment, exposure to occupational hazards and early
retirement because of health status. The vital status of all
individuals under study was ascertained by monitoring city
vital records. Statistical analysis was performed using Cox
proportional hazard model.
Results
Compared to specialists, a higher risk of mortality was noted in
men employed as industrial workers and craftsmen (HR = 1.47,
95%CI = (1.19;1.81)) as well as manual labourers doing simple
work (HR = 1.33, 95%CI = (1.01; 1.73)).
Industrial workers and craftsmen entitled to early retirement
or a disability pension had the highest risk of mortality
(HR = 1.80, 95%CI = (1.35; 2.40)).
Occupational history significantly affected the risk of mortality
across occupational groups. With respect to industrial workers
and craftsmen (HR = 1.68, 95%CI = (1.28; 2.22)) as well as
manual labourers doing simple work (HR = 1.47,
95%CI = (1.04; 2.08)), attributing small to moderate meaning
to their occupational history increased the risk of mortality.
Conclusions
1 Occupational history and entitlement to early retirement
or disability pension were found to be independent predictors
of mortality.
2 Health and work-related attitudes as well as health-related
behaviours connected to one’s occupational position yielded
the most significant differences in risk of mortality among
industrial workers and craftsmen, the most at-risk occupa-
tional group.

Prevention of biological accidents in Italian health
care workers: educational programmes and accidents
reduction
Laura Regattin

S Brusaferro*, B Cerno, L Calligaris, F Gubian, C Londero, L Regattin
Chair of Hygiene, Department of Experimental and Clinical Pathology and
Medicine, University of Udine, Italy
*Contact details: s.brusaferro@med.uniud.it

Background
Biological accidents in Health Care Workers (HCWs) are a
problem for Health care organizations and their cost varies
between $3.8 and $51 per case, excluding long-term treatments
for possible infectious diseases and human costs in terms of
anxiety, stress and personal anguish.This study analyses
prospectively how HCWs specific training programmes
influence reduction of biological accidents in an Italian
University Hospital.
Methods
A University Hospital with 350 beds, 13.000 inpatients per
year and over 700 HCWs employed (doctors, nurses,
ancillary workers, technicians) was the setting. All biological
accidents occurred and reported between 1 January, 1998
and 31 December, 2006 were studied. In 1998 hospital
administration introduced a systematic and standardized

training for employed HCWs to control biological risks.
All aprticipating HCWs were recorded. Since 1998 there
have not been differences in hospital layout, nor remarkable
changes in hospital organization. We calculated both
cumulative and density incidence for accidents in each of
the nine studied years. We assumed as statistically signi-
ficant a P value < 0.05.
Results
Annual global incidence of biological accidents changed
from 77 (1998) to 32 (2006) per million worked hours
(P< 0.05). Among different professional categories, only
nurses reached a statistically significant reduction from 50
(1998) to 11 (2006) accidents per million worked hours
(P< 0.05). Looking at site and at the activity involved we
found respectively, a statistically significant reduction in
hands (from 61 in 1998 to 18 in 2006 accidents per million
worked hours P< 0.01) and syringes disposal (from 36 in
1998 to 9 in 2006 P< 0.001).
HCWs participating to educational programmes increased
from 26 % (1998) to 64.4 % (2006). Relative risk of accidents
in trained vs non-trained HCWs was in 1998 0.8 C.I. 95%
0.5 – 1.31 and in 2006 0.06 C.I. 95% 0.02 – 0.18.
Conclusions
Our data show that continuous educational efforts addressed
to HCWs lead to a sensitive accident reduction. At the same
time a more detailed analysis showed that this programme was
effective only for nurses and for few specific activities. These
results could suggest that different strategies for different types
of risk and different professions are needed in order to better
control HCWs biological accidents.

‘A hard day’s night?’ The effects of compressed work
week interventions on the health and work-life
balance of shift workers: a systematic review
Clare Bambra

C Bambra1*, M Petticrew2, M Whitehead3, A Sowden4, J Akers4
1Centre for Public Policy and Health, Durham University
2MRC Social and Public Health Sciences Unit, Glasgow
3Division of Public Health, University of Liverpool and
4Centre for Reviews and Dissemination, University of York. UK
*Contact details: clare.bambra@durham.ac.uk

Background
The workplace is increasingly being recognized by policy-
makers as an important intervention point at which health can
be improved and health inequalities reduced. There is a
largely-untapped literature which describes the (often nega-
tive) effects of shift work on health and well-being. Shift work
may therefore be an important, but largely overlooked
determinant of health and well-being for many workers.
Changes to the organization of shift work therefore have the
potential to reduce negative health effects and perhaps also
impact upon social inequalities. A popular organizational level
intervention is the Compressed Work Week, an alternative
work schedule in which the hours worked per day are
increased whilst the days worked are decreased.
Methods
Systematic review. Following QUORUM guidelines we
searched 27 electronic databases (medical, social science and
economic), websites and bibliographies for published or
unpublished experimental and quasi-experimental studies in
any language that evaluated the effects of Compressed Work
Week interventions on the health and work-life balance of shift
workers. We also sought to identify any differential impacts by
socioeconomic status.
Results
Fourty studies were found. Compressed Work Week inter-
ventions did not always improve the health of shift workers,
but they were seldom detrimental. However, the interventions
generally improved work-life balance. There were few effects
on organizational outcomes. No studies reported on the effects
of the interventions on socioeconomic inequalities in health.
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Conclusions
This systematic review suggests that the Compressed Work
Week considerably improves the work-life balance of shift
workers and it appears to do so with little or no adverse effects
on health or organizational outcomes. This should be taken
into consideration by those policymakers and practitioners
charged with creating healthier workplaces. However, further
research is needed into the effects of such interventions on
socioeconomic inequalities in health.

Can individual health differences be explained by
workplace characteristics? – a multilevel analysis
Staffan Marklund

S Marklund1*, M Bolin2, J Von Essen3

1Section of Personal Injury Prevention, Department of Clinical Neuroscience,
Karolinska Institutet, Sweden
2Department of Sociology, University of Umeå, Sweden
3Section of Psychology, Department of Clinical Neuroscience, Karolinska
Institutet, Sweden
*Contact details: staffan.marklund@ki.se

Background
Research on work-related health has mainly focused on
individual factors. The present study expands the focus by
exploring the role of organizational characteristics of work-
places for different individual health outcomes. The aim of
the study was to look at differences in relative effect of
organizational variations on five health outcomes and to
explain those differences in health outcomes by organizational
factors.
Methods
The sample included 90 workplaces in Sweden and about 4300
individuals employed within these workplaces. Measurement
of the workplace factors was carried out independently of the
measurement of the individual’s working conditions and
health. Workplace data were collected by interviews with local
managers at participating workplaces and individual data was
obtained by means of a survey answered by the employees.
The analyses were carried out through multi-level analyses.
Age and gender were used as confounders. Mental job strain
and physical job strain of the individuals were used as
competing hypotheses.
Results
The results showed that a significant proportion of the
variance in sickness absence, work ability, general health and
musculoskeletal disorders was attributed to the workplace.
The variance in mental health was not related to workplace
characteristics. Of eight specific organizational factors that
were tested, customer adaptation, lean production and
performance control could explain some of this workplace
variance in the four aspects of health. The results also showed
that the organizational effect remained significant only for one
health outcome when controlled for the individual confoun-
ders age and gender. High sickness absence is associated with
high level of customer adaptation at the workplace. This
association was also controlled for individual differences in
mental and physical job strain as two of the most common
alternative work related explanations to individual health
differences. The results showed that the effect of workplace
variables was not changed.

Conclusions
Different health outcomes are in different ways related to
different workplace characteristics. The only tested health
outcome that had a relationship to a specific workplace
variable is sickness absence.

Working ability and retirement intentions in physical
illnesses – the role of work characteristics.
Anna-Mari Aalto

AM Aalto1*, M Elovainio1, T Honkonen2, K Ahola2
1STAKES, Helsinki, Finland
2Finnish Institute of Occupational Health, Helsinki, Finland
*Contact details: anna-mari.aalto@stakes.fi

Background
Supporting working ability and employment of those with
chronic illnesses is an important goal of health and employ-
ment policy. The aim of this study is to examine how work
characteristics are related to working ability, work exhaustion
and retirement intentions and do these relationships differ
among those with and without physical illnesses.
Methods
The general population sample (n= 3875) was derived from
the ‘Health 2000’ and as comprised persons aged 30–64 years
who had been working during the past 12 months before the
survey. The data was collected by survey interview and ques-
tionnaires. Information on chronic illnesses actively treated
during the past 12 months (30% of the sample with at least
one physical illness) was gathered in the home interview.
The dependent variables were workability (4 item scale) and
work exhaustion (5 items). Independent variables were job
characteristics which were measured by three variables based
on job strain model: job control, job demands and social
support. Control variables were sociodemographics and self-
assessed health status.
Results
Persons with physical illnesses reported higher work exhaus-
tion and more often intentions to retire early and among men
also poorer working ability. Retirement intentions and poor
working ability among men were mediated by poor health
status. Regarding other control variables, poor working ability
was also related to older age, lower education and depression.
Strong work exhaustion was related to poor health status,
depression and among women also to older age and lower
education. Retirement intentions were more common among
older persons, men with lower education and depressed
women. Controlling for sociodemographic and health factors,
low job control, high job demands and low social support at
work were related to poor workability and high work
exhaustion. In addition, high demands were related with
intentions for early retirement. Among men significant inter-
action effects between presence of physical illness and job
characteristic emerged: the associations of low job control and
high demand with poor workability and work exhaustion were
stronger among men with physical illness.
Conclusions
Work characteristics are important correlates of working
ability and retirement intentions. Men with chronic illnesses
may be particularly a vulnerable group for poor working
conditions.

4.11. Workshop: Health impact assessment in new
member states and accession countries

Chairs: Gabriel Gulis*, Roza Adany
Organiser: The ‘Health impact assessment in new member states and
accession countries – HIA-NMAC research group
*Contact details: ggulis@health.sdu.dk

The EU, DG SANCO public health action plan
funding scheme under contract number 2 004 128, funds the
HIA-NMAC project. The project runs since August 1, 2005 till
December 31, 2007. The co-ordinator is the University of
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Southern Denmark, Unit of health promotion research and
project partners are from Malta, Turkey, Bulgaria, Slovenia,
Hungary, Slovak Republic, Poland, Lithuania, Italy and the
WHO EURO (Rome office). The aims of the project are to
strengthen capacity for HIA in partner countries, conduct case
study HIAs on different policies, deal with inclusion of socio-
economic determinants into HIA and develop recommenda-
tions for local level implementation of HIA in partner countries.
A series of capacity building workshops were first conducted in
partner countries addressing both public health and non-
public health decision makers. Training documents have been
developed and under translation process to national languages.
Launch of national HIA web sites is the last element of this part
of the project.
Case study HIAs were conducted on wine, dietary fiber,
tourism and recreational water and vulnerable population
policies in partner states.
Local level implementation work package focused on analysis
of barrier and opportunities linked to implementation of HIA
on local level in partner countries.
The inclusion of socioeconomic determinants into HIA work
package summarized available indicators and pilot tested their
use in risk appraisal with a selected HIA case study of the project.
The workshop will bring results of different elements of the
project producing a significant experience for further imple-
mentation of HIA in new member states and acceding
countries of EU.

Health impact assessment in new member
states and accession countries
Gabriel Gulis

G Gulis1, P Gry1, N Aksakal2, D Evci3, I Zurlyte4, J Kobza5, H Mileva6,
J Korcova7, R Adany8, B Adam8, M Martuzzi9, P Otorepec10,
F Bianchi11, C Baluci12
1University of Southern Denmark, Esbjerg, Denmark
2Gazi University, Ankara, Turkey
3Adnan Menderes University, Aydin, Turkey
4State Environmental Health Centre, Vilnius, Lithuania
5Medical University of Silesia, Katowice, Poland
6Ministry of Health, Sofia, Bulgaria
7Trnava University, Trnava, Slovak Republic
8University of Debrecen, Debrecen, Hungary
9WHO EURO, Rome office, Rome, Italy
10National Institue of Public Health, Ljubljana, Slovenia
11CNR Pisa, Pisa, Italy
12Ministry of Health, La Valetta, Malta

The presentation is going to describe the content of different
work packages of the project and discuss them linked to the
overall aim of the project. The following issues have been
addressed by the project
- case studies on HIA of wine policies, dietary fiber policies,
tourism and recerational water policies and vulnerable
population policies.
- capacity building
- socioeconomic determinants in HIA- local level implementa-
tion of HIA. The main findings of the project will be presented.

Capacity building
Gabriel Gulis

G Gulis1, P Gry1, N Aksakal2, D Evci3, I Zurlyte4, J Kobza5, H Mileva6,
J Korcova7, R Adany8, B Adam8, M Martuzzi9
1University of Southern Denmark, Esbjerg, Denmark
2Gazi University, Ankara, Turkey
3Adnan Menderes University, Aydin, Turkey
4State Environmental Health Centre, Vilnius, Lithuania
5Medical University of Silesia, Katowice, Poland
6Ministry of Health, Sofia, Bulgaria
7Trnava University, Trnava, Slovak Republic
8University of Debrecen, Debrecen, Hungary
9WHO EURO, Rome office, Rome, Italy

Human resources area key factor while implementing HIA on
any level in any country. Workshops were conducted in
partner countries bringing together about 350 participants
form public and non-public health sector and form different
levels of decision making. In spite of standard in class

teaching method, use of Internet based online distance
learning method has been tested successful. Participant
evaluation were collected before, after and 6 months after
the workshops to get insight into use of knowledge after the
workshop. The results of this evaluation will be discussed in
this presentation.

Dietary fiber policy HIA
Peter Gry

P Gry1, G Gulis1, E Grochowska-Niedworok2, P Otorepec3, J Korcova4,
M Martuzzi5
1University of Southern Denmark, Esbjerg, Denmark
2Medical University of Silesia, Katowice, Poland
3National Institute of Public Health, Ljubljana, Slovenia
4Trnava University, Trnava, Slovakia
5WHO EURO, Rome office, Rome, Italy

This presentation describes the process using the dietary fiber
policy case study. As the first step, we discussed whether a
focus on production policies or policies enhancing consump-
tion should be used. Second, we aimed to identify the single
policy document, which should be the subject of HIA.
However, in special case of dietary fiber a step ‘zero’ should
be included to define where, from which ‘raw’ product the
dietary fiber comes from. The HIA methodology has been
used including focus group interviews and individual inter-
views with experts from field of agriculture, diet and health
promotion. The international project group allowed for
testing of this approach from angle of, a production policy
(Denmark), processing (Slovenia) and health promotion
programme (Poland). As one of the product, a model has
been developed to address levels between agriculture policy
and health outcome, target population and production chain.
This model contributes to identification of the most important
polices influencing dietary fiber production and consumption,
target levels and populations for health promotion and public
health interventions.

Roma policy HIA
Roza Adany

R Adany1, B Adam1, H Mileva2, J Korcova3
1University of Debrecen, Debrecen, Hungary
2Ministry of health, Sofia, Bulgaria
3Trnava University, Trnava, Slovak Republic

This presentation describes the case study of the Roma
population. A pre-screening tool was developed and used to
find which policy area was most affected. Housing policy
scored highest points and underwent a detailed screening in
Hungary. In Bulgaria the experts (politicians and executive
officers) who participated in the selection of the appropriate
policy, having knowledge of the legislation and governmental
policies, were invited from different state structures. The policy
of protection against discrimination and Roma integration was
assessed with high importance for doing an HIA. The
presentation will briefly illustrate methodological and con-
textual issues related to conduct of HIA on vulnerable
population policies in participating countries.

Local level implementation in Poland
Joanna Kobza

F Bianchi1, J Kobza2, G Gulis3, M Fredsgaard3, D Marcinkova4,
I Zurlyte5, N Aksakal6, D Evci7, M Martuzzi8
1CNR Pisa, Pisa, Italy
2Medical University of Silesia, Katowice, Poland
3University of Southern Denmark, Esbjerg, Denmark,
4Trnava University, Trnava, Slovak Republic
5State Environmental Health Center, Vilnius, Lithuania
6Gazi University, Ankara, Turkey
7Adnan Menderes University, Aydin, Turkey
8WHO EURO, Rome office, Rome, Italy

The presentation demonstrates detailed guidance how to apply
HIA on local level, the obstacles and possibilities, in the
context of decision makers’ political activity. The findings are
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based on face-to-face interviews based on a questionnaire
developed by WP leaders. Policy makers, stakeholders and
public health experts selected from local and regional authority
in Upper Silesia region served as interviewees. Upper Silesia is
an area with almost 5 million inhabitants, living in 10 big
cities, with significant concentration of heavy industry and it
now undergoes process of re-structuralization and tremendous
modernization. The interviewed individuals were recruited
from different cities, different levels of administration,

activities and interests, to cover the various points of view
and give representative opinions. Use of HIA in decision
making process depends on knowledge, experience, conviction
to benefits of this strategy, engagement and determination of
politicians. Limits and advantages related to each stage of the
HIA implementation on local level as well as practical
challenges were identified by interview process and will be
discussed in this presentation.
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PARALLEL SESSION 5
Friday 12 October, 16:00–17:30

5.1. Workshop: Public health economics of
universal strategies to promote health and
prevent disease

Chair: Dr G Henriksson*
Organiser: Maarten J Postma, president of the EUPHA section on
Public Health Economics
*Contact details: m.j.postma@rug.nl

In this workshop we intend to present the broad spectrum of
public health economics for various aspects of promoting
health and preventing disease. This broad spectrum will be
illustrated for topics in health promotion (smoking and
physical activity), food fortification and vaccination.

Cost–effectiveness and equity issues in interventions
on promotion of physical activity
Lars Hagberg

L Hagberg
University of Örebro, Örebro, Denmark

Physical activity creates health benefits and society makes large
contributions in order to promote physical activity within
the population. However, the cost–effectiveness and equity-in-
health effect of these efforts is seldom evaluated. A model for
economic evaluation of community-promoted physical activity
has been constructed based on referenced works on the health
effects of physical activity, standard methods of economic
evaluation and targets for equity-in-health. A cost–effectiveness
analysis of community-promoted physical activity is possible,
but adequate knowledge of the components of cost-effectiveness
and equity-in-health-effect are still limited. The most important
determinants of cost–effectiveness may be adherence to new
habits, the experience and value of time spent on physical
activity and selection of the target-group.

Indirect and direct costs of smoking in germany and
resulting effects on tobacco prevention programs
Anne Prenzler

A Prenzler, T Mittendorf, JM von der Schulenburg
Centre for Health Economics and Health System Research, Leibniz
University, Hanover, Germany

Purpose
To estimate disease related productivity costs and direct health
care costs attributable to smoking in 2005 in Germany and to
discuss effects on tobacco prevention programmes in schools.
Methods
Calculation of the direct and indirect costs was based on recent
data for relative smoking related disease risks found in the US-
Cancer Prevention Study II combined with age specific smoking
prevalence for Germany. The human capital approach was
applied to calculate years of potential work loss and productiv-
ity costs as a result of smoking. Within a top-down-approach
based on the federal German Health-Costs-Report 2004 direct
costs of smoking were estimated. Additionally, a literature
search evaluating the cost–effectiveness of German smoking-
prevention school programmes was conducted.
Results
Based on the assumptions within the analytical model, 107 389
deaths, 14 112 invalidity cases and 1.19 million cases of
temporal disability to work were found to be due to smoking

in 2005 in Germany, respectively. As a result, productivity
costs of about E10 billion and direct costs of about E7 billion
were caused by smoking. In the literature search, one smoking-
prevention school programme in Germany was identified
which was analysed in detail with respect to cost–effectiveness.
Based on the assumptions within that model, the author drew
the conclusion that such programmes are highly likely to be
cost-effective.
Conclusions
The analytical model showed that smoking has a strong
financial effect on the economy; still, the overall impact of
smoking on Germany’s economy is not completely covered,
since not relevant costs may be considered within this study.
Further research is necessary to estimate the overall impact of
smoking in Germany as well as the continuous effect of
tobacco prevention programmes.

Economic evaluation of folic acid food fortification
in The Netherlands
Janneke Jentink

J Jentink, NW van de Vrie-Hoekstra, LTW de Jong-van den Berg
University of Groningen, Groningen, Netherlands

Background
Folic acid intake before and during pregnancy has been proven
to reduce Neural Tube Defects (NTD). Several countries
therefore enrich bulk food with folic acid. Folic acid food
fortification has shown to result in a 26–48% decrease in the
prevalence of NTDs. The Dutch Health Council still advised
against folic acid food fortification in 2000, in the absence
however of formal cost–effectiveness information. Our study
was designed to estimate cost–effectiveness and cost-utility of
folic acid food fortification in The Netherlands.
Method
Prevalence of NTD at birth, life-time costs of care and folic
acid fortification costs were estimated using Dutch registra-
tions, Dutch guidelines for costing, (inter)national literature
and expert opinions. Cost–effectiveness and cost-utility was
expressed in net cost per discounted life year gained and net
cost per discounted quality adjusted life year (QALY) gained,
respectively and was estimated in a base case and in sensitivity
analysis.
Results
In the base case and most sensitivity analyses folic acid food
fortification was estimated to be cost-saving. Bulk food
fortification with folic acid remains cost-effective as long as
enrichment costs do not exceed E5.5 million (threshold at
E20 000 per QALY).
Discussion & Conclusion
Our model suggests that folic acid fortification of bulk food to
prevent cases of NTD in newborns might well be a cost-saving
intervention in the Netherlands. Additionally, besides effects
of folic acid in reducing the number of NTDs, there are
indications for folic acid to be associated with the aversion of
other birth defects, cardiovascular diseases and cancer.
However, awaiting further evidence on these beneficial effects
were not yet included in our model.
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Comparing the cost–effectiveness of risk-based
and universal hepatitis B vaccination strategies
in a low-endemic country
Ardine de Wit

GA De Wit1, M Kretzschmar2, MJJ Mangen1, R Heijink1, MJW van
de Laar3
1Centre for Prevention and Health Services Research, National Institute of
Public Health and the Environment, Bilthoven, The Netherlands
2Department of Public Health Medicine, School of Public Health, Bielefeld,
Germany
3Centre for Infectious Diseases Epidemiology, National Institute of Public
Health and the Environment, Bilthoven, The Netherlands

Background
Most countries have included hepatitis B (HBV) vaccines in
their national immunization programmes, but the Netherlands
so far has chosen for a risk-based vaccination policy. The aim
of the present study was to compare the cost–effectiveness of
those risk-based strategies with universal vaccination of
newborns or adolescents (12-year olds).
Methods
A dynamic model to estimate future incidence of HBV in
the population was developed. This model describes horizon-
tal, vertical and sexual transmission of HBV. Also, an age-
specific economic model estimating direct health care costs,
life years lost from HBV infection and quality of life
consequences of HBV infection was constructed. For universal

strategies, costs were estimated assuming a 90% uptake of the
vaccination and realistic vaccine prices. For each universal
vaccination strategy, incremental costs and effects compared to
existing policies were compared. Costs were discounted at 4%,
effects at 1.5%.
Results
Universal vaccination of newborns in addition to the
current risk-based policies is expected to be relatively
cost-effective, with ratios between E3800 and E8700 per
QALY. The adolescent vaccination strategy is more effective
than the newborn vaccination strategy over a 50 year
period of analysis. Whether it is more cost-effective
depends on the costs of developing a new infrastructure
to vaccinate adolescents (as the Netherlands at present do
not vaccinate adolescents). Only when those costs are as
low as E1.5 million annually, the cost–effectiveness of
adolescent vaccination is more attractive than that of
newborn vaccination.
Conclusions
Adding newborn vaccination to the current risk-based strategy
is relatively cost-effective. The cost–effectiveness of adolescent
vaccination depends on the operational costs of vaccination,
but it is unlikely to be more cost-effective than newborn
vaccination.

5.2. Workshop: Health systems impact
assessment—development and application

Chairs: Nick Fahy1, Matthias Wismar2*
1Health & Consumer Protection Directorate-General, European Commission
2European Observatory on Health Systems and Policies
Organizer: Health & Consumer Protection Directorate-General,
European Commission and the European Observatory on Health Systems
and Policies
*Contact details: mwi@obs.euro.who.int

This workshop will present the development, the tools and the
experiences of the first application of the health systems impact
assessment on the European level.
The policies of the European Union (EU) have impacts
on health systems. This became most visible in the course
of two seminal European Court of Justice (ECJ) cases (the
so called Kohll/Decker cases of 1998) on the applicability of
the free movement of goods and services to healthcare.
Since than a string of court cases, based on the free
movement of services has stirred concerns among Member
States about the impact of the internal market on health
systems.
The free movement of services is not the only policy with a
potential to impact on health systems. There are 21 policies in
the Treaty Establishing the European Community and some of
them have already caused impacts in the past or are likely to
produce some in the future. The actual and potential impacts
on health systems of most of these policies, however, are
underresearched.
In the framework of the high level group on health systems
and medical care, Member States have pressed ahead with
developing a methodology for health systems impact assess-
ment. The aim was to integrate this methodology into the
European Commission’s internal impact assessment. Tools
(health systems model, impact cube, policy assessment) were
jointly developed by the Commission and the Observatory.
The Council acknowledged these developments and the tools
were applied for the first time in the course of the health
services initiative.

Developing a methodology for health systems impact assess-
ment is an innovative practice. Some Member States follow
this development closely in order to see if the methodology
could be used in their countries.

The development of the tools for health systems
impact assessment
Claire Siddall

C Siddall
Health & Consumer Protection Directorate-General, European Commission

Issue/problem
Developing a suitable tool for the health systems impact
assessment to be integrated in the internal Commissions’
impact assessment.
Description of the problem
All major Commission proposals are subject to an internal
impact assessment which shall ensure the effectiveness,
feasibility and consistency of all EU legislation. Health and
health systems are generally covered by this procedure.
However, given the complexity of healthcare systems it can
not be taken for granted that a desk officer from a non-health
related Directorate General in charge of the impact assessment
can easily relate to health systems’ issues. The aim was to
provide simple tools, integrated in the general impact assess-
ment that help (a) raising awareness for the mechanism by
which the pending proposal may produce impacts on health
systems; (b) highlighting past impacts on health systems
caused by the implementation of the policy; (c) specifying the
relevance and magnitude of impacts. To this end, specific tools
(health system model, impact cube, policy assessment,
web-page) were developed in close liaison with the Member
States and the experts in the field. The draft tools were also
discussed with desk officers of non-health Directorate Generals
in charge of impact assessment.
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The policy assessment of the EU’s social policy
Kelly Ernst

K Ernst
European Observatory on Health Systems and Policies

Issue/problem
Producing a policy assessment as a resource for desk officers
in charges of the impact assessment non-health related
Directorate Generals.
Issue description
One of the tools of the HSIA is policy assessment for each of
the 21 policies of the Treaty Establishing the European
Community. As a pilot, a first policy assessment was
conducted on the EU’s social policy, education, vocational
training and youth. The policy assessment explains the indirect
mechanism by which non-health EU policies impact on health
systems, it summarizes the policy according to the provisions
in the treaty and by instruments for implementation, it
includes case studies on past impacts (manual handling of
heavy loads, workers exposure to asbestos, working time and
the European Social Fund). In addition, it summarizes the
relevance and magnitude of past impacts.
Conclusions
The EU’s social policy has produced in the past a complex set
of impacts on health systems. In terms of the health systems’
model, most of them had impact on the financial sustainability
via the health system function resource generation. In some
cases, the impact goes beyond the organizational level and
affects the systems financial sustainability.

The use of HSIA in the health services initiative
Willy Palm

M Wismar, K Ernst, W Palm
European Observatory on Health Systems and Policies

Issue/problem
Providing input to the Commission’s impact assessment on
policy options for a proposal on policy options for
Community Action on Health Services.
Problem description
The Commission had launched in September 2006 a consulta-
tion process with Member States and stakeholders on how to
resolve legal uncertainties surrounding cross-border health-
care. Any proposal emerging from the health services initiative
would be subject to the health systems impact assessment. The
Commission asked the Observatory to develop a project in
support of this process. The Observatory employed two
methodologies: first, a mapping exercise on the status quo of
cross-border healthcare and second, expert panels to assess
individual policy issues as derived from the consultation
process.
Conclusions
Although the issues were far to numerous to tackle them all in
great detail, the expert panels provided valuable and specific
input on the effectiveness, feasibility and impacts of different
regulatory approaches and policy options. This input was
decisive for some of the issues under assessment since
published evidence and data is in many cases patchy or
incomplete.

5.3. Primary Care and Hospital Care

The use of GP services before and after the 2006
Dutch health care reform
Hans Te Brake

H Te Brake, R Verheij*, H Abrahamse, D de Bakker
NIVEL, Netherlands Institute for Health Services Research, Utrecht, the
Netherlands
*Contact details: h.tebrake@nivel.nl

Background
Before 2006, there were two types of health insurances: public
insurance and private insurance. Employees and self-employed
people with incomes below certain level were publicly insured.
GPs were paid a capitation fee for all publicly insured patients
listed in their practice. People with higher incomes were either
privately insured or uninsured. For these patients GPs were
paid on a fee for service basis. After decades of political debate,
from 2006 on there is one compulsory basic insurance scheme.
Extra insurance can be bought on the private market. For GPs
there is a capitation fee for each patient listed, with a
complementary fee for each patient contact. This fee varies
according to the type and duration of the contact. Supported
by the ministry of health, NIVEL monitored the effects of the
reform in general practice.
Methods
Electronic medical records and claims data were provided by a
representative group of 80 practices. About 300.000 patients
were listed in these practices, about 2% of the Dutch
population. A comparison was made between the actual
claims data and the estimates that had been made before the
reform. Moreover, consultation and claims data of patients
that were listed in these practices in 2005 and 2006 were
compared in order to detect changes in the use of GP services.
This was done for those who had been privately and publicly
insured in 2005 separately.
Results
Preliminary analyses suggest that GPs sent in claims for about
17% more patient contacts than had been anticipated before

the reform. This seems primarily due to a higher number of
long consultations, long home visits and repeat prescriptions.
Conclusions
Preliminary results suggest that consultation rates increased
after the reform and that the costs of GP services have risen.
Further analyses will be presented that show to what extent the
increase is due to changes in patient behaviour or to changes in
the behaviour of GPs.

Consumer experiences on medication information
in pharmacies and dispensing general practices
Marcia Vervloet

M Vervloet1*, P van Linschoten2, L van Dijk1
1NIVEL, Netherlands institute for health services research, Utrecht and
2ARGO institute, Groningen University, Groningen, the Netherlands
*Contact details: m.vervloet@nivel.nl

Background
In the Netherlands there is a growing interest in standardized
information on consumer experiences within the health care
sector. Recently, a series of questionnaires have been developed
to measure patient experiences: the Consumer-Quality index
(CQ-index). In 2006, a CQ-index on pharmaceutical care was
developed with strong emphasis on medication information.
In the Netherlands, 10% of all patients collect their drugs in
the general practice where they are listed; all other patients
collect medication in the pharmacy. This paper’s objective is to
study differences on patient experiences on medication
information between patients who collect medication at the
pharmacy and patients who collect drugs in general practice.
Methods
The CQ-index Pharmaceutical Care is a written questionnaire
that was developed based upon focus group discussions and
existing questionnaires. The questionnaire was send to 2609
patients of four large health insurance companies in the
Netherlands. The sample was stratified according to number of
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visits to the pharmacy/GP and type of provider (pharmacist
versus dispensing GP). Factor and reliability analyses were
used for scale construction. Sum scores were calculated for the
different factors. Multivariate regression analysis was used to
estimate the difference between patients from pharmacists and
dispensing GPs (controlled for sociodemographics) on the
factors on medication information.
Results
The net response to the questionnaire was 54% (n= 1295).
The factor analyses showed five factors with sufficient
reliability (a’s: 0.72–0.91). Three factors reflected medication
information: advice at first dispense, advice at second
dispense and proactive attitude of professional. Patients from
dispensing general practices were more often informed at
second dispense and were more proactively approached
compared to patients from a pharmacist. This means for
example that the dispensing GP asked more on experience on
the use of medication and stressed the importance of the
adherence more often. No differences were found for advice
at first dispense.
Conclusions
Patients are more informed about their medication in
(dispensing) general practices compared to pharmacies.
Patients who collect their drugs at the pharmacy may have
gotten information from their GP. However, when it comes to
repeat medication these patients do not always consult their
GP and may need information in the pharmacy. Moreover,
pharmacists want to increase their role in pharmaceutical
patient care. There is still work to do to make patients
experience this role.

Association of socioeconomic conditions, primary care
supply and potentially avoidable admissions.
A comparison between London and Rome
Aldo Rosano

A Rosano1*, S Saxena2, G de Belvis3, P Papini1, G Ricciardi3,
G Guasticchi1
1Health Public Agency, LazioSanità, Rome, Italy
2Department of Primary Care and Social Medicine, Imperial College Faculty
of Medicine, London, UK and
3Catholic University of Sacred Heart, Rome, Italy
*Contact details: rosano@asplazio.it

Background
‘Preventable’ hospitalizations have been proposed as indicators
of poor health plan performance. Objective of the study is to
examine in two Beveridge model systems, UK and Italy, the
association between hospital admission rates for ambulatory
care sensitive conditions (ACSC) in primary care trusts and
need (socioeconomic characteristics, including social depriva-
tion) and supply (primary care availability) determinants.
Methods
Design: Cross-sectional analysis at primary care level using
routine data from multiple sources.
Setting
Primary care trusts in London with a total resident population
of 7 million patients (2001) and health districts in Rome area
(3 million residents, in 2003–2004).
Main outcome measures:
Age-standardized hospital admission rates for asthma, dia-
betes, heart failure, hypertension and chronic obstructive
pulmonary disease and other potentially avoidable admissions
(ACSC conditions) according to Weissman (1992).
Correlation indexes between ACSC rates, deprivation index
and quantitative measures of primary care service were
calculated.
Results
In London, admission rates varied widely for the conditions
examined across the 31 primary care trusts, as well as in Rome
among the 19 health districts. In London there was a
significant association between higher admission rates and

measures of underlying ill health and material deprivation,
specially for heart failure and hypertension, but not with
measures of primary care service provision. In Rome, only
among elderly, standardized ACSC rates were negatively
correlated with the availability of primary care practitioners
(r=�0.44; P= 0.04) and positively with deprivation condi-
tions (r= 0.29, P= 0.07). In Rome no association was found
while considering subjects under 64 years of age.
Conclusions
Potentially avoidable hospital admission do represent a
proxy of quality in primary health care, in terms of accessibility
and whole effectiveness, in Rome such as in London.
In Rome elderly people seem to be particularly interested.
Nevertheless, these indicators need to be interpreted in
conjunction with measures of population composition and
deprivation.

Commissioning Hospitals in Portugal.
Focusing on efficiency
Rui Portugal

R Portugal*
Instituto de Medicina Preventiva, Faculdade de Medicina, Universidade de
Lisboa, Portugal
*Contact details: ruipt@insa.min-saude.pt

Background
The concept and practice of Commissioning of Health Services
was introduced in the Portuguese National Health Service
in 1997. From 1997 to 1998 only one of the five Regional
Health Administrations (RHA) commissioned hospital care.
The principal goal of this research is to measure the
effectiveness of the intervention (commissioning health
services) in hospital care, in four dimensions: efficiency,
quality of care, patients’ satisfaction and access to health care.
Methods
A quasi-experimental design is presented to test the hypotheses
formulated upon the mentioned goal. Two groups will be
compared. One is the intervention group of the region that
received the intervention in 1997 and the other group will be
constituted by the remaining four regions that only started the
intervention in 1999.
Results
From the results it is possible to see that the variation of average
Length Of Stay is very irregular for all regions and for the
different types of hospitals. Variation might be explained by
number of hospitals in each region and possible epidemiological
explanations on the evolution of the disease pattern or of the
hospital. Using a fixed effects model it was proved that there was
no difference between the LOS for the hospital at the
commissioned region compared with the other regions.
Conclusions
The preliminary study proved that there is no gain in LOS with
the commissioning process. However, it is possible that the
timeframe is too short.

Shorter emergency hospital care of the elderly in the
Helsinki metropolitan area in 1998—2003 did not
mean returning home sooner
Matti Mäkelä

MO Mäkelä1,2*, U Häkkinen1, B Juslin3, P Koivuranta-Vaara4, A Liski1,
M Lyytikäinen2,5

1Stakes, National Research and Development Centre for Welfare and
Health, Helsinki, Finland
2City of Vantaa, Finland
3City of Kauniainen, Finland
4City of Helsinki, Finland
5City of Espoo, Finland
*Contact details: matti.makela@stakes.fi

Issue
Acute care hospitals in Finland have policies aiming at the
shortening of hospital stays. Among the elderly, this often
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results in a tandem sequence of care in post-acute and
rehabilitative hospitals and nursing homes. Evaluating only the
efficiency of acute hospital care, by length of stay or rate of
successful discharge home, disregards an important compo-
nent of the total episode of care. Changes in hospital care and
geriatric rehabilitative practices could result either in an
improved or reduced overall success rate. In this study, we
developed a way to evaluate the overall success of the care of all
emergency admissions in a defined elderly population in the
Helsinki metropolitan area in 1998–2003.
Description
In this study, the Finnish hospital and social welfare discharge
registries (HILMO), linked by a unique personal identifier,
were used to create a concept of episode of care, comprising all
hospital and nursing home care, beginning from an emergency
admission to an acute care hospital through all periods of care
following each other within days. The episode ended in (1) a
return to home (with or without home health care), without
readmission within 14 days, (2) death, or (3) in long-term
care, if the episode lasted for more than 364 days. The data
covered all periods of care for the residents of the munici-
palities of Helsinki, Espoo, Vantaa and Kauniainen, aged 65
years or more, in the years 1998–2004. The analysis was
restricted to episodes beginning in 1998–2003 (N= 114 203) to
ensure full follow-up over 1 year. The rate and rapidity of
a successful return to the home environment were analysed
by cross-tabulation, adjusted for age and gender and with a
logistic regression model.
Lessons
The proportion of the elderly population admitted at least
once to acute care decreased over the study period (from
14.6% to 12.5%), the number of episodes per elderly decreased
(from 0.19 to 0.17) and the mean number of days per episode
in acute (specialist) hospital care decreased (from 9.2 to 7.5).
Transfers to post-acute settings increased in Helsinki but not
in the other municipalities. The proportion of episodes leading
to long term care increased from 3.6% to 4.4%, resulting in an
increase in the total overall length of stay. The days of care
required for successful return to the home environment
remained unchanged. The differences between municipalities
in the rate of successful return home were large, even allowing
for differences in age, gender and year (maximum odds ratio
1.7, CI 1.30–1.66).
Conclusions
A full evaluation of the effectiveness of acute hospital care of
the elderly needs to include data on the continuation of care in
post-acute settings. A simple construct of a sequence of care
into an overall episode, beginning from emergency admission
and continuing to death or return to home reveals information
lost by focusing only on the acute hospital care. In the elderly
population of the Helsinki metropolitan area in 1998–2003,

the trend of less and shorter acute care episodes was more than
offset by a trend of increasing long term care.

Are hospitals also for relatives?
Nina Konstantin Nissen

N Konstantin Nissen1*, M Madsen2, M Kjøller1, S Boch Waldorff3,
AD Olsen Zwisler1,4
1National Institute of Public Health, Denmark
2Institute of Public Health, University of Copenhagen, Denmark
3Department of Organization, Copenhagen Business School, Denmark and
4Copenhagen Trial Unit, Centre for Clinical Intervention Research,
Rigshospitalet, Copenhagen University Hospital, Capital Region, Denmark
*Contact details: nkn@si-folkesundhed.dk

Background
Not only patients but also their spouses and other close relatives
feel the burden of cardiovascular disease. Relatives of cardiac
patients experience lower quality of life and increased mortality
compared with the general population and with relatives of
patients with other diseases. Evidence shows that both heart
patients and their relatives may benefit from the relatives being
supported and getting involved in the rehabilitation. Until now
no research has been conducted on the prevalence of health
services for the relatives of cardiac patients.
Methods
We surveyed activities offered by Danish hospitals to relatives
of cardiac patients. Data were obtained from two Internet-
based surveys. One survey focuses on activities hospital
departments offer to the relatives of cardiac patients; 50 of
the 55 departments invited participated. The other survey
focuses on hospital policies on relatives; 30 of 33 hospitals and
hospital corporations participated.
Results
Almost all hospital departments offer relatives opportunities to
participate in one or more activities set up for patients. But
only one quarter of the departments have activities specifically
aimed to support the relatives and help them to cope with the
cardiac disease. Large departments offer activities specifically
for relatives more often than small and medium-sized
departments. Only one third of the hospitals have formulated
a policy on relatives. The activities and policies comprise
mainly practical information, whereas psychological support of
the relatives is uncommon.
Conclusions
Hospitals focus very little on relatives of cardiac patients. They
help relatives somewhat in getting involved in the patients’
rehabilitation, but activities specifically supporting relatives are
limited and few hospitals have formulated policies on relatives.
More research is needed on the prevalence and effects of health
services concerning these relatives.

5.4. Public Mental Health

Perceived quality of parenting and psychological
well-being scores in adolescents from minority ethnic
groups
Maria Maynard
MJ Maynard*, S Harding
MRC Social and Public Health Sciences Unit, Glasgow UK
*Contact details: maria@sphsu.mrc.ac.uk

Background
Minority ethnic groups in the UK MRC DASH study have
better psychological well-being (measured by the total
difficulties score (TDS) from Goodman’s strengths and
difficulties questionnaire (SDQ)) compared to their White
counterparts despite some groups having significantly poorer
socioeconomic status (SES). We examined (a) the association
between perceived quality of parenting and psychological well-
being, taking into account family type and SES, among
adolescents from a range of ethnic groups and (b) whether

quality of parenting accounts for differences in psychological
well-being between ethnic groups.
Methods
The DASH (Determinants of Adolescent Social well-being and
Health) study includes 6632 pupils in 51 London schools. This
analysis uses baseline data collected at age 11–13 in 2003. The
sample includes 1224 White UK, 926 Black Caribbean, 1073
Black African, 494 Indian and 621 Pakistani/Bangladeshi pupils
who completed the SDQ and questions on family type, quality
of parenting and SES. Adolescent psychological well-being is
based on TDS obtained from the self-reported 25-item SDQ.
Higher scores reflect more difficulties. Perceived quality of
parenting is based on participant reports on the frequency with
which they feel their main carers parent in the following ways:
‘help me as much as I need’, ‘let me do the things I like doing’,
‘are loving’, ‘understand my problems and worries’, ‘like me to
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make my own decisions’, ‘try to control everything I do’, ‘treat
me like a baby’ and ‘make me feel better when I am upset’.
Results
Perceived quality of parenting varied between ethnic groups.
For example, all minority groups were less likely to report that
their parents ‘understand my problems and worries’ and ‘let
me make my own decisions’ always/almost always compared to
Whites. All minority girls and Pakistani boys were more likely
to feel their parents ‘treat them like a baby’ always/almost
always compared to Whites. In the whole sample linear
regression showed all items to be associated with TDS. In
multivariate analyses, using a composite score of the eight
items (a higher score reflecting poorer quality), quality of
parenting was a significant correlate of TDS, independent of
family type and SES (regression coefficient for a 1-point
increase in quality of parenting score 0.87, 95%CI 0.78–0.97).
In models stratified by ethnicity a similar trend was seen within
each ethnic group. Adjusting for differences in quality of
parenting score did not explain lower TDS in all minority
groups compared to Whites.
Conclusions
Perceived quality of parenting is a significant correlate of TDS
for ethnic groups, but differences in parenting do not account
for the protective effect of minority ethnicity on self-reported
psychological well-being. Policies which support positive
parenting skills are likely to improve psychological well-being
in adolescence, regardless of ethnicity.

Domestic conflict, emotional well being and
cdelinquent behaviour: a population-based
study among Icelandic adolescents
Geir Gunnlaugsson

GG Gunnlaugsson1,2*, ÁL Kristjánsson1,3, J Einarsdóttir4,
ID Sigfúsdóttir1,3
1Reykjavı́k University
2Centre for Child Health Services
3Icelandic Centre for Social Research and Analysis
4University of Iceland, Reykjavı́k, Iceland
*Contact details: gg@ru.is

Background
The victim of domestic violence is usually the mother while
children are innocent bystanders, caught in the cross-fire.
However, children may become directly involved in abusive
verbal behaviour of the perpetrator, being shouted or yelled at,
threatened, rejected and at times even physically abused. The
present study aims to ascertain a national base rate of domestic
conflict and physical violence at home among Icelandic
adolescents and investigate psychological and criminological
factors associated with domestic conflict and physical violence.
Methods
The participants were 3556 students, 14- and 15-year-old, in all
upper compulsory schools in Iceland. As a part of the ESPAD
study in March 2003, each pupil was asked about severe
arguments and physical violence at home as well as about their
background, behaviour and mental health.
Results
Almost one fourth (22%) of the participants stated that they
had witnessed a severe argument by parents in the period
under study and more than one-third (34%) stated that they
had been involved in a severe argument with parents. The rate
was slightly higher for girls compared to boys. Altogether 7%
of adolescents had witnessed physical violence at home where
an adult was involved and 6% of the participants stated that
they had experience of being involved in physical violence at
home where an adult was also involved. Witnessing or being
involved in severe arguments at home as well as witnessing or
being involved in physical violence was associated with greater
levels of depression, anger, anxiety, self-esteem and delinquent
behaviour.
Conclusions
Many adolescents in Iceland witness severe arguments or
physical violence by parents and some become directly

involved. This puts their social, emotional and behavioural
development at risk. Preventive measures include information
to parents on positive disciplining and upbringing of
children and the long-term negative health consequences for
their children of severe parental arguments and physcial
violence.

Medically unexplained symptoms and psychological
problems before and after disasters
Joris Yzermans

CJ Yzermans1*, B van den Berg
1Netherlands institute for health services research, Utrecht, the Netherlands
2National institute of public health and the environment, Bilthoven, the
Netherlands
*Contact details: j.yzermans@nivel.nl

Background
Medically unexplained symptoms (MUS) may be a major
public health problem, especially after disasters. What is the
course of MUS in the aftermath of a disaster? Is there a
difference between self-reported symptoms and those pre-
sented to the general practitioner (GP)? Is there an association
between MUS and psychological problems?
Methods
Data was collected in the context of two Dutch disasters, the
Bijlmermeer plane crash (1992) and the Enschede fireworks
disaster (2000). Research after the Bijlmermeer disaster was
carried out retrospectively, based on self-report to a call center
and compared to GP records. Research after the Enschede
disaster was also based on self-report (questionnaires) and GP
records. In the Enschede study pre-disaster GP data was
available.
Results
Almost all symptoms presented after the plane crash were
unexplained. One out of eight symptoms was already known to
the GP before the disaster and 16% of symptoms were
presented 5–6 years post-disaster, during a media hype.
According to the GPs, only 6% of the symptoms were directly
related to the disaster.
Self-reported symptoms after the fireworks disaster were likely
to remain unexplained (57–91%) and only a minority was
presented to the GP, although persistent symptoms were more
often presented. The number of symptoms presented to the GP
had increased in the first two years post-disaster. A high level
of post-disaster MUS was associated with a high number of
pre-disaster MUS (OR 5.5), with pre-disaster GP contacts (1.8)
and with concurrent psychological problems (3.9). Until four
years post-disaster the correlations between MUS and
psychological problems were statistically significant among
survivors.
Conclusions
The risk of increased and persistent numbers of MUS is higher
after a tumultuous aftermath of a disaster (Bijlmermeer, media
hype). In survivors, MUS and psychological problems were
significantly correlated for many years.

Long-term impact of forced versus voluntary
migration on mental health of people from
former Yugoslavia resettled in Britain.
Tamara Djuretic

T Djuretic*, M Crawford
Department of Psychological Medicine, Imperial College London, UK
*Contact details: t.djuretic@imperial.ac.uk

Background
While little research has been conducted among displaced
people in the UK it is clear that mental health problems
are more prevalent than among the general population.
Migration is a process of loss as well as gain, especially loss
of the familiar: land, language and law. This is common to all
migrants, whether their displacement was chosen or forced. In
order to plan adequate mental health and social services for
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current and future migrants resettled in Britain it is important
to establish whether differences in the reasons for migration
impact on the extent of mental health problems.
Methods
This is a ‘mixed method’ study that is bringing together
qualitative and quantitative techniques. Interviews and focus
groups were conducted with ‘purposive’ sample to inform the
development of a questionnaire for subsequent quantitative
study. Discussions were taped, transcribed verbatim and
translated in English. Data were analysed systematically using
the Framework Analysis Method.
Retrospective cohort study was conducted to establish the
association between forced and voluntary migration and mental
health outcomes in people from former Yugoslavia. Participants
were recruited from General Practice registers in North West
and North Central London. Main outcome measures were
anxiety, depression, post traumatic stress disorder and social
functioning assessed in the interviews using Harvard Trauma
Questionnaire, Hopkins Symptoms Checklist and the Social
Functioning Questionnaire. Further information was collected
on post-migration factors and satisfaction with health services.
Results
Qualitative study
In total, 19 people were recruited for qualitative study.
Reduced social functioning was highlighted as an important
consequence of mental ill-health. Concerns were raised about
accessibility of secondary care services and the role of
treatment within primary care. Gathered information facili-
tated the design of the cohort study questionnaire.
Quantitative study
To date, 88 participants were interviewed. Forty nine people
(55%) were forced to migrate and remaining 39 (45%) were
voluntary migrants. Average length of stay in Britain for
asylum seekers and refugees was 12.4 years compared to 13.7
years for economic migrants (P= .0.3) Over a third of
participants had any mental disorder, mainly common
mental disorders (CMD) (36%, 95%CI = 26.3–46.4) and
post-traumatic stress disorder (PTSD) (9%, 95%CI = 3.08–
15.1). CMD were found among 100% of those with PTSD. A
higher risk of mental disorders was found in those who were
forced to migrate (OR 3.72, 95%CI = 1.3–10.9) and those who
were waiting for immigration status settlement for over 12
months (OR 26.4, 95%CI = 6.3–128.6). Further preliminary
analyses suggested that ongoing living difficulties were stronger
predictors of impaired mental health than experience of past
stresses.
Conclusions
Using qualitative methods to inform the design of assessment
tools can make measures more culturally sensitive and
appropriate for the particular situation. Preliminary qualitative
work enabled us to identify the terms people used to describe
their experiences and to generate additional hypotheses on
service utilization that was further tested in the cohort study.
Furthermore, our results suggest that public health interven-
tions for people from former Yugoslavia should focus on a
long-term impacts of migration and CMD as well as PTSD.

Strengthening mental health and mitigating
the problem of suicide in the Celje region
Nuša Konec Juricic

N Konec Juricic*, K Lekic, D Podkrajšek
Celje, Slovenia
*Contact details: nusa.konec@zzv-ce.si

Issue
Celje region in Slovenia is an area with explicitly expressed
problem of suicide, with the suicide rate of about 34 per
100 000 population. With regard to its mission, Institute of
Public Health Celje has undertaken the task of co-ordinating
various activities for strengthening mental health and
mitigating the problem of suicide occurrence on the regional
level.

Description
In 2001 an inter-sector interdisciplinary group for suicide
prevention in the region has been established. Five goals of
this group, which are suicide and mental disorder destigma-
tization, research, education, mental health preventive pro-
grammes implementation and co-operation with the media,
are incorporated in the programme called strengthening
mental health and mitigating the problem of suicide in the
Celje region.
Lessons
From 2003–2006, we have performed education of different
professional groups — an intensive training of all general
practitioners and nurses on recognizing depression and
suicidal persons, a training of teachers on recognizing stress
and suicidality among adolescents. Trainings for policemen
and prison’s keepers, social workers and NGO’s have been
performed. From 2005, we have been working with general
population. We issued folding leaflets for parents, for people,
who fear someone may take his life and for general population
about mental illnesses. Workshops, oriented into decreasing
stigma, in recognition of depression and stress have been
performed. In 2006 we started with workshops for people with
depression and their relatives. A self help group for people with
depression was established in 2007. The attention to the mental
health is drawn regularly by means of several media. In 2005
and 2006, the suicide rate in Celje region decreased under 30/
100 000 population.
Conclusions
Based on experiences and evaluation of the programme, we are
going to continue with all activities mentioned above and also
new have to be developed. Efficient acting in the field of
mental health promotion and suicide prevention requires
harmonized approaches of various branches, institutions as
well as of the state — to reach this, Slovenia needs a National
programme for mental health.

Alzheimer in Italy: analysis of comorbidity on hospital
discharges and on multiple causes of death
Monica Pace

M Pace*, A Burgio, S Marchetti, L Frova
Italian National Institute of Statistics (ISTAT), Statistics on Health and
Assistance Service
*Contact details: mopace@istat.it

Background
Alzheimer’s disease (AD) is the most common cause of
dementia in the elderly. It is characterized by a progressive
cognitive decline that leads inevitably to hospital admissions
and to death caused by intervening complications.
Presence of comorbidity is a typical feature of AD patients,
consequently the study of multiple diseases both for hospita-
lization and for mortality is important to highlight this
complex picture.
The ageing of the European population and the consequent
increase of AD in terms of incidence, prevalence and mortality
show evidences that AD is a major public health issue.
Methods
Official statistics on hospitalization and mortality were used to
study trends and characteristics of people affected by AD.
Analysis of comorbidity was performed for individuals aged 65
and over. The Italian register of hospital discharges (approx. 13
million records/year) was analysed for AD discharges for years
1999–2004. The database was referred to events (discharges)
and not to patients. The main diagnosis and up to five
secondary diagnosis were evaluated. Besides, the Italian data
base on causes of death was analysed for AD deaths (approx.
550 000 records/year). Trends for AD as underlying cause of
death were studied for 1985–2002. Analysis of multiple causes
of death was performed on any certificate where AD was
mentioned. Coding was done according to the ICD9CM or
ICD9. Specific and standardized rates, average number of
diseases, percentage of cases where AD was coded as main
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diagnosis or underlying causes of deaths and other descriptive
indicators were used.
Results
Hospital discharges where AD was reported as main diagnosis
raised from 5074 in 1999 to 10 900 in 2004 (+115%) and in
this last year the 65.2% of the total AD discharges were referred
to woman. More than 90% of discharges for AD were referred
to patients aged 65 and over.
By including also the secondary diagnosis, cases raise to 28 394
in 2004. For 38 discharges out of 100, AD was coded as main
diagnosis. The analysis of comorbidity showed that the diseases
of the respiratory system, followed by the diseases of the
circulatory system and neoplasm were the most frequently
reported as the main diagnosis when AD was coded to as
secondary diagnosis.
Deaths for AD increased from 296 cases in 1985 to 4339 in 2002
(+1,366%). Standard rates for the deceased aged 65 and over

increased from 3.20 in 1985 to 36.8 in 2002; higher values were
generally observed for women. The multiple causes of death
analysis showed that AD was generally selected as underlying
cause of death in two out of three cases. In cases where a
different underlying cause of death was selected, the more
represented causes were those attributed to the circulatory
system, followed by the respiratory system and the neoplasm.
Conclusions
Evidences of this study showed a rapid increase both on
hospitalization and on mortality by AD.
Time span from incidence to death is often wide but in this
time span the severity of the disease increases and other
diseases intervene complicating the whole health status of
patients. For this reason the analysis of comorbidity has great
potentialities in retrieving important information useful to
better understand this complex disease and potential inter-
ventions from a public health perspective.

5.5. Workshop: Decision making on vaccination
against the human papillomavirus in Europe:
is the process politically or scientifically driven?

Chairs: Walter Ricciardi*, Finn Kamper-Jørgensen
Catholic University of the Sacred Heart, Rome
National Institute of Public Health – Denmark and
Organiser: Walter Ricciardi, Catholic University of the Sacred Heart,
Rome, Italy
*Contact details: wricciardi@rm.unicatt.it

Rapid technological change and the remarkable progress made
in public health practice have contributed to substantial
improvements in the health conditions of populations world-
wide. In particular, the development and the spread of vaccine
usage has made important contributions in terms of reducing
the incidence of infectious diseases and their impact on
mortality. In this context, the introduction of new vaccines
represents a central issue for decision makers, considering the
possible availability by 2015 of a large number of vaccines
against a remarkable number of etiologic agents. However,
because of limited economic resources, it will not be possible
to finance all of the vaccines and it will be necessary to decide
how to allocate resources, according to the needs of the
populations.
Currently, good decision-making practice regarding the intro-
duction of a new vaccine, in a specific context, is based on
evidence based medicine as well as the evaluation of its cost/
effectiveness. Furthermore, the political choices are influenced
by a series of other structural, organizational and legal factors,
such as: a) type of health system: public, private and/or mixed;
b) legislative aspects: compulsory or recommended vaccination;
c) decisional levels: supernational, national, regional, local.
In this multifaceted context the choice of the vaccine against
the human papillomavirus (HPV) could be a good example,
that best represents the category of new vaccine to introduce in
the European health market, in order to give different scenario
of decision-making process in the European area.
The aim of the workshop is to give an overview of the decision-
making process on the introduction of the vaccine against
HPV in two European countries, that best represents different
approaches on the introduction of a new vaccine in the
European health market, in order to assess if decision-making
process in this particular field is opinion based or scientifically
driven.

Reduction in the risk of cervical cancer by vaccination
against human papilloma virus (HPV) — a health
technology assessment in Denmark
Finn Børlum Kristensen
F Børlum Kristensen
DACEHTA, Denmark

Cervical cancer strikes more than 400 women annually in
Denmark and approximately 175 die from the disease. Despite
the introduction of a nation wide screening programme,
Denmark has one of the highest incidences and mortalities of
cervical cancer in the EU. New vaccines provide a potential for
reducing the risk of cervical cancer by vaccination. This has lead
to a health technology assessment (HTA) regarding this option.
This HTA report concerns the reduction in the risk of cervical
cancer by vaccination and illustrates status about HPV
infection, cervical cancer and the vaccines. The effect of the
vaccines on the frequency of HPV 16 and 18 infections, cell
changes as well as cervical cancer is assessed in different
vaccination scenarios and the health and economic aspects are
estimated. In addition, other prerequisites and consequences of
introducing the HPV vaccination in Denmark are investigated,
including a possible implementation of HPV vaccination in the
Danish childhood immunization programme. Finally, ethical
aspects of HPV vaccination are investigated together with
attitudes to and acceptance of HPV vaccination among parents
and young people in Denmark. The report is based on
systematic literature reviews within the areas of technology,
personal aspect, ethical issues, organization and economy in
connection with HPV vaccination. Furthermore, register data
have been used and original data have been collected in the
form of four focus group discussions taking place in
connection with the personal aspect as well as our own
economic analysis based on a mathematical simulation model
of HPV infection. The report has been through an external
peer-review from relevant experts. The present lack of
knowledge about the duration of the protection of the vaccine,
occurrence of rare adverse effects as well as net effectiveness in
terms of the public health will only be known in years to come.

HPV decision making in Norway
Marianne Klemp Gjertsen

M Klemp Gjertsen
Norwegian HTA Agency, Norway

The Norwegian Knowledge Centre for the Health Services have
evaluated HPV-vaccination in Norway through a HTA of
existent evidence. Our HTA evaluation consists of a systematic
review considering the efficacy and safety of an HPV-
vaccination targeting HPV 16/18 and the development of a
health economic model targeting the HPV 16/18 vaccine. The
vaccine shows approximately 90% efficacy against persistent
HPV 16/18 infection and may be a cost-effective strategy to
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reduce the number of new cases of cervical cancers in
combination with cervical screening programmes. The clinical
follow-up period is however short and long-time efficacy is not
determined. The need for booster vaccinations and intervals
for revaccination remain unsolved. Further research concern-
ing these issues, longterm efficacy end safety, are needed.

The introduction of HPV vaccine in Italy: the health
technology assessment approach
Giuseppe La Torre

G La Torre1, G Chiaradia1, S Capri2, A Mannocci1, C de Waure1,
F Bamfi3, A Marocco1, F Patarnello3, W Ricciardi1
1Institute of Hygiene of the Catholic University of the Sacred Heart – Rome
2Cattaneo University, LIUC Castellanza and
3GlaxoSmithKline S.p.A

Health technology assessment (HTA) can represent an
innovative and effective approach to supply decision-makers
with a valid instrument to better allocate resources also in the
field of vaccines. The aim of our study is to produce a HTA
report on the vaccine against human papilloma virus (HPV),
in order to provide a tool for decision making in Italy. The
HTA report will cover the following issues:
- epidemiological evaluation of HPV infection and related
pathologies through the consultation of data banks and
scientific literature;

- evaluation of health care resources utilization by people
suffering from the infection/related diseases, through the
consultation of hospital archives;
- willingness to pay analysis for the prevention of the disease;
- systematic review and meta-analysis of randomized clinical
trials on HPV vaccination effectiveness and safety;
- mathematical modelling to predict the reduction of HPV
infection incidence within 10–15 years range from starting a
vaccination campaign;
- economic evaluation of the vaccination using a cost–
effectiveness analysis;
- evaluation of the impact of the vaccination on health system
[organizational aspects, vaccine surveillance, relationship
between different decisional levels (national, regional)];
- analysis of the ethical, social (acceptability, availability,
accessibility, information) and legislative aspects of
vaccination.
The real challenge is now to create the conditions under which
a formal HTA approach will be taken effectively into
consideration. This tool will be used by scientific societies
and all institutions (Health Authorities, Payers and Politicians)
in the Italian setting for taking actions on vaccination
strategies, level of reimbursement and implementation
processes.

5.6. Alcohol and Drugs
Alcohol consumption and attitudes towards restric-
tion policies in European university students: Results
from a cross-national students’ health study (CNSHS)
Christiane Stock

C Stock1*, A Maxwell2, K Bloomfield1, J Petkeviciene3, R Mikolajczyk4,
F Guillén-Grima5, H Özcebe6, A Krämer4
1University of Southern Denmark, Esbjerg, Denmark
2UCLA, Los Angeles, USA
3Kaunas Medical University, Kaunas, Lithuania
4University of Bielefeld, Bielefeld, Germany
5Public University of Navarra, Pamplona, Spain and
6Hacettepe University, Ankara, Turkey

*Contact details: cstock@health.sdu.dk

Background
As compared to the US research on alcohol consumption in
European university students have been sparse and assessment
tools often not comparable between countries. The first aim of
the present study was to study predictors of alcohol consump-
tion and problem drinking in university students from differ-
ent European countries. A first step to limit alcohol intake
among students might be to restrict access to alcohol. Thus, a
second aim of this research was therefore to study students’
attitudes towards alcohol restriction policies on campus.
Methods
Data were collected in universities from seven different coun-
tries (Bulgaria, Denmark, Germany, Lithuania, Poland, Spain,
Turkey). A sample of 5,826 first year students completed a
self-administered questionnaire during their lectures. The
questionnaire included sociodemographic variables, drinking
frequency and the CAGE screening test for problem drinking.
Results
In multivariate analyis male gender, daily smoking and study
site in a country other then Turkey were consistent and strong
predictors for drinking alcohol more then once a week and for
problem drinking as measured by CAGE. In addition to these
risk factors, satisfaction with income, feeling that good grades
are important and living with a partner were protective factors
for drinking alcohol more then once a week, but not associated
with problem drinking. Experiencing depressive mood was
significantly associated with problem drinking.
While the majority of students from Poland (87%), Bulgaria
(78%) and Turkey (69%) agreed that the selling of alcohol
should be restricted at campus, only 40% of students from

Spain and Germany and 22% of students from Denmark
agreed to this statement.
Conclusions
Certain groups of students have been shown to be vulnerable
for problem drinking, which calls for preventive action. Policy
changes to restrict or ban selling of alcohol on campus is likely
to meet strong resistance, especially among students in
Denmark, Spain and Germany.

Do consequences of a given pattern of drinking
vary by socioeconomic status? A mortality and
hospitalization follow-up for alcohol-related causes
of the Finnish drinking habits surveys
Pia Mäkelä

P Mäkelä1*, T Paljärvi2,3
1STAKES, Alcohol and Drug Research Group, Helsinki,
2Finnish Foundation for Alcohol Studies, Helsinki and
3Department of Public Health, University of Helsinki, Finland
*Contact details: pia.makela@stakes.fi

Background
Socioeconomic differences in alcohol-related mortality and
hospitalizations, as based on register data, are larger than
socioeconomic differences in various types of harmful drinking
as based on survey data. Our aim was to use a follow-up study
to examine whether differential drinking patterns between
socioeconomic groups explain the observed differences in
alcohol-related mortality and hospitalizations, or whether
similar drinking patterns predict higher mortality among
lower socioeconomic groups.
Methods
The study population included Finns who participated in
cross-sectional surveys on drinking habits in 1969, 1976 or
1984 when aged 25–69 (N= 6406). They were followed up for
alcohol-related mortality and hospitalizations (N= 180) for
16 years. Drinking patterns were measured by total consump-
tion, frequency of subjective intoxication and of drinking
different amounts of alcohol at a time and by volume of
consumption that was drunk in heavy drinking occasions
and non-heavy drinking occasions.
Results
Compared to non-manual workers, manual workers had a
1.9-fold hazard of alcohol-related death or hospitalization.
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Adjustment for drinking patterns explained only a small
fraction of the excess hazard among manual workers.
Additionally, in each category of total consumption and in
each level of the volume drunk in heavy drinking occasions,
the risk of alcohol-related death and hospitalization was higher
for manual than for non-manual workers.
Conclusions
Consequences of similar drinking patterns are more severe for
those with lower SES. Future studies are needed to explain why
higher SES groups manage to escape the consequences of
drinking that others have to face.

A Portal for citizens of hamburg seeking advice or
help about alcohol, tobacco, other drugs and
addiction
Gabriele Dobusch

G Dobusch*
Büro für Suchtprävention der Hamburgischen Landesstelle für Suchtfragen
e.V
*Contact details: dobusch@suchthh.de

Issue
Hamburg as a Federal state of Germany and metropolitan
region has decided to implement an internet-based early
intervention system as part of an overall addiction prevention
and early intervention strategy. Based on data analysis that
shows how long it takes before anybody with a addiction
related problem enters the help system for the first time the
new portal Rauschbarometer was introduced to the public in
2005 together with a regional campaign focussing on moderate
consumption patterns and harm reduction.
Description
The portal — realised and coordinated by Hamburgische
Landesstelle für Suchtfragen e.V. — follows two complimen-
tary strategies. At the one hand it takes into account all the
possible reasons for not getting in touch with the help
systems — and tries to undergo them by following the
TTM principles developed by Prochaska and Di Clemente and
by offering respective services. On the other hand the system is
interactive and involves all (over 350) institutions in the field
by giving them access to their own data. The implemented
user-tracking is being used continuously to identify weaknesses
and strong-points of the approach.
Lessons
So far the data are very encouraging — the portal and the
connected services were in great demand right from the start.
Visitors look — in order of popularity — for Information
about help services available without preliminarities, online
tests/self assessment, online counselling, self-help-groups, help
services for special target groups or issues (eating disorders,
gambling, smoking — children/women/young people) and
hotlines.
Conclusions
Special focus was also put on the acessability of information:
The portal follows the standards — based on WAI recom-
mondations — for German eGovernment services not
obligatory in the state of Hamburg. and self-management
programmes. All information is made available and searchable
in multiple ways but with special focus on location and time
search. All these efforts seem to pay off. The next steps are the
development and implementation of gender-related modules
and self-management-modules.

Self-experienced harms and benefits of alcohol use
among 12 to 16-year-old adolescents in Finland
Hanna Lavikainen

H Lavikainen1*, A Rimpelä1, L Pere1, T Lintonen1,2

1Tampere School of Public Health, University of Tampere and
2Police College of Finland, Finland
*Contact details: hanna.lavikainen@uta.fi

Background
Although adolescent alcohol use is often considered a part of
normal maturation process, it is mostly known to be related to

diverse short- and long-term harms. Structured questions are
widely used when investigating harms and benefits of alcohol
use among both adult and older adolescent populations.
However, remarkably little is known about the harms and
benefits that under-aged youth themselves experience and how
they express this experience in words. Using open-ended
questions, this study aims to assess the nature of self--
experienced harms and benefits related to under-aged alcohol
use in Finland.
Methods
Cross-sectional survey data from adolescent health and lifestyle
survey (AHLS) conducted in Finland in 2001 was utilized.
Nationally representative samples comprised a total of 5542
Finnish adolescents, aged 12, 14 and 16, with the response rate
of 73%. Self-experienced harms and benefits of alcohol
drinking were elicited with open-ended questions.
Results
Our initial results show that under-aged adolescents in Finland
experience a remarkable variety of alcohol-related harms and
benefits. Physical reactions, such as hangover (38%) and
vomiting (31%) were the most often reported harms, while e.g.
problems with family (3%) and with friends (2%) were rare.
Having fun (58%) was the most often reported benefit of
alcohol drinking, followed by benefits described as ‘escape
from everyday stresses and worries’ and ‘stress relief’ (26%).
Among the 12-year-olds, alcohol related harms and benefits
were rarely reported.
Conclusions
Our findings suggest that, in particular, self-reported harms
related to alcohol use are substantially different from those in
other studies based on structured questions. Information on
self-experienced harms should therefore be considered valu-
able for effective alcohol education and alcohol-related policies
aimed at reducing under-aged alcohol use and related harms.

Sexual behaviour and alcohol intoxication among
male military conscripts in Finland, 1998–2005
Minna Nikula

M Nikula1*, M Gissler1, V Jormanainen2

1National Research and Development Centre for Welfare and
Health,STAKES, Helsinki and
2The Finnish Defence Forces, Helsinki, Finland
*Contact details: minna.nikula@stakes.fi

Background
Although the relationship of alcohol and sexual behaviour is
complex, several studies have demonstrated an association of
alcohol intoxication with risky sexual behaviour and sexually
transmitted diseases. Numerous studies on alcohol and
health have been conducted in Finland since the decrease in
alcohol taxes in 2004, followed by a rapid increase in alcohol
consumption and related deaths. The association of alcohol
with sexual risk behaviour has not been studied in large scale,
which is the focus of this study.
Methods
Approximately 80% of men participate in mandatory military
service in Finland. This representative survey sample included
10 446 sexually active conscripts aged 18–25 in 1998–2005,
with yearly response rate of 95%. Multiple regression analysis
was used to study the associations.
Results
The proportion of those who reported using alcohol at least
once a week did not change considerably overtime. When data
from 1998–2005 was merged, 52% reported having used
alcohol at least once a week. The frequent alcohol use was most
common among those with older age and lower education.
The analysis, controlling for background variables, revealed
that alcohol intoxication had a dose–response type relationship
with number of lifetime partners and condom use. Those who
reported using alcohol more than once a week vs. non use,
were more likely to have had four or more lifetime partners
and less likely to have used a condom in the past sex contact
(OR: 7.3, 95%CI: 4.63–11.55 and OR: 0.63, 95%CI: 0.44–0.96).
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The more frequent alcohol use was also strongly associated
with high risky behaviour (>2 partners past year and
non-condom use in the last sex contact) with OR: 9.5,
95%CI 3.43–26.35.
Conclusions
The results show an association between frequency of alcohol
intoxication and risky sexual behaviour, with non- and
moderate drinkers at lower risk than frequent drinkers. The
findings suggest multidisciplinary, targeted prevention
approaches.

‘Unplugged’, an effective school-based
prevention programme for tobacco, alcohol and
drugs: 1 year follow-up results from the EU-Dap
cluster randomized trial
Federica Vigna-Taglianti

F Vigna-Taglianti1*, R Siliquini2, MR Galanti3, L Cuomo1, K Bohrn4,
P Van der Kreeft5, G Wiborg6, L Fabiani8, L Varona9, G Burkhart10,
F Faggiano1,11 for the EU-Dap Study Group
1Piedmont Centre for Drug Addiction Epidemiology, Grugliasco (Torino),
Italy
2Public Health Department, University of Turin, Italy
3Stockholm Centre of Public Health and Department of Public Health
Sciences, Karolinska Institute, Sweden
4Institut fur Social und Gesundeits Psycologie, Wien, Austria
5De Sleutel, Gent, Belgium
6IFT, Nord Institute for Therapy and Health Research, Kiel, Germany
7Pyxida, Thessaloniki, Greece
8University of L’Aquila, Italy
9EDEX, Bilbao, Spain
10EMCDDA, European Monitoring Centre for Drugs and Drug Addiction,
Lisbon, Portugal and
11Avogadro University, Novara, Italy
*Contact details: federica.vignataglianti@oed.piemonte.it

Background
The empirical evidence of effectiveness of school-based
programmes against substance abuse is rather weak and most
high quality evaluation studies have been conducted in North
America. The EU-Dap study is a multicenter cluster rando-
mized trial funded by the European Commission in 2002 and
designed to conduct a rigorous evaluation of an innovative
school-based curriculum for the prevention of substance use in
European junior high schools.

Methods
The ‘Unplugged’ programme, based on a comprehensive social
influence approach and consisting of 12 one-hour sessions
delivered by class teachers, was implemented in seven
European countries during the 2004–2005 school year. One
hundred and forty-three schools (7th, 8th and 9th grade) were
randomized into three intervention arms (basic curriculum,
basic plus peer involvement and basic plus parent involve-
ment) and a usual curriculum control arm. A pre-test survey
was conducted before the implementation of the programme
(n= 7079), while two post-test surveys were conducted after-
wards, the first 3 months after the end of the programme
(n= 6370) and the second at 1 year follow-up (n= 5541).
Multilevel analysis was used to investigate the effectiveness of
the programme in preventing and reducing drug use at the
post-test and at 1 year follow-up.
Results
At the post-test, the programme was effective in reducing the
prevalence of use in the last 30 days for all the analysed
variables. The prevalence odds ratios of use were 0.70
(0.52–0.94) for daily smoking (>20 cigarettes in the last
30 days), 0.72 (0.58–0.90) for sporadic drunkenness (at least
once in the last 30 days), 0.69 (0.48–0.99) for regular
drunkenness (>3 times) and 0.77 (0.60–1.00) for sporadic
use of cannabis (at least once).
At 1 year follow-up, the effectiveness on cigarettes use was not
statistically significant anymore, while the effect on drunken-
ness episodes was maintained, with a prevalence odds ratio
of 0.80 (0.67–0.97) for sporadic drunkenness and of 0.62
(0.47–0.81) for regular drunkenness. The effect on cannabis
use was slightly significant, with a POR of 0.74 (0.53–1.01) for
regular use (>3 times in the last 30 days).
Conclusions
The EU-Dap project is the first large European evaluation of a
comprehensive drug prevention programme for adolescents.
At the post-test, it reduces of 25–30% the daily use of
cigarettes, sporadic and regular drunkenness and sporadic use
of cannabis. At 1 year follow-up, it reduces of 20% sporadic
drunkenness episodes and of 40% the regular ones and it
is likely to reduce of 25% regular use of cannabis. The
programme can therefore be recommended as an effective tool
to prevent drug use among adolescents.

5.7. Workshop: Healthy nutrition and the
educational environment

Chair: Christopher Birt*
Organiser: Christopher Birt, Central Liverpool PCT, Liverpool, UK
*Contact details: christopher.birt@heartofmersey.org.uk

Background
Across Europe there has been increasing interest in this subject
in recent years, especially owing to:
� a realization that, in an effort to save money, educational

authorities have been making increased use of cheap, high
fat, high calorie products of the food industry in schools,
etc., with adverse impact on the nutrition of children and
young people and

� increasing concern about the rising prevalence of over-
weight and obesity in children which are as high as 35%
in some parts of Europe.

Methods
The workshop will be planned so as to meet the following
objectives:
� to inform participants of the scope of nutritional concern

across the educational sector,
� to inform participants of epidemiological trends in young

people in relation to public health nutrition,

� to consider the nature of current nutritional problems in
young people,

� to inform participants of some current practices in three
EU member states,

� to enable wider discussion of the issues raised,
� to draw conclusions and to make recommendations.

Chris Birt, who will chair the workshop, will first discuss some
of the main matters of public health nutrition significance in
children and outline the scope of the educational environment,
considering different types of institutions, a wide spectrum
of age groups and the importance of whole institution
approaches (e.g. ‘healthy schools’). This will be followed by
reports of current work in Finland, Slovenia and UK (see the
four abstracts below).
Results
It is hoped that these presentations will lead to an informed
discussion among workshop participants of the issues.
Conclusions
A written report will be provided of the main points considered
and of any conclusions and recommendations agreed.
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Eating habits of Finnish school children
during school day
Susanna Raulio

S Raulio1, M Pietikäinen2, R Prättälä1
1National Public Health Institute (KTL), Helsinki, Finland
2National Research and Development Centre for Welfare and Health
(Stakes), Finland

Background
Finland provides a comprehensive, free school meals service, the
origins of which began in the early 1900s. The meal includes a
main course, fresh vegetables, bread and a drink (milk, water).
Methods
This study analysed data from the School Health Promotion
Study which involves anonymous classroom questionnaires
covering living conditions, school as working environment
and health-related behaviour among pupils. Around 90% of
municipalities participate in the study which is carried out
bi-annually by Stakes. Data for this study were taken from
the 2005 and 2006 surveys among 160 000 pupils aged
14–18 years.
Results
Almost all respondents ate the main course while 35% of
pupils ate the whole meal daily. Fresh vegetable consumption
was higher among girls (80%) than boys (60%), while milk
and sour milk consumption was higher among boys (70%)
than girls (approximately 50%). Eighty percent of pupils ate
bread daily. Non-consumption of school meals was
associated with higher snacking. Uptake of school meals was
associated with enjoying school and not being bullied.
Skipping breakfast, irregular eating patterns and lack of a
family evening meal were associated with alcohol use and
smoking among children.
Conclusions
Regular daily rhythm and common dinners within family at
weekdays is associated with better eating habits and other
health-related factors in Finnish school children.

Transforming school food, policy and practice
Sylvia Cheater

S Cheater
Public Health Government Office North West, England

Issue
In England, the quality, provenance and availability of school
food have not been a priority for over twenty years. The rise in
childhood obesity and high profile media coverage of school
lunches has contributed to the drive to improve school food.
The School Food Trust is a new and independent public body
supported by the Department of Education and Skills that is
key to driving forward improvement in schools (children aged
4–18 years).
Description
Working in conjunction with the National Healthy Schools
Programme (NHSP), the Trust leads the introduction of new
nutritional standards for school food and a raft of other
measures designed to have a serious impact on health, well-
being and behaviour. This will complement and contribute to
the healthy eating criteria required for schools to achieve
National Healthy School status.
There are twenty-two Local Healthy Schools Programmes in
the municipalities across North West England. In June 2006,
a needs assessment was undertaken with Local Programme
Co-ordinators to identify the help required by schools to
achieve the NHSP core Healthy Eating theme.
Lessons learned
Key themes emerged including practical concerns around
the level of knowledge of diet, nutrition and food safety
required by teaching staff; how to influence the contents
of packed lunches; and where to access information.

The North West School Food and Health Team has used the
resulting data to develop support for local programmes during
2006/7.
Conclusion
As implementation of the new nutritional standards rolls out
and achieving National Healthy School status becomes
mandatory, public health has an important role in supporting
schools.

Encouraging local procurement in schools
and kindergartens
Tatjana Buzeti

T Buzeti
Centre for Health and Development M. Sobota, Slovenia

Introduction
In Slovenia, schools and kindergartens are obliged to offer
meals to children during day care. Most of the schools have
kitchens and prepare meals for their pupils in-house,
although some outsource the service. In 2005, the Slovenian
parliament adopted a national food and nutrition policy for
the period 2005–10 which builds on three pillars: food safety,
well- balanced and protective nutrition and sustainable food
supply.
Methods
Children and young people are a key priority for the Pomurje
region’s intensified health promotion programme ‘Investment
for Health and Development in Pomurje—MURA’, which
was launched in 2001 to tackle the high levels of deprivation
and poor health. The introduction of nutrition standards for
children and adolescents in 2006 has led to the development
and testing of menu and quality standards for food
procurement. To support this process, the Institute of
Public Health Murska Sobota developed innovative inter-
active workshops together with the Secondary School for
Catering and Tourism to bring food a guide pyramid and
‘healthy dishes’ closer to children. This has included annual
training sessions for food organizers and cooks and onsite
support.
Results
The 38 primary schools and 31 kindergartens in Pomurje are
significant market for local food providers, especially small
scale ones. The green procurement guidelines and quality
standards have been exploited as a motivation tool to change
procurement practices in the institutions. Procurement
specialists have been supporting Pomurje schools to provide
seasonal menus and more fresh fruit and vegetables for the
13,000 children they serve.
Conclusion
An important lesson for transformation of school food
practices is that all layers have to be involved including the
principal, teachers, food organizers and cooks, children and
parents. Both health economic arguments have to be used and
clearly demonstrated.

Kindergarten food provision, policy and practice
across Cheshire and Merseyside
Modi Mwatsama

M Mwatsama1, C Birt1, R Ireland1, F Lloyd-Williams2, C Capewell2
1Heart of Mersey
2The University of Liverpool, UK

Issue
The poor quality of young children’s diets raises major
concerns about their current and future health, for example
45% of five-year olds in Cheshire and Merseyside have tooth
decay. In the UK there is little data and few interventions
on food provision in the kindergarten sector (children aged
2–4 years).

15th Annual EUPHA Meeting: Parallel Session 5, Friday 12 October, 16:00–17:30 103
D

ow
nloaded from

 https://academ
ic.oup.com

/eurpub/article/17/suppl_2/7/594785 by guest on 20 M
arch 2024



Description
A rapid assessment was undertaken in institutions across
Cheshire and Merseyside to inform interventions to improve
kindergarten food. Twenty-nine kindergarten settings were
visited and in-depth interviews were undertaken with a
representative from each kindergarten using a structured
questionnaire. Sample menus and food policies were collected
and analysed.
Lessons learned
Among the key findings:
� Half of the kindergartens had food policies but the

emphasis on nutrition and healthy eating was weak.
� Twenty-six of the 29 kindergartens provided fruit and

vegetables as snacks on a daily basis.
� Few catering staff were trained on healthy eating; only

6 out of 29 head cooks had received such training in
the last 12 months.

� There was lack of action to reduce excess saturated fat
intakes in children. Most kindergartens provided full fat
milk as a daily drink.

� A common barrier to providing healthier options was
the perception that children will not eat certain foods
e.g. oily fish.

� Less than half of the kindergartens had received external
advice or support with menu development in the past
year.

Conclusions
The findings were in agreement with the limited data on
kindergarten food provision in the UK. They are being used to
lobby for comprehensive national guidance which incorporates
nutrient and food-based standards. Local intervention projects
are also being developed.

5.8. Socio-economic inequalities 2

Intergenerational continuity in foetal growth rate:
effects of social characteristics and size at birth of
grandparents. Can continuity in size at birth con-
tribute to the reproduction of health inequalities
from one generation to another?
Ilona Koupil

J Kim1, B De Stavola1, DA Leon1, I Koupil2*
1Department of Epidemiology and Population Health, London School of
Hygiene and Tropical Medicine, University of London, London, UK
2Centre for Health Equity Studies (CHESS), Stockholm University/Karolinska
Institute, Stockholm, Sweden
*Contact details: ilona.koupil@chess.su.se

Background
Size at birth is a key indicator of the health of the newborn and
a predictor of mortality throughout the lifespan. While
associations of maternal and paternal size at birth with size
at birth of the offspring are well established, it is not known
whether such effects persist in subsequent generations. We
studied associations of size at birth in grandchildren and their
maternal and paternal grandparents.
Methods
A multigenerational database (UBCoS Multigen) was estab-
lished by combining data on a cohort of 14 193 males and
females born in Uppsala from 1915–29 with information on
descendants obtained through a linkage to routine data
registers. For each of the traced subjects, social and health
data is available from Censuses, Medical Birth Registry,
education and income registry and the Conscript registry.
Additional information collected manually on social and early
life characteristics is available for the original cohort born
1915–29 and their parents. Current analyses are restricted to
singletons and all results are adjusted for parity, sex and period
of birth. Robust confidence intervals are based on number of
parents. Mutually adjusted effects of size at birth of maternal
grandparents were studied in 1131 biological grandchildren
and of paternal grandparents in 1251 biological grandchildren,
respectively.
Results
Birth weight of grandchildren was associated with grand-
parental birth weight. In mutually adjusted analyses, birth
weight of grandchildren increased by 239 g (95%CI 152–327 g)
per 1 kg increase in maternal grandmother’s birth weight and
by 115 g (95%CI 27–202 g) per 1 kg increase in maternal
grandfather’s birth weight; adjusted for sex, parity and period
of birth. The associations were only partly mediated by
parental height and appeared to be a result of intergenerational
continuity in foetal growth rate rather than length of gestation.
Adjustments for social characteristics of parents and grand-
parents attenuated the strength of intergenerational associa-
tions in standardized birth weight.

Conclusions
Birth weight of grandchildren was associated with grand-
parental birth weight, independent of parental height or social
characteristics of the families, with a particularly strong effect of
size at birth of maternal grandmothers. As size at birth is known
to predict social career over the life course, it is plausible that
biological mechanisms of intergenerational continuity in size at
birth and growth contribute to the reproduction of health
inequality from one generation to another.

Development of Late Preterm infants at age 4
Sijmen A. Reijneveld

JM Kerstjens1, PR Butcher2, JL Molen van der2, B Poortland2, AF Bos1,
EMJ Vergert ten3, SA Reijneveld3*
1Paediatrics, University Medical Center Groningen, Groningen,
The Netherlands
2Developmental Neuropsychology, University of Groningen, Groningen,
The Netherlands
3Health Sciences, University Medical Center Groningen, Groningen,
The Netherlands
*Contact details: s.a.reijneveld@med.umcg.nl

Background
Survival of preterm born infants has increased considerably
during the last decades. Currently, this group constitutes a
substantial part of all births in most industrialized countries.
High Risk Preterm Infants (HRPI, <32 weeks gestation) have
an increased risk for developmental and behavioural disorders.
Less is known on development of Late Preterm Infants (LPI,
32–36 weeks gestation), although they greatly outnumber
HRPI and their share in all births is still increasing in many
countries.
The aim of this study was to investigate if late preterm infants
have a higher rate of neurodevelopmental delay compared to
children which are born at a normal gestational age and how
they compare to HRPI.
Methods
Parents of 719 LPI, 163 HRPI and 377 term infants born in 2002
completed the Ages and Stages Questionnaire (ASQ) when the
child was 43–51 months old as part of a large community-based
regional prospective cohort study, during a visit to a well-baby
clinic. The ASQ evaluates Communication, Gross Motor, Fine
Motor, Problem Solving and Personal–Social developmental
domains which parents can complete at home. The ASQ was
mailed to the parents before their routine visit to the well-baby
clinics. A test score less than the second percentile of the results
of the term infants was considered to be abnormal.
Results
Eight percent of the HRPI and 4% of the LPI had total ASQ
scores below the cutoff value, compared to 2% of the controls
(chi2 for trend P< 0.001). The LPI scored more frequently
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below the cutoff value than controls after controlling for SES,
on total score (odds ratio OR 1.94) and on all domains: Fine
Motor (OR 2.07), Personal–Social (OR 2.81) Problem Solving
(OR 1.95), Gross Motor (OR 1.36) and Communication
(OR 1.15). These differences reached statistical significance for
Fine Motor (P< 0.05), Personal–Social (P< 0.05) and showed
a trend for Problem Solving (P= 0.092).
Conclusions
The prevalence of developmental disorders between 43 and 51
months, as measured by the ASQ in LPI is twice as high as in
term infants and half as high as in HRPI. Domains most
effected are Fine Motor, Personal–Social and Problem Solving.
This combination may well affect school performance. The
ASQ may be a useful tool for well-baby clinics to identify
preterm infants at increased risk for developmental disorders
at an early age. This may enhance their chances in future, when
early intervention can be initialized.

Mortality Inequalities by Education among Children
and Young Adults in Finland 1990–2004
Hanna Remes

H Remes1*, P Martikainen2, T Valkonen1

1Department of Sociology, University of Helsinki, Population Research Unit
2University of Helsinki, Helsinki Collegium for Advanced Studies, Finland
*Contact details: hanna.remes@helsinki.fi

Background
Child and youth mortality has decreased consistently in
Finland, but comprehensive information on mortality differ-
entials among young age groups is currently only available
until year 1990. This study focuses on the emergence and
patterning of differentials by examining the presence and
strength of the effect of parental or own education on
mortality during different periods of childhood and young
adulthood. A further aim is to find out if the effect of
education on the risk of death has changed over time. The
mortality of children and young adults of 1–24 years of age will
be followed for a 15-year period from 1990 to 2004. Childhood
and young adulthood are the healthiest periods of life. Relative
differentials can nevertheless be substantial even if absolute
differences are likely to be modest when mortality level is low.
The number of potential life years lost is also greatest for
deaths occurring at the youngest ages.
Methods
Longitudinal individual-level data based on registers was used
in the study. The original data (a representative 11% sample of
the whole Finnish population with an over-sample of deaths
that amounts to 80% of all deaths for the period) was
restricted to young people of 1–24 years of age, who had been
born in Finland and lived in Finland at some point between
1990 and 2004. The baseline included all individuals within
the age frame at the end of 1989. During the follow-up
individuals entered analysis on the month of their first
birthday, moved correspondingly from one age category to
the next and were subsequently censored from the analysis at
the point of reaching the age outside the scope of interest or
at the end of the follow-up. Hazard ratios of mortality were
calculated using Cox regression models to estimate the effect of
parental or own education on the risk of death. Weighting was
used in the analyses to account for the unequal sampling
probability.
Results
During 1990–2004, children of 1–14 years of age whose parents
had a secondary education carried a 35% higher mortality risk
compared to children with highly educated (either or both)
parents and those with only basic parental education more
than 70%. Relative differentials were strongest in the early
childhood (1- to 4-year-olds): HR 1.49 (95%CI 1.25–1.77) for
secondary and HR 2.46 (95%CI 1.94–3.12) for basic parental
education. Among the 5- to 9-year-olds, the effect of parental
education was somewhat weaker and among the 10- to
14-year-olds, only slight differences could be found. At the age

group 15–19 years, the effect re-emerged especially among
males due to differentials in accidental and violent deaths.
Mortality differentials based on own education (completed
education or engagement in educational track) among young
adults (20- to 24-year-olds) of both sexes were substantial, the
group with only basic qualifications had multiplied hazard
ratios of death compared to those in higher education.
Conclusions
Despite the major decline in child and youth mortality, inequali-
ties in the risk of death still existed in Finland in 1990–2004. The
effect of parental or own education on mortality was present
among both sexes and in almost all periods of childhood and
young adulthood. However, the diminishing of differentials in
the age group 10–14 lends support to the hypothesis of relative
equalization in health during youth. The effect of education was
stronger in accidental and violent causes of death, but deaths
from diseases contributed significantly to differentials especially
in the early childhood and young adulthood. Preliminary results
indicate persistent mortality differentials in each of the three 5-
year periods of the 15-year follow-up.

The relationship between psychiatric caseness
as measured in a population health survey and
subsequent hospitalization for attempted suicide
and suicide in Scotland
Catherine Stewart

C Stewart1*, DM Titterington2, AH Leyland1

1MRC Social and Public Health Sciences Unit, Glasgow
2Department of Statistics, University of Glasgow
*Contact details: catherine-s@sphsu.mrs.ac.uk

Background
The General Health Questionnaire (GHQ) is a commonly used
self-administered questionnaire designed to detect possible
psychiatric morbidity. In its shortest version (GHQ-12) this
comprises 12 questions based on general levels of happiness,
anxiety and depression with scores ranging from 0 to 12. A
threshold score of 3 or 4 is usually recommended to define
those with potential psychiatric illness. We examine the
association between the GHQ-12 and hospitalization for
attempted suicide and death by suicide in Scotland controlling
for demographic, socioeconomic (e.g. access to car or van,
educational attainment, social class), psychosocial (GHQ12
and self-assessed general health) and lifestyle (e.g. smoking,
alcohol consumption) factors. This is possible through the
linkage of national survey data to hospital discharge and cause
of death registers.
Methods
The 1995 and 1998 Scottish Health Surveys were combined
and linked to all intentional self-harm hospital admissions and
deaths between 1981 and 2004 for 15 668 respondents aged
16–64 years. Since risk factors for first suicide attempt and
subsequent attempts may differ, analysis was restricted to those
without a hospitalization for attempted suicide prior to survey
interview. GHQ-12 score was categorized into four levels
corresponding to a score of 0, 1–2, 3–4 and 5–12. Multilevel
logistic regression was used to investigate the relationship
between GHQ-12 score and the probability of hospitalization
for first attempted suicide or death by suicide following
Scottish Health Survey interview, for those with no previous
attempt, while controlling for significant individual- and area-
level risk factors. Due to the strong relationship between
GHQ-12 score and self-assessed health in predicting mental
health outcomes, models were fitted both including and
excluding self-assessed health.
Results
A total of 15 296 respondents within 624 areas had no
hospitalization for attempted suicide prior to survey interview.
Of these, 133 (0.9%) experienced either a hospitalization for a
first suicide attempt or death by suicide following interview.
There was a significant increasing trend in the odds of response
across categories of the GHQ-12 score; odds ratio (OR) was
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1.16 (0.72–1.88) for a score of 1–2, 1.41 (0.76–2.64) for a score
of 3–4, and 2.93 (1.94–4.45) for a score of 5–12. After
adjustment for all significant individual-level risk factors
excluding self-assessed health, the increasing trend in the
odds of response across GHQ-12 score remained significant;
OR was 1.12 (0.67–1.85) for a score of 1–2, 1.11 (0.57–2.16)
for a score of 3–4 and 2.17 (1.38–3.42) for a score of 5–12.
However, when self-assessed health was added to the model,
the effect of GHQ-12 score on the response became non-
significant; OR was 1.00 (0.60–1.67) for a score of 1-2, 0.92
(0.47–1.81) for a score of 3–4 and 1.58 (0.98–2.55) for a score
of 5–12. A total of 6.3% of the variation in the response was
attributable to the area level after adjustment for the individual
factors including self-assessed health. Neither of the area
factors considered (deprivation and urban/rural) was asso-
ciated with the outcome.
Conclusions
Suicide is a leading cause of death among young men and
women in Scotland. The trend relationship between increasing
GHQ-12 scores and the probability of hospitalization for first
attempted suicide or death by suicide remains after adjustment
for a range of demographic, socioeconomic and lifestyle factors.
That is to say, psychiatric morbidity and socioeconomic
circumstances are independently related to subsequent suicidal
behaviour. The more general measure of self-assessed general
health is strongly related to suicide and attempted suicide and
attenuates the effect of the GHQ-12. However, the social
patterning of suicidal behaviour remains after adjustment for
both general health and psychiatric morbidity.

Prevalence and determinants of prehypertension
among different ethnic groups in Amsterdam,
The Netherlands — The SUNSET study
Charles Agyemang

C Agyemang*, IG van Valkengoed, BJ van den Born, K Stronks
Academic Medical Centre, University of Amsterdam, Amsterdam,
The Netherlands
*Contact details: c.o.agyemang@amc.uva.nl

Background
Hypertension is a major public health burden and the rates are
even higher among some ethnic groups, especially African
descent populations in the West. In 2003, the Seventh Report
of the Joint National Committee on Prevention, Detection,
Evaluation and Treatment of High Blood Pressure (JNC 7)
defined another blood pressure (BP) category ‘prehypertension’
as systolic BP of 120–139 mmHg and/or diastolic BP of 80–
89 mmHg in adults aged �18 years. The motivation for
redefining this prehypertension category was to emphazise the
excess risk associated with BP in this range and to focus
increased clinical and public health attention on prevention.
Despite the importance of this new category, very little is known
about ethnic differences. The aim of this study was to assess
ethnic differences and to determine factors associated with
prehypertension among White-Dutch, African-Surinamese and
Hindustani-Surinamese in Amsterdam, The Netherlands.
Methods
The study included a random sample of 1432 adults aged
35–60 years. Of these, 508 were White-Dutch, 591 were
African-Surinamese and 333 were Hindustani-Surinamese.
Chi-square tests were used to assess differences in categorical
variables. Multivariate logistic regression analyses were used to
assess ethnic differences and to identify independent factors
associated with prehypertension in each ethnic group.
Results
The overall prevalence of prehypertension was 32.8% (men
37.9% and women 29.9%). The prevalence of prehypertension
did not differ between the ethnic groups in men. However,
African-Surinamese and Hindustani women had a higher pre-
valence of prehypertension than White-Dutch women. In multi-
variate logistics regression analysis, the odds ratios (95%CI)
for being prehypertensive were 2.25 (1.38–3.67; P< 0.001) for
African-Surinamese and 2.06 (1.18–3.60; P< 0.01) for

Hindustanis compared to White-Dutch women. Multivariate
logistics regression analysis showed that BMI was strongly
associated with prehypertension in both men and women. Total
cholesterol was positively, while increased physical activity was
negatively, associated with prehypertension in women. The
independent factors associated with prehypertension vary by
ethnic group. In men, BMI was associated with prehypertension
in White-Dutch, total cholesterol and low education in African-
Surinamese and fasting glucose in Hindustanis. In women, total
cholesterol was associated with prehypertension in African-
Surinamese and BMI in Hindustanis.
Conclusions
Prehypertension is common in minority women. As a large
proportion of people with prehypertension progress to clinical
hypertension and subsequently cardiovascular disease, target-
ing these people early with lifestyle modification interventions
aimed at weight loss, increasing physical activity and healthy
dietary habits may provide important long-term benefits. The
results indicate that the primary focus of such lifestyle
interventions should vary between ethnic groups.

Social inequalities in stage at diagnosis in rectum
cancer but not in colon cancer
Birgitte Lidegaard Frederiksen

BL Frederiksen1*, M Osler2, H Harling3, TL Jørgensen1

1Research Centre for Prevention and Health, Glostrup University Hospital
2Syddansk Universitet, Odense
3Bispebjerg University Hospital, Copenhagen, Denmark
*Contact details: BirFre02@glostruphosp.kbhamt.dk

Background
Social inequality in mortality from colorectal cancer has been
documented in several Western countries. As stage is a major
determinant of long-term mortality from colorectal cancer,
investigation of the association between socioeconomic status
(SES) and stage of disease at diagnosis is of great interest.
The database of the Danish Colorectal Cancer Group (DCCG)
in a combination with individual data on SES from Statistics
Denmark give a unique opportunity to study this association.
Methods
A total of 15 144 colorectal cancer patients diagnosed with a
first time adenocarcinoma, were classified according to Dukes
classification in the two periods 1996–99 and 2001–04.
Individual data on income, education, employment, housing
status and cohabitation status was obtained for all patients
from Statistics Denmark. The effect of these SES parameters on
the risk of being diagnosed with distant metastasis was
analysed using logistic regression models. Analysis of rectum
and colon were performed separately and, due to statistical
interactions, also stratified by age at 65 years.
Results
A social gradient in stage at diagnosis was seen in rectal cancer,
but not in colon cancer patients. A reduction in the risk of being
diagnosed with distant metastasis in those with the highest level
of income vs. the lowest level of income (OR = 0.61 (95%CI =
0.48–0.78)), an increased risk of being diagnosed with distant
metastasis in patients living alone vs. living with a partner
(OR=1.31 (95%CI = 1.11–1.53)) and in patients living in rental
housing vs. owner-occupied housing (OR = 1.24 (95%CI =
1.07–1.44)) was found in rectal cancer patients aged 65 and
older. In rectal cancer patients below the age of 65 an
educational gradient in risk was seen, with an OR of 0.66
(95%CI = 0.47–0.94) in persons with a higher education vs.
persons with only obligatory education. No social gradient in
the risk of being diagnosed with distant metastasis was found
among colon cancer patients. Women had a decreased risk of
being diagnosed with distant metastasis as compared to men.
Conclusions
There are socioeconomic inequalities in the risk of being
diagnosed with distant metastasis of a rectal cancer, but not a
colonic cancer. The social gradients are strongest among rectal
cancer patients aged 65 or older. Furthermore, men are at
higher risk than women.
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5.9. European comparison

Incomes of general practitioners 1975-2000; a study in
eight European countries
Madelon Kroneman

M Kroneman1*, J Van der Zee1, W Groot2
1NIVEL, Netherlands Institute of Health Services Research, Utrecht
2Department of Health Organization, Policy and Economics, University of
Maastricht, Maastricht, The Netherlands
*Contact details: m.kroneman@nivel.nl

Background
This study aims to gain insight in the development in GP
income over time and internationally in a comparable way. The
study is an extension of the work of Delnoij, who studied the
time period 1970–90 in five-year intervals. We added the time
period 1995–2005. The research questions that will be answered
in this paper are: (1) How is the development in GP income over
time in several European countries? (2) To what extent do
remuneration system, supply of GPs and gate-keeping con-
tribute to the income situation of GPs? and (3) Can differences
in GP income be explained by differences in workload?
Methods
We collected data for Belgium, Denmark, Germany, France,
The Netherlands, Sweden and the UK. The information on
the remuneration situation of GPs, we first consulted exist-
ing written sources (e.g. the European Observatory on Health
Care Systems) and websites. When the data were either not
available or language problems prevented interpretation, we
consulted country experts, which we sent a tailor-made ques-
tionnaire. The data for the years 1995 and 2000 were collected
in 2004–05. The data for 2005 in 2006–07.
Results
The ranking of the countries in the period 1970–90 was
relatively constant, with The Netherlands and Germany in a
top position and Belgium, Finland and Sweden at the bottom
end. In the period 1995–2005, the situation changed
significantly: Denmark and the UK moved to the top end
and the relative difference between the top end and bottom
end (Belgium) increased largely. Practice costs (in 2000) vary
from 29% to 65% of the gross income. In Belgium and The
Netherlands, the largest share is found, in UK the lowest. In
absolute terms (pppUS$), Germany and The Netherlands have
the highest practice costs, Belgium, France and UK the lowest.
The market position of GPs (independent or in salaried
services; gate-keeper or equal accessible compared with
medical specialists) did not influence on the financial position
of the GPs in the countries in this study. The density of GPs
had no relationship with income per year or per patient.
However, in countries with relative large numbers of GPs, the
income per hour was lower. (Results are preliminary).
Conclusions
Substantial differences in income of GPs exist among the
countries included in this study. An important finding is
that relating income to workload will result in another ranking
of countries compared to yearly income. The health care
system characteristics in this study: remuneration system and
gate-keeping versus direct access to medical specialists
appeared to have no influence on the income of GPs. The
larger the supply of GPs in a country, the lower the income
per hour: GPs have to work more hours when there are less
patients per GP available to obtain a comparable level of
yearly income.

Invasive cardiovascular procedures in seven European
countries: an eight years trend analysis (1996–2003)
Modesta Visca

G Damiani1*, S Rinaldi1, R Facco1, M Visca1, A Venditti1, A Burgio2,
W Ricciardi1
1Department of Public Health, Università Cattolica Sacro Cuore, Rome, Italy
2ISTAT, Rome, Italy
*Contact details: modestavisca@libero.it

Background
Cardiovascular diseases cause 12 million deaths per year
worldwide and account for more than half of all deaths in
Europe of people over 65. Coronary Artery Bypass Grafting
(CABG) and Percutaneous Transluminal Coronary
Angioplasty (PTCA) are the main invasive treatments for
coronary disease and their effectiveness and appropriateness
have been widely documented in scientific literature. Also
other clinical, epidemiological and technological factors may
affect the diffusion of these interventions. The aim of this study
is to analyse the uptake of CABG and PTCA in seven different
European countries.
Methods
An observational study was carried out on national adminis-
trative data (1996–2003), drawn from the Organization for
Economic Co-operation and Development (OECD) – Health
Data. Trends in CABG and PTCA were compared among
Denmark, Finland, Germany, Portugal, United Kingdom, Italy
and the Netherlands during the period 1996–2003. Procedure
rates were referred to 100 000 total population. The data were
analysed by performing descriptive and inferential statistics,
tested by the chi-square test. The significance level a= 0.05 was
chosen.
Results
In Denmark, Germany, Portugal, United Kingdom and Italy
increasing rates were reported in both procedures. The CABG
ranged from 1.07 times in Portugal to 1.37 in Italy; the PTCA
increased from 1.76 times in Germany to 3.61 in Denmark.
However since 2002 in all these countries a significant decrease
was shown for CABG. In Finland and the Netherlands the
CABG procedure rate decreased respectively from 80.80 to
76.30 and from 68.50 to 52.80. On the contrary the PTCA
trend rose 1.46 and 1.69 times in the Netherlands and Finland,
respectively.
Conclusions
These results highlight the evidence of the increased uptake
in PTCA vs CABG even with differences in speed among
the different Countries. This is in line with the development
of non-invasive procedures, improvement in cardiologist
skills and a growing attention to earlier cardiovascular
treatment.

Availability and comparability of information for
European Community Health Indicators
Ari-Pekka Sihvonen

AP Sihvonen1*, A Tuomi-Nikula1, J Thelen2, E Scafato3, K Hakulinen1,
P Koponen1, S Koskinen1, A Aromaa1
1National Public Health Institute, Dept. of Health and Functional Capacity,
Helsinki, Finland
2Robert Koch Institut, Dept. of Epidemiology and Health Reporting, Berlin,
Germany
3Istituto Superiore Di Sanita, Rome, Italy
*Contact details: ari-pekka.sihvonen@ktl.fi

Background
The aims of the project European Community Health
Indicators and Monitoring (ECHIM, www.echim.org) are to
develop and implement health indicators and to develop
health monitoring in the EU. ECHIM also promotes gathering
of comparable data, quality, information dissemination and
reporting and it improves and maintains the International
health indicators database (ICHI). Previously, ECHI projects
have proposed a shortlist of 82 indicators as a common
structure for health information in the EU.
This study was carried out as part of the ECHIM project in
order to
(1) assess the availability and comparability of the 82 ECHI
indicators and data for them and
(2) identify obstacles to implementation of indicators in all
27 Member States (MSs).
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Methods
The most important international databases for health
indicators (Eurostat, WHO Health For All, OECD Health
Data) were examined to assess the current situation of
definitions, availability, comparability and use of ECHI
indicators.
A questionnaire survey (ECHIM Survey) among the partners
in 32 European countries was conducted. It addressed the
availability and quality of the sources of data for health
indicators, asked for suggestions on how to implement
indicators and improve their quality and data sources for
those indicators not available or not comparable in interna-
tional data sources.
Also face to face interviews with the country representatives
were organized to address the country specific issues that
needed further clarification and to outline country specific
strategies for the implementation of the ECHI indicators.
Results
Country and indicator specific overviews of current availability
of the ECHI indicators were compiled.
The availability and validity of the data varied from one
indicator to another and also from country to country.
For most of the countries, half of the indicators (40) were
available in the international databases and half were missing.
However, there still were problems with comparability for
some indicators. Also, regional data was not available in these
international databases.
Survey data poses the biggest challenge for European wide
harmonised data and indicators at the moment. The develop-
ment and use of EHIS (European Health Interview Survey) as a
standard instrument for health interview surveys in Europe, is
expected to provide data for some of the ECHI indicators that
are currently not comparable or not available.
The key issues were discussed with representatives from each
country, including which new data sources in each country
could be utilized now and in the near future. In these
discussions also the implementation strategy of the ECHI
indicators for each county was outlined.
Conclusions
Rather complete information on the elements of the health
information systems, data sources and health indicators in
each EU Member State has been obtained. The guidelines
are also a starting point for the MSs to consider how to close
the gaps and implement indicators. It is expected that as
the result of ECHIM project, relevant, valid and comparable
health data will be available in most of the European Union
countries. However, to fully implement all shortlist indi-
cators in all countries is a decade-long project. Therefore, the
present goal is to establish and maintain implementation
processes.

The effectiveness of organ donor policies in
10 European countries: a widening gap?
Remco Coppen

R Coppen1*, RD Friele1, GA Blok2, MC Smit1, JKM Gevers3
1NIVEL, Netherlands Institute of Health Services Research, Utrecht
2University Maastricht, Education Development & Research, Maastricht
3Academic Medical Center of the University of Amsterdam, Social Medicine,
Amsterdam, The Netherlands
*Contact details: r.coppen@nivel.nl

Background
Each country has a shortage of organ donors. Therefore,
countries develop policies to support the efficient use of
potential donors. Nonetheless, there is a large variety in the
numbers of organ donors amongst different European
countries. This presumes there are differences between
countries regarding the effectiveness of their policies.
However, whether an organ donor policy is effective or not
does not only depend on the difference of donation rates per
million people (pmp.) in a certain year, but also depends on

the differences in numbers of potential donors and whether
the policy causes a structural increase of the donation rates
over a long period of time, taking into account the number of
potential donors. For that reason this study uses the crude
donor efficiency rate to give insight in the effectiveness
of donation policies of 10 European countries in the period
1995–2005.
Methods
We studied the effects of donation policies on the efficient use
of potential donors in 10 European countries from 1995 to
2000. Most of the organ donors have died from a cerebral
vascular accident (CVA) or (traffic) accident. That is why these
categories were considered relevant for organ donation and
were considered as a good proxy for potential donors in this
international comparison. The mortality rates ( < 65 years) for
CVA and (traffic) accident were retrieved from the WHO
Health For All Database. The national transplant centres
provided the donation rates. On the basis of the mortality rates
pmp and the donation rates pmp the crude donor efficiency
rate was calculated. This rate represents the number of
donations taking into account the limited number of people
dying in a relevant mortality category. As this rate corrects for
differences in relevant mortality between countries it is
considered as the best measure for international comparison
of the effectiveness of donor policies.
Results
The donor efficiency rate shows a steady increasing trend over
the period 1995–2005 for some countries (e.g. Spain, Italy,
France, Austria, Germany), while other countries (e.g.
Switzerland, the Netherlands, Sweden, The United Kingdom)
show a more fluctuating trend. Because of this difference
between countries over a period of time the variance of the
donor efficiency in 1995 and 2000 between countries is smaller
than in 2005.
Conclusions
This suggests that in some countries the organ donation
policy was more effective during 1995–2005 than in others and
that the gap between efficient and less efficient countries
is widening.

East and west: challenges for integrating
communicable disease surveillance across Europe
Graham Fraser

G Fraser
Health Protection Agency, England
Contact details: graham.fraser@hpa.org.uk

Issue
Ten countries in the expanded Union have communicable
disease surveillance systems with a shared legacy from the
former Soviet Union; further are expected to follow.
Systematic differences in approach may present a challenge
for integration of surveillance information across Europe.
Description
Surveillance system structures for the accession countries of
2004 and 2006 were reviewed, including appraisal of apparent
strengths and weaknesses and typical outputs. Potential issues
relating to integration of these systems into Europe wide
surveillance were identified.
Lessons
Surveillance systems of these countries shared particular
strengths including readily understandable systems with good
national coverage, generally high physician compliance with
reporting, systematic attempts at laboratory confirmation and
integration of physician and laboratory reports at district level.
System limitations vary somewhat by country but include
underdeveloped system guidelines and priorities; pressures on
laboratory infrastructure and probable deficits in surveillance
coverage in vulnerable groups, leading to likely gaps in
surveillance of particular diseases; lack of integration of TB
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and STI/HIV surveillance; insufficient computerization at local
level; developments needed in data protection legislation and
culture. National level analysis and feedback is limited in some
countries; most have a shortage of internationally trained
epidemiologists.
Conclusions
Recently acceded countries bring a common legacy including
systematic strengths which offer lessons to the previous 15.
System approaches to unconfirmed cases, laboratory systems
under pressure and sociocultural issues may lead to selective
deficits in reporting which pose challenges for interpretation
and integration of surveillance information.

European network for gastric cancer
Giovanni de Manzoni

G de Manzon1*, Stein2, Gilly3, Keller4, Arcangeli5, Leja6
1Verona University, Italy
2Salzburg University, Austria
3Lyon University, France
4Munich Technical University, Germany
5Florence University, Italy
6Riga University, Latvia And with the collaboration of Kaunas University,
Lithuania, Kracovia University, Poland, Porto University, Portugal, Erasmus
Medical Center The Netherlands, London Royal Marsden Hospital, UK,
Mumbay Tata Memorial Cancer Centre India, Tokyo National Cancer Centre
Japan, Seoul University Korea
*Contact details: giovanni.demanzoni@univr.it

Background
Gastric cancer is a malignant tumour arising from the lining
of the stomach. The peak incidence is in the Far East,
Middle East and South America. In 2000 there were 192 000
new cases with 158,000 deaths. The annual age-standardized
incidence rate is higher in eastern and southern Europe than
in northern and western Europe. Despite advances in
treatment, the overall outcome for patients in Europe has
remained poor. The 5 year survival is 23%. The best results of
treatment occur in Japan due to a comprehensive approach
of public education, early diagnosis, standardized treatments
and meticulous assessment of treatment outcome. In order to
replicate the Japanese experience, a group of leading European
medical and scientific specialists have resolved to develop a
similar coordinated approach. A European Network has been
proposed comprising specialists from 11 EU states to bring
together their combined expertise and research programmes in
order to achieve advances by working collaboratively.
Methods
There are five working groups to develop. Early Diagnosis:
development of a training atlas of endoscopic images and
resection techniques; evaluation of the role of chromoendo-
scopy in early diagnosis and of new endoscopy techniques.
Translational Research: establish quality assurance methods
and guidelines for pre-analytical procedures; role of biomar-
kers; development and validation of new biomarkers using
genomic and proteomic technology. Clinical trials: surgery;

adjuvant and neoadjuvant treatments-systemic chemotherapy,
regional radiotherapy and intraperitoneal chemotherapy;
quality of Life. Standardization of data: development of an
agreed common dataset and database which can be used
across Europe; creation of European guidelines for diagnosis,
staging and treatment of gastric cancer. Education and
training: setting of standards of educational achievement;
development of opportunities for training clinicians and
scientists in differing aspects of gastric cancer; creation of
research fellowships.
Results
Research
� Portfolio of clinical trials is developed (Document)
� Translational Research programme is developed

(Document)
� Information System for management of clinical and

translational research data is established (Software)
� Consensus on Common Standards Document outlining

protocols for the diagnosis, management and treatment of
gastric cancer (Document)

� International Conference where set of standards is
endorsed (Conference)

� Establish a system of clinical data recording (Software)
Education and Training Programme Education and
Training programme within training schools (Document)

� Formal links between Institutions for training/exchange
programmes and short term scientific missions
(Memorandum of Understanding)

� System for sponsorship of training opportunities
(Scholarship Programme)

� Network Formal Network Established (Statute)
� Infrastructure to provide administrative support

(Secretariat)
� Procedures for functioning of network (Board,

Chairperson, Website etc.).
Conclusions
The development of a consensus on the standard approach
to the treatment of gastric cancer will allow comparative
audit across the Network. Treatment results should become
equivalent across Europe without the current variability and
should also begin to be comparable with Japan. The Network
will promote collaboration between centres evaluating novel
endoscopy techniques for early diagnosis and treatment,
assessing minimally invasive surgery and establishing the
most appropriate surgery for oesophagi-gastric junctional
cancers. The rate of recruitment to clinical trials will be
increased. A high quality clinical Network will be a basis to
develop translational research methodologies to improve
understanding of the natural history of gastric cancer and to
use the findings of research to improve prognosis. Better
understanding of the use of different therapeutic options based
on collaborative clinical and scientific study will enhance the
development of individualized treatment strategies.

5.10. Ethnic Minorities and Health Care Use

Health behaviour among non-western immigrants
with Danish citizenship
Anne Rytter Hansen

AR Hansen, O Ekholm*, M Kjøller
National Institute of Public Health, Copenhagen, Denmark
*Contact details: aha@niph.dk

Background
Immigrants are becoming a still larger part of the Danish
population and health promotion workers are looking for
knowledge on health behaviour among especially non-western
immigrants in order to target health promotion efforts.

Scandinavian studies are few but have shown differences in
health behaviour between immigrant groups and the majority
population, while few studies have focused on health
behaviour among immigrant groups in Denmark.We compare
belief in own effort to stay healthy, health behaviour and BMI
among non-western immigrants with Danish citizenship and
citizens with Danish background.
Methods
Based on the National Health Interview Survey 2005, logistic
regression analyses were used to examine differences in belief
in own effort to stay healthy, in health behaviour and in BMI
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between 136 non-western immigrants with Danish citizenship
and 9.901 citizens with Danish background in the age-group
25–64 years.
Results
Non-western immigrants had lower odds for reporting that
own effort is very important to maintain good health (Odds
Ratio (OR): 0.45, 95%CI: 0.32–0.62) and for reporting
consuming more alcohol on a weekly basis than recommended
by the Danish National Board of Health (Odds Ratio (OR):
0.21, 95%CI: 0.09–0.51). The odds was higher for non-western
immigrants than citizens with Danish background for report-
ing sedentary spare time activities (Odds Ratio (OR): 2.96,
95%CI: 1.96–4.17), daily consumption of boiled vegetables
(Odds Ratio (OR): 2.50, 95%CI: 1.77–3.53) and daily
consumption of salad/raw vegetables (Odds Ratio (OR):
2.84, 95%CI: 2.02–3.99). We found no differences in daily
smoking, daily fruit consumption, BMI 325 or BMI 3330.
Conclusions
The non-western immigrants are healthier in terms of alcohol
and vegetable consumption and unhealthier with regard to
leisure-time physical activity. The non-western immigrants
are less likely to report that their own effort is important in
maintaining good health.

Ethnic minorities in Denmark—health and health
services use
Nana Folmann

Nana Folmann
Research Centre for Prevention and Health, Glostrup, Denmark
Contact details: nabf@glo.region.dk

Background
The migration of new population groups into Europe has
identified new challenges in the health care system. So far,
studies regarding disease patterns and the use of health services
among ethnic minority groups in European countries are a
neglected research area. Thus, in order to reinforce health
planning and the development of preventive measures for the
future, it is necessary to obtain a comprehensive knowledge
about the health of ethnic minorities. The objective of this
study is to compare hospital and GP contacts among Danes
and nine large ethnic minority groups living in Denmark. The
minority groups are of Turkish, Yugoslavian, Pakistani,
Iranian, Iraqi, Lebanese, Somali, Moroccan and Vietnamese
origin.
Methods
By using a cross-sectional design, we examined the relationship
between ethnicity and GP contacts, overall hospital contacts
and hospital contacts related to specific diagnoses in the period
2000–2001. The individuals were drawn from the Civil
Registration System and included Danes > 15 years (born in
Denmark having Danish citizenship), who lived in two specific
regions on 1 January, 2001 (2.418.656). The ethnic minority
groups consisted of immigrants and their adult children. Data
on contacts to GP were obtained through linkage to the
National Health Services Register, while data on hospital
services were obtained through linkage to the National Patient
Registry. Data on ethnicity and migration history (migration
in and out of Denmark) were obtained from the Register for
Population Statistics. ‘Poisson’ regression models were used
for analyzing hospital contacts. The analyses were adjusted for
age and migration history. The analyses have been performed
on men and women separately.
Results
This study has demonstrated that ethnic minority groups in
Denmark, with the exception of Vietnamese people, have a
significantly higher frequency of overall hospital contacts
compared to Danes. The association is strongest among men
and women from Somalia (men, rate ratio 1.70; 95%CI
1.66–1.75, women, rate ratio 2.39; 95%CI 2.35–2.43).
Furthermore, ethnic minority groups, with the exception of

Vietnamese people, also have a significantly higher frequency
of overall contacts to GP. The association is strongest among
men and women from Lebanon (men, rate ratio 1.75; 95%CI
1.73–1.76 and women, rate ratio 1.55; 95%CI 1.54–1.56).
In relation to specific chronic diseases, the results are much
more fragmented. Ethnic minorities have a higher frequency
of contacts related to lifestyle diseases that develop early in
life (type 2 diabetes, skeletal muscle disease, asthma), while
contacts related to life style diseases that develop later in life
(cardiac heart disease, osteoporosis, preventive cancer) appear
to be more common among Danes. Compared to Danes,
Pakistanis have a significantly higher frequency of contacts
related to type 2 diabetes, cardiac heart disease and chronically
pulmonary disease, whereas Vietnamese people in general have
fewer contacts related to these diseases.
Conclusions
This study has demonstrated that most ethnic minorities
have a higher frequency of contacts to the health care system
compared to Danes. Nevertheless, the minority groups differ
among themselves in relation to health services use. One
has to consider that ethnic minorities differ in history, genetics,
socio-economy, life style and perception of disease. Therefore
it is crucial in both research and health planning to take into
consideration that each minority group is unique and that
ethnic minorities should not be generalized into one group.

Evidence from England on ethnic access to primary
and secondary healthcare services
Paola Primatesta

J Nazroo1*, P Primatesta2, E Falaschetti2, M Pierce2
1Sociology, School of Social Sciences, University of Manchester, UK
2Department of Epidemiology and Public Health, UCL, London, UK
*Contact details: p.primatesta@ucl.ac.uk

Background
Ethnic inequalities in access to and quality of healthcare have
been repeatedly documented in countries like the US, partly
due to differences in insurance status and coverage. In
England, a country with a publicly funded universal National
Health Service, such inequalities are expected to be small.
Methods
Data from successive sweeps (1998–2004) of a random,
population-based, nationally representative survey—the
Health Survey for England, covering Caribbean, Indian,
Pakistani, Bangladeshi, Chinese, Irish and white English
people were analysed. Outcome measures include utilization
of primary and secondary healthcare services (including dental
services) and clinical outcomes of care for three conditions
whose treatment is largely provided in primary care—hyperten-
sion, hypercholesterolemia and diabetes. Multivariate analyses
(logistic and multinomial regression) were used to examine
ethnic differences adjusting for age, gender and health profiles.
Results
Small disparities in access to secondary care services (most
notable for hospital out- and day-patient services) and marked
disparities in access to dental services were detected, with fully
adjusted odds ratio (OR) for visiting a dentist at least
occasionally varying between 0.20 to 0.84 compared with
white. However there were no disparities in access to primary
care services even after adjusting for self-reported morbidity,
with greater utilization by Caribbean (OR 1.18; 95%CI
1.00–1.41), Indian (1.29; 1.07–1.54), Pakistani (1.32;
1.10–1.58) and Bangladeshi (1.35; 1.10–1.65). Similarly, there
was no evidence of ethnic disparities in levels of detection,
treatment and control for hypertension, hypercholesterolemia
and diabetes.
Conclusions
This study indicates that the provision of a publicly funded
universal access health service, such as the National Health
Service in England, minimizes ethnic/racial disparities in
healthcare.
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Migrants use of mental health care: a population
based study
Gerrit Koopmans

G Koopmans*, M Foets
Erasmus MC, University Medical Center, institute of Health Policy and
Management, Rotterdam, The Netherlands
*Contact details: g.koopmans@bmg.eur.nl

Background
Until recently, the use of mental health care services by ethnic
minority groups was well below the level of Dutch citizens.
Lately, however, ethnic utilization has increased. It is, however,
unclear whether the current utilization level is in accordance
with the need for mental health care and, in particular,
whether access has improved in general or just for specific
subgroups, e.g. younger migrants. Aim of our study is to
investigate whether ethnic related differences in utilization still
exist, taking need into account.
Methods
Data were used from the second Dutch National Survey of
General Practice. From the 104 participating practices, a
random sample from the practice population was drawn
adding to 10 923 of the indigenous population. An additional
random sample was drawn (N= 1339) from the four largest
migrant groups in the Netherlands, i.e. originating from
Surinam, the Dutch Antilles, Morocco and Turkey, the latter
two in their native language.The survey contained questions on
mental health care utilization, as well as on three variables
indicating need (vitality/positive mental health, emotional
problems, anxiety/depression combined) and for independent
covariates and possible confounding/interacting variables
(e.g. somatic morbidity).
Results
About 5% of the indigenous population reported mental
health care service use in the past 12 months. That percentage
was higher for all migrants groups, ranging from 6.3% for
Moroccans to 8.7% for Turks. Among the indigenous
population about 7% of the younger and middle age groups
reported mental health care service use, whereas among the
elderly only 2.4% reported such use. This age related pattern of
utilization was similar for all migrants groups. All three
indicators of need for care, as well as age predicted utilization.
The additional role of ethnicity was limited to the two non-
Dutch speaking groups: the Odds Ratios for Moroccans and
Turks were 0.46 and 0.56 respectively.
Conclusions
Utilization of mental health care varies with the expressed need
in all ethnic groups, with an independent reducing role for
being old. In non-Dutch speaking migrant groups the
ulitization level is about half the level of all other groups,
suggesting a substantial gap still exists here.

Perceived met and unmet need for mental health care
across ethnic groups
Thijs Fassaert

T Fassaert1*, MAS de Wit1, WC Tuinebreijer2, AP Verhoeff1,3,
ATF Beekman4,5, J Dekker4,6
1Department of Epidemiology, Documentation and Health Promotion,
Municipal Health Service, Amsterdam
2Department of Public Mental Health, Municipal Health Service, Amsterdam
3Department of Sociology and Anthropology, University of Amsterdam,
Amsterdam
4Department of Psychiatry, VU University
5Buitenamstel Mental Health Organization, Amsterdam
6Department of Research and Development, Mentrum Mental health
Organization, Amsterdam, The Netherlands
*Contact details: tfassaert@ggd.amsterdam.nl

Background
Equal access to mental health care for migrants is highly valued
and can be defined as care delivery in accordance with mental
health need. Prevalence of mental disorders is an often used
but raw indicator of mental health care need. Whether a

prevalent health problem is perceived and recognized even-
tually determines whether a need develops into actual care.
As a key variable in the help-seeking process, perceived need
should be assessed in addition to prevalence of mental
disorders. While there is ample evidence for ethnic diversity
in the prevalence of mental disorders, few studies have focused
on ethnic differences in perceived need for mental health care.
The present study therefore addresses the complex relationship
between ethnicity, normative need (prevalence of disorders)
and perceived need.
Methods
The study was based on the Amsterdam Health Monitor of
2004/2005, which was aimed specifically at mental health of the
Amsterdam population. More than 800 subjects, among which
725 ethnic Dutch, Turkish and Moroccan respondents,
participated in a structured interview in their own language,
by an interviewer with the same ethnic background. Among
other instruments, the interview included the Perceived Need
for Care Questionnaire (PNCQ), the anxiety and depression
subscales of the Composite International Diagnostic Interview
(CIDI) and four subscales of the SCL-90R (anxiety, depression,
somatization and agoraphobia). The PNCQ measures per-
ceived need (for information, drugs, referral, counselling,
social interventions and skills training) and to what extent
each need was met. A measure of patient dissatisfaction
(discordance) was defined as perceived unmet/partially met
need versus no perceived need/met need. Data were analysed
using multivariate logistic regression-analysis.
Results
Depending on the type of mental health care intervention,
preliminary results show that in the general population percei-
ved need was higher among Turkish migrants compared to
ethnic Dutch, especially with respect to information (27.3% vs.
9.8%) and social interventions (23.5% vs. 3.8%). Compared to
ethnic Dutch, Turkish migrants more often reported that
perceived need for care was unmet or only partially met
(i.e. discordance). There were only few statistically significant
differences between Moroccan migrants and ethnic Dutch.
Discordance among Turks mainly concerned need for infor-
mation (18.7%) and social interventions (19.8%). Differences
with respect to discordance were explained by higher pre-
valence of mood and anxiety disorders and self-reported
severity levels.
Conclusions
While Turkish respondents are more likely to perceive a need
for mental health care than ethnic Dutch, they are also less
satisfied with any type of intervention. Our results indicate that
satisfaction with mental health care among Turkish subjects
strongly correlates with normative need as well as self-reported
severity of the mental disorder. The results suggest room
for improvements in both the contents of mental health care
for migrants and views of migrant patients upon mental
health care. Our study provides starting points for such
improvements.

Antidepressant prescriptions in first and second
generation etnic minorities in Dutch general practice
Liset van Dijk

AC Volkers, RA Verheij, L Van Dijk*
NIVEL, Netherlands insitute for health services research, Utrecht, the
Netherlands
*Contact details: L.vanDijk@nivel.nl

Background
Ethnic minorities have poor access and different pathways
to mental health care as compared to indigenous populations,
but less is known about differences in antidepressant
treatment in depressed patients among ethnic minorities.
This papers studies antidepressant treatment in depressed
patients among first and second generation ethnic minorities
in general practice.
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Methods
We tested our hypothesis using data routine electronic medical
records from 90 representative general practices in 2003.
Ethnicity and generational status of ethnic minorities was
determined by country of birth of subjects and their parents
using information from the municipal population registration
kept by Statistics Netherlands. Databases were linked on
patient basis. Outcome measures were percentage of patients
with antidepressant treatment and number of prescriptions in
patients receiving antidepressants. The statistical analysis was
conducted using multivariate regression models. A total of
2392 Dutch, Moroccan, Turkish, Surinamese and Antillean
patients with depression aged 15–55 years among 322 369
matched patients < 55 years were included in the analysis.
Results
Moroccan and Surinamese patients with a physician diagnosed
depression had lower treatment rates with antidepressants

(68.9% and 63.2%) than Dutch patients (72.9%) and all ethnic
minorities had lower numbers of prescriptions. Differences in
treatment rates were explained by variation in demographic
and socioeconomic variables and co-morbidity with anxiety.
The second generation was less likely than the indigenous
population to receive antidepressant treatment (OR = 0.29)
and both first and second generations received a reduced
number of prescriptions (B =�1.99 and B =�2.43, respec-
tively). These findings were independent of age and other
background variables.
Conclusions
The largest non-western minorities in the Netherlands received
less antidepressant treatment for depression in general practice
than the indigenous population. The largest difference was
found in the second generation, which does not support the
acculturation hypothesis.

5.11. Reproductive Health

Satisfaction of contraceptive services and
contraceptive behaviour—comparison of Estonia,
St. Petersburg and Finland
Made Laanpere

M Laanpere1*, T Dubikaytis2, M Nikula3, H Karro1, E Hemminki3
1Department of Obstetrics and Gynaecology, University of Tartu, Tartu,
Estonia
2St. Petersburg Medical Academy of Postgraduate Studies, St Petersburg,
Russia
3National Research and Development Centre for Welfare and Health
STAKES, Helsinki, Finland
*Contact details: mlaanpere@hotmail.com

Background
In former Soviet Union the use of reliable contraceptive
methods and contraceptive counselling was uncommon.
After independency in Estonia and during past decade in
Russia the use of modern contraceptive methods have
increased, but reliable data about usage of contraceptive
methods and factors influencing it in Estonia and St.
Petersburg are limited.
The purpose of this study was to investigate to what extent
utilization and satisfaction of contraceptive services correlate
to the use of reliable contraceptive methods (hormonal, IUD,
condom and sterilization) comparing three countries: Estonia,
St. Petersburg and Finland.
Methods
Data from three comparable surveys of women ages 18–44
years were analysed.
Estonia in 2004 (n= 2736, response rate 52%); St Petersburg
in 2004 (n= 1147, response rate 76%) and Finland in 1994
(n= 2189, response rate 74%).
The number of research subjects was 1931, 883 and 1752
respectively, involving women who were sexually active and
need contraception. Contraceptive use was compared between
non — users and users of service. Satisfaction with health
services was studied from
four aspects (friendliness, competence, confidentiality and
time adequacy) by logistic regression adjusting for age and
education.
Results
Use of reliable contraceptive methods of the study population
was highest in Finland (94% of women), then among
Estonians (85%) and Russian-speaking women in Estonia
(65%) and lowest in St Petersburg (59%). In all countries,
women who visited health care services were more likely to use
reliable contraceptive methods: in Finland OR = 4,5 (95%CI
2.9–6.8), in Estonia Estonians OR = 3.9 (95%CI 2.8–5.5) and
Russian-speaking women OR = 2.8 (95%CI 1.8–4.5) and in
St Petersburg OR = 2.1 (95%CI 1.5–2.9). The level of different

factors of satisfaction varied by country, especially the
satisfaction on competency. The highest proportion of
unsatisfied women was in St Petersburg (14%) compared
with 11% in Russian-speaking women in Estonia; 6%
Estonians in Estonia and 6% in Finland. Satisfaction was
related to reliable contraceptive utilization in Estonia and St
Peterburg, but not in Finland. Unsatisfaction with friendliness,
confidentiality, competence and timing were related to the use
of more unreliable methods among Estonians with OR = 2.3
(95%CI 1.3–4.2); 1.9 (95%CI 1.1–3.4); 1,8 (95%CI 1.0-3.2)
and 2.1 (95%CI 1.3–3.6), respectively. Among Russian-
speaking population in Estonia and in St Petersburg only
competence was an important determinant of method use
with OR = 2.1 (95%CI 1.4–3.7) and 2.3 (95%CI 1.4–3.7),
respectively.
Conclusion
Satisfaction with contraceptive services was correlated with
reliable contraceptive use in Estonia and St Petersburg,
but not in Finland. Provision of contraceptive services
needs further development and follow up in Estonia and
St Petersburg.

Trends in family planning in Russia 1994–2004
Francesca Perlman

FJA Perlman
London School of Hygiene and Tropical Medicine, London, UK
Contact details: francesca.perlman@lshtm.ac.uk

Background
Poor access to effective contraception and a high abortion rate
in Russia are a legacy of the Soviet system. Limited research
suggests some improvements during the 1990s. The Russian
government, concerned about declining fertility and popula-
tion, has introduced legislation to restrict abortions, but shown
weak political support for family planning programmes. In
contrast, international reproductive health care policy aims
to promote contraception and restrict abortion. This paper
examines trends in contraception across post-transition
Russia.
Methods
Data from 7 rounds (1995–2003) of the 38-centre Russia
Longitudinal Monitoring Survey (RLMS) were used to study
annual trends in contraception. Women aged 18–45 who
had a current partner were studied (more than 3000 per
round). Use of contraception in the last month, method
most commonly used and reasons for non-use were
recorded. Women were divided into 3 age groups: 18–24,
25–34 and 35–44.
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Results
Throughout the study, one third of sexually active women
were using no contraception and a further 20% used ‘unsafe’
methods (e.g. withdrawal, rhythm), similar in each reproduc-
tive age group. Between 1995 and 2003 the proportion using
barrier methods (predominantly condoms) increased signifi-
cantly from 8.7% (7.4–10.0%) to 16.6% (15.1–18.0%), the use
of intra-uterine devices declined correspondingly from 32.6%
(30.4–34.8%) to 19.1 (17.6–20.7%). Oral contraceptive use
increased non-significantly from 8 to 10%. Women aged under
25 were significantly more likely than those aged 25–44 to use
oral contraceptives and barrier methods and were less likely to
use IUDs. In 2003, common reasons for non-use were irregular
sexual relations with a partner (30%) and knowing abortion was
possible (8%). Women aged 35–44 often cited health concerns
(16%). Although many non-users aged under 25 desired a child
(30%), a further 28% found contraception inconvenient. Access
and affordability were rarely cited as problems.
Conclusions
Many women in post-transition Russia continue to use
unreliable contraceptive methods and others do not use any
means to prevent unintended pregnancy, even though access
and affordability appear adequate. Amongst women using
contraception, the proportion using IUDs has declined and
reliance on barrier methods has increased. Obstacles to effective
family planning in Russia need to be identified and overcome.

Cesarean delivery and maternal outcomes: incidence
of peripartum hysterectomy
Brunella Frammartino

B Frammartino1, G Lonardi1, G Pieri1, G Albertini1, M Panico1,
L Dallolio1*, M Taglioni2, N Rizzo3, MP Fantini1
1Dipartimento di Medicina e Sanità Pubblica- Alma Mater Studiorum-
Università di Bologna
2Azienda Ospedaliera Universitaria- Direzione Medica Ospedaliera
Sant’Orsola Malpighi Bologna
3Azienda Ospedaliera Universitaria Sant’Orsola Malpighi — Unità Operativa
Medicina dell’Età Prenatale Bologna, Italy
*Contact details: laura.dallolio@unibo.it

Background
The occurrence of caesarean section deliveries has been steadily
growing in many countries. The Italian C-section rate was
38% in 2004, one of the higher in the world with a great
heterogeneity among Regions. Based on limited empirical
evidence, C-section deliveries can be associated with short and
long term benefits and harms to mother and baby. Peripartum
hysterectomy is one of the most severe complications in
obstetrics and is associated with significant maternal mortality
and morbidity. In United States the incidence of peripartum
hysterectomy has been recently estimate with a rate of 0.77 per
1000 deliveries and an increased risk mainly for women who
underwent a previous C-section. The purpose of this study was
to estimate the incidence of peripartum hysterectomy in an
Italian Region (Emilia-Romagna) and its association with
caesarean delivery with the assumption that the rise of
C-section rate might imply in the following years an increase
in this maternal complication.
Methods
Discharge abstracts of women who delivered in Emilia
Romagna from 2003 to 2006 were selected using ICD-9-CM
codes for diagnosis (640.xy-676.xy, y = 1,2; V27) and proce-
dures (72–74).
Peripartum hysterectomy was defined as a hysterectomy and
delivery occurring during the same hospital stay. The asso-
ciation between peripartum hysterectomy and delivery type
(vaginal, vaginal birth after caesarean-VBAC, primary cesarean
and repeat caesarean) was evaluated (ORs and 95% confidence
intervals) adjusted for maternal age and multiple births
(logistic regression).
Results
During 2003–2006, 131 peripartum hysterectomies were perfor-
med among 151 494 deliveries in Emilia-Romagna (0.87/1000
deliveries) with a proportion of C-section in 2006 of 30.35%.

Compared with vaginal delivery without a previous caesarean,
the adjusted ORs of peripartum hysterectomy were as follows:
VBAC 7.61 (95%CI = 2.71–21.32); primary cesarean,
4.36 (95%CI = 2.92–6.52); repeat cesarean, 2.78 (95%CI =
1.63–4.73).
Conclusions
The incidence of peripartum hysterectomies in our Region
(2003–2006) is comparable to the reported one in the United
States (1998–2003). In our sample VBAC, primary and repeat
caesarean deliveries are associated with an increased risk for
peripartum hysterectomy. Further evaluation of peripartum
hysterectomy determinants in term of associated diagnosis will
be performed and discussed.

Reproductive and newborn characteristics in Roma
and non-Roma populations: a matched case-control
study
Kveta Rimarova

K Rimarova1*, A Ostro2, I Nagyova3, K Bernasovska1, JP van Dijk3,4,
D Petrasova5
1Institute of Hygiene, Medical Faculty, University of P.J. Safarik, Kosice,
Slovakia
22nd Gynecology and Obstetrics Clinic, Medical Faculty, University of P.J.
Safarik, Kosice, Slovakia
3Institute of Social Sciences, Faculty of Science, University of P.J. Safarik and
Kosice Institute for Society and Health, Kosice, Slovakia
4Department of Social Medicine, University Medical Center Groningen,
University of Groningen, The Netherlands
5Institute of Experimental Medicine, Medical Faculty, University of P.J.
Safarik, Kosice, Slovakia
*Contact details: rimarova@central.medic.upjs.sk

Background
The health parameters of the Roma minority appear to differ
significantly from other population groups. Information about
the health of Roma is only available from a few scientific
studies, because in general governmental health statistics the
indication of ethnicity is not allowed. The aim of this study
was to compare the reproductive parameters of Roma and
non-Roma populations when controlling for mother’s age and
socioeconomic status.
Methods
The data for this matched case-control study (N= 267 matched
pairs) were derived from maternal and newborn obstetrics
reports. Matching was done on the basis of mother’s age and
level of education. Newborn medical reports included data
about birth-weight, birth-length, chest and head circumference
and Apgar score. Maternal reports included reproductive para-
meters (e.g. type of delivery, gestation age, spontaneous abor-
tion, mother’s weight increase) as well as sociodemographic and
health data (education, employment, marital status, smoking,
coffee and alcohol abuse). To analyse the data t-test, multiple
linear regression and logistic regression were used.
Results
Between Roma and non-Roma significant differences were
found regarding reproductive characteristics. Roma had more
deliveries (P< 0.001) and lower mother’s weight increase
(P< 0.001). Significant differences were also found regarding
newborn parameters, in particular birth-weight (on average
301 g less in Roma, P< 0.001), birth-length (1.33 cm less in
Roma, P< 0.001), chest and head circumference (both
P< 0.001). Significant predictors of lower birth weight in
Roma were gestational age and smoking (explained variance
38.2%) and in non-Roma gestational age and marital status
(explained variance 39.4%). Odds Ratios (OR) for low birth-
weight ( < 2500 g) for Roma were 2.51(P< 0.01) and for low
birth-length ( < 45 cm) OR = 2.12 (P< 0.05).
Conclusions
The results show great differences between Roma and non-
Roma in reproductive and newborn characteristics. There still
remain questions, however, about whether these differences are
caused by lower socioeconomic status or ethnicity—suggesting
the need for developing lower birth-weight and birth-length
standards for Roma.
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Prescribing in maternity care in Russia: the legacy
of Soviet medicine
Kirill Danishevskiy

K Danishevski*, M McKee
Open Health Institute, London School of Hygiene and Tropical Medicine,
London, UK
*Contact details: kdanishevski@ohi.ru

Background
Remarkably, there has been very little detailed research on
clinical practice in Russia and its neighbours in what was
the USSR, even though it is known that the USSR was isolated
from many international developments, in particular evidence-
based medicine. The reported study explores the effectiveness of
care provided by the Russian health system to pregnant and
delivering women as they are a relatively homogenous and
numerous group of health system users, with well-defined needs
and for whom there is a solid body of knowledge on the
effectiveness of potential therapeutic interventions.
Methods
In this study we examine obstetric practice, an area of
practice where there is an extensive body of evidence on the
appropriateness of many interventions. The study is under-
taken in Tula, a region 200 km south of Moscow. Building
on earlier detailed analyses of data from the facilities in the
region, it reports a series of structured interviews with 52
obstetricians from all 19 facilities in the region, deigned to
identify patterns of prescribing, supplemented by 36 more
detailed re-interviews to explore reasons for the differing
practices.
Results
The study demonstrates a widespread divergence from
internationally accepted practice. Maternity care is extremely
medicalised but many non-evidence based medicines are used.
Some are heavily marketed by large pharmaceutical companies,
some were widely used during the Soviet period but never
evaluated and a few are not known to be used anywhere else in
the world. For several conditions, the most widely used drugs
are clearly inferior to alternative products and some are used
for indications quite different from those in other countries.
Conclusions
This study contributes to the growing evidence that much of
the care provided in Russian maternity units is ineffective or
potentially dangerous but also begins to offer some explana-
tions for why this is, including a lack of access to information
and a lack of awareness of the concept of evidence-based
practice.

Birth defects and consanguinity in Norway: a
registry-based study on 2.2 million infants
born in 1967–2005
Andrej Grjibovski

Andrej Grjibovski*, Per Magnus, Camilla Stoltenberg
Division of Epidemiology, Norwegian Institute of Public Health,
4404 Nydalen, 0403 Oslo, Norway
*Contact details: andrei.grjibovski@fhi.no

Background
The main health-related risk of consanguinity is the expression
in the offspring of autosomal recessive disorders when both
parents carry the same deleterious gene. This study aims to
estimate the effects of consanguinity on the risk of birth defects
in Norway.
Methods
A registry-based study. Data on consanguinity and birth
defects were obtained from the Medical Birth Registry of
Norway (MBRN). All infants born in Norway and registered in
MBRN from 1967 through the first half of 2005 (n= 2 232 690)
comprised the sample. Logistic regression was used to study
individual effects of consanguinity on birth defects adjusted for
maternal age, education, parity and birth year. Analyses were
performed separately for ethnic Norwegians, immigrants from
Pakistan and in the full sample. Adjusted odds ratios (OR) and
population attributable risks (PAR) were calculated.
Results
In the full sample, infants born in first-cousin marriages
(OR = 2.0, 95%CI: 1.8–2.2), second-cousin marriages
(OR = 1.3, 95%CI: 1.1–1.5) and marriages with unknown
degree of relationship (OR = 1.1, 95%CI: 1.0–1.3) had higher
risks of all birth defects. By location, elevated risks were found
for defects of the CNS (OR = 3.4, 95%CI: 2.6–4.5), heart
(OR = 2.2, 95%CI: 1.8–2.7), lip- and palate (OR = 1.7, 95%CI:
1.3–2.3), genitalia (OR = 2.3, 95%CI: 1.9–2.8), muscular-
skeletal system (OR = 2.1, 95%CI: 1.7–2.6) and multiple birth
defects (OR = 1.8, 95%: 1.3–2.5) in the first-cousin marriages.
ORs in ethnic Norwegians and Pakistanis were similar. PARs
for birth defects were 0.72% for the whole population, 0.32%
for ethnic Norwegians and 32% for Pakistani immigrants.
Conclusions
Infants of first-cousin and second-cousin marriages have 100%
and 30%, respectively, higher risks of birth defects compared
to infants born to unelated couples. In total, consanguinity
could account for less than 0.5% of birth defects in Norwegians
and for almost a third of all birth defects in Norwegian
Pakistanis.
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PARALLEL SESSION 6
Saturday 13 October, 10:30–12:00

6.1. Evaluation

Development of the logical framework for evaluating
public health functions in Bosnia and Herzegovina
Aida Pilav

A Pilav1*, B Nakaš2, D Nikšić3, Z Vučina4, Z Ridjanović5
1Public Health Institute of the Federation of Bosnia and Herzegovina,
Sarajevo, Bosnia and Herzegovina
2General hospital, Sarajevo, Bosnia and Herzegovina
3Medical Faculty University of Sarajevo, Bosnia and Herzegovina
4Public Health Institute of the Federation of Bosnia and Herzegovina,
Sarajevo, Bosnia and Herzegovina and
5Agency for Health Care Quality and Accreditation, Sarajevo, Bosnia and
Herzegovina
*Contact details: idanap@bih.net.ba

Background
Bosnia and Herzegovina is currently going through the
significant political and economic transition, which has
obvious implications to the health of population. Public
Health Institute of the Federation of Bosnia and Herzegovina
has recognized the strong need to evaluate the main public
health functions (legislative, monitoring, research, promotion,
education and leadership) in accordance with the new
challenges in public health and by contemporary trends
in organization and activities of public health institutes
in Europe.
Methods
Using discussion, professional round table and expert
consensus in the Public Health Institute of the Federation of
Bosnia and Herzegovina, the logical framework for evaluating
of public health functions have been developed with ranking
scale (1–5) and determined the performance indicator set. The
set of eight public health domains were used for assessment
the performance the public health functions. This model was
used as a theoretical framework, which created scope of all
aspects for self appraisal of different level of management. The
questionnaire for the tactical level of management (head of
departments) was comprised of 133 questions on the area of
the performance of the Institute as the main public health
categories. Offered responses to the questions were ranged
from 1 to 5 (1-not at all, 2-below the plan, 3-partially,
4-somewhat over the plan and 5-yes, completely) with a
possible descriptive explanation (qualitative assessment).
Results
The findings of the assessment of performance of activities of
the Public Health Institute of the Federation of Bosnia and
Herzegovina indicated present weaknesses in the realization of
activities in the area of monitoring and analysis of health policy
and in the area of monitoring and analysis of health care
organization. The situation was no better in the areas of
monitoring and analysis of overall morbidity of the population,
health behaviour and risk factors, development of registers of
chronic non-infectious diseases and supervision over intra-
hospital infections. All the mentioned indicators are necessary
in the benchmarking system and it is essential to adapt them to
suit the planned processes of measurement of performance of
activities in public health and overall health sector.
Conclusions
Establishment of a continuous process of performance
management, benchmarking and permanent supervision in
the health sector of the Federation of Bosnia and Herzegovina
assumes the existence of an adequate network of public health
institutions with appropriate resources (personnel, IT systems
and communications). Introduction of such mechanisms in
everyday practice of the Public Health Institute requires
serious preparations that implicitly include organizational

and functional changes, additional financial resources and time
for realization of these changes. The main precondition for
elimination of observed shortcomings and more effective
performance of the Institute lies in setting up of functional
organization and efficient management.

Health technology assessment and
preventive medicine
Chiara de Waure

G La Torre, C de Waure, G Chiaradia*, A Mannocci, ML Specchia,
W Ricciardi
Institute of Hygiene, Catholic University of the Sacred Heart, Rome, Italy
*Contact details: chiaradw@alice.it

Issue
An emerging problem in Public Health is the limitedness of
resources behind the spreading of new technologies and the
growing of health needs, due to population aging and diffusion
of incorrect life-styles. Public Health interventions are
designed to control, prevent and reduce health problems,
such as obesity, sexual transmitted diseases, road and domestic
injuries, but to decrease also the burden of chronic-
degenerative and infectious diseases.
Description
We used the Health Technology Assessment (HTA) approach
as a tool to study the effectiveness and the utility of primary,
secondary and tertiary Public Health interventions to guaran-
tee a high quality, efficient and efficacious Health National
Service.
Lessons
We have set a HTA programme on Public Health issues acco-
rding to the problems pointed out by the Italian Prevention
National Plan 2005–2007 which focuses on vaccinations,
disease screenings, health promotion and educational cam-
paigns. Our project has the aim to apply the HTA approach
to anti-pneumococcus vaccine, celiac disease population
screening and interventions to reduce childhood obesity.
Each project is composed by different phases: 1. Evaluation
of disease burden; 2. Epidemiological evaluation of problem by
a systematic review and a meta-analysis; 3. Economic
evaluation applying two different approaches: cost-benefit
and cost–effectiveness analysis; 4. Study of the social and legal
implications of technology use; 5. Estimate of the organization
involvements and evaluation of the best modality of allocation
or introduction of technology.
Conclusions
Our HTA report on Preventive Medicine issues will be based
on interdisciplinary approach, typical of HTA. Our work could
be an important tool for decision making at the national level
in the selected area.

Evaluating a health dare delivery programme and
applying the results to build systems capacity,
promote change and influence strategic planning
Vamsi Vasireddy

V Vasireddy
University of Illinois at Chicago, Chicago, Illinois, USA
Contact details: Vvasir2@uic.edu

Issue
Evaluation professionals often encounter situations where
quantitative data does not provide insight in to organizational
structure and the quality of data is unreliable. This project
is about performing evaluation in such situations. Evaluating
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health care programmes in countries like India where political
pressure and corruption play a big role is not an easy task. This
project outlines factors that influenced the evaluation process
and methods we used to address those factors. Government of
India started the National Leprosy Eradication Programme
(NLEP), with the aid of W.H.O. and other international
funding agencies, to eradicate Leprosy in India by year 2000.
NLEP was only partially successful.
Description
Leprosy is a disease unknown in the developed world but
remains endemic in the developing and under developed
world. The goal of this project is to evaluate the programme
using qualitative research methods and utilize the results to
provide solutions for success through a multidisciplinary
approach. Ethnographic interviews and focus groups were
conducted with medical officers and auxiliary staff involved in
the programme to identify factors contributing to failure.
Qualitative analysis software (Atlas.ti�) is used to identify
major themes and associate them with the organizational
structure. Needs assessment is performed using ethno-
graphic methods and the results are used to guide in
developing a strategic plan. The evaluation results are used
to develop a logic model, address the issues facing the
programme and increase effectiveness of service delivery.
Components of change management and strategic planning
are applied to sustain the programme through different
stages and build systems capacity. The presentation will utilize
a comprehensive and systematic empirically-based approach
for evaluating a health care delivery system and applying
the results for achieving success. The final product is an
improved programme that builds capacity, performs
efficiently and sustains itself through funding and political
challenges.
Lessons
It is not easy to conduct programme evaluation in an
environment where political pressure and unreliable data
prove to be a problem. Convincing the authorities to adapt a
strategic plan that requires drastic changes in existing delivery
systems takes immense effort.
Conclusions
The strategic plan is being tested in selected health depart-
ments. The final product is an improved programme that
builds capacity, performs efficiently and sustains itself through
funding and political challenges. In an environment where
political pressure influences appointments and budgetary
allocations, there are ways to reduce those negative influences
and delivery health care to the needy. Ultimately, the success of
a programme depends on delivering quality health care
services and achieving maximum impact.

Evaluation of the health services in Italy: the
oncologic travellers
Gabriele Messina

G Messina1, L Lispi2, N Vigiani1, A Ghirardini2, N Nante1*
1University of Siena, Department of Public Health, Health Services Research
Laboratory, Italy
2Ministry of Health, Rome, Italy
*Contact details: nante@unisi.it

Introduction
Patients flow may be useful in identifying the patients’
perceived quality regarding the health services ‘in toto’ or for
specific areas. They judge with their choice of cure.
In this study we analysed flows of patients who moved for
chemotherapy a proxy, indirect indicator, for evaluating the
oncological Italian Structures.
Materials and Methods
All the 2003 Italian day hospital Discharge data for
chemotherapy, provided by the Italian Ministry of health,
were used to study patients’ mobility.

Gandy’s Nomogram (GN) was used to graphically describe
how every Italian Region was able to satisfy its own health
care demand and the capacity of attracting patients from
other Regions.
The GN is a square area divided in two triangles by a bisectrix
originating from the left inferior corner and ending at the
right superior one. The triangle with the base located in the
superior part encloses conditions in which the number of
people coming from other regions is higher than those who
escape; in the other triangle we have an opposite situation.
Results
Although all the Italian Regions satisfy their inner demand
for chemotherapy and are placed on the upper right area of
GN, there are some differences between them. Basilicata,
Southern-Italy (SI) and Molise (SI) have the highest
percentage of escapes: 1/3 of patients prefer to move out of
the Region. Calabria (SI), have a 20% losses of patients;
Lombardia (NI) and Sardinia (SI) showed the lowest
percentage of escapes.
Friuli (NI) has both the highest percentage of attractions and
the widest difference between the attractions and the escapes
percentage.
Crude numbers ranked at the first place Lombardy (NI)
regarding the attractions and Campania (SI) for the escapes.
Conclusion
Covering long distances for a planned day hospital admission
is itself an important indicator of perceived quality. Our study
evaluated different Regional health services which are in
competition within the same Nation. The same methods could
be adopted for comparing European Nations.

Effectiveness of drug addicted therapeutic
community: long term follow up
Cecilia Quercioli

C Quercioli1, P Fini2, S Morgagni1, C Frola2, D Carraro3, R Carioli4,
V Spinella5, L Longo6, F De Benedictis7, F Autieri1, M Cecchini1,
A Mercone1, A Consoli8, Ni Nante1*
1University of Siena, Dep. of Public Health, Health Services Research
Laboratory, Italy
2Social Cooperative Centro Torinese di Solidarietà, Turin, Italy
3Social Cooperative Il Punto, Biella, Italy
4Social Cooperative L’Orizzonte, Centro di Solidarietà Eporediese, Ivrea, Italy
5Social Cooperative Centro Kades Onlus, Alessandria, Italy
6Social Cooperative Ginepro2, Turin, Italy
7Social Cooperative Gruppo Arco, Turin, Italy
8Dep. for Addictions Treatment, Local Health Agency 4, Turin, Italy
*Contact details: nante@unisi.it

Introduction
Few researches have investigated the effectiveness of
Therapeutic Communities (TC) for substances abusers
(heroin mainly) with long term follow-up studies. In fact,
most of them, especially due to the difficulty in tracing this
particular kind of population for many years after the
discharge, focus the investigation only on short-term out-
comes. This study tries to cover this gap measuring the long-
term effectiveness of TCs.
Materials and Methods
The study involved 6 TCs in the Piedmont Region
(Northern Italy). We studied all the medical records
(2564) collected in the 6 TC from their foundation.
Information about drug-related problems, sociodemographic
aspects, treatment received (group activities, correction
activities, family support, medical/psychological support)
and time of permanence in TC were obtained. We tried
to trace all the ex-patients. We sent an invitation for an
interview to know their current status (drug-free or not).
Information were also obtained with the collaboration of
TCs staff and one of the Local Departments for Addictions
Treatment. We carried out: (i) a descriptive analysis, (ii) a
logistic regression to asses how the treatment influenced the
relapse risk.
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Results
We obtained information about 1143 ex-patients (45%). The
mean follow-up time was 8 years (maximum = 28). The overall
percentage of relapse was 41%. Forty-two percent of relapses
occurred within the first 5 years after discharge from TC.
The risk of relapse at 5–10 years after discharge was almost
half of the one at 0–5 (OR = 0.6, P= 0.003, 95%CI = 0.4–0.8)
and it decreased with time (test for trend: P< 0.001).
Ex-patients who have completed the therapeutic programme
had 70% less risk of relapsing than those who did not complete
the programme (OR = 0.3, P< 0.001, 95%CI = 0.2–0.5) unre-
garding the follow-up time. Group activities treatments
reduced of 50% the risk of relapsing at 0–5 years (OR = 0.5,
P= 0.038, 95%CI = 0.2–0.9).
Conclusion
Due to the particular type of population studied (heroin
abusers), being able to trace the 45% of ex-patients several
years after discharge from TC appears to be a good result. This
study shows a significant influence of the TCs treatment on the
risk of relapse even on a long term perspective and contributes
not only to demonstrate but also to quantify the effectiveness
of TC treatment.

Evaluation of national pandemic
management – a hazard analyses and
critical control points approach
Ralf Krumkamp

R Krumkamp1*, A Kassen1, L Hjarnoe2, AR Aro2, R Reintjes1,3
1Hamburg University of Applied Sciences, Hamburg, Germany
2University of Southern Denmark, Esbjerg, Denmark
3University of Tampere, Tampere, Finland
*Contact details: Ralf.Krumkamp@rzbd.haw-hamburg.de

Background
Analyses of preventions and control policies for Severe
Acute Respiratory Syndrome (SARS) and pandemic influenza
revealed differences between European nations, which might
lead to limitations in outbreak response. This underlines

the need to support nations in their pandemic planning to
improve European infectious diseases preparedness. A Hazard
Analyses and Critical Control Points (HACCP) was applied
in order to identify strengths and weaknesses of national
pandemic policies and to develop recommendations to
enhance European pandemic prevention and control.
Methods
For the identification of critical control points (CCPs) in
pandemic management, flowcharts of policy components, such
as disease surveillance, command and control systems and
implementation of community containment measures were
developed. The flowcharts were based on a review of articles and
guidelines for pandemic policies. The identified CCPs were used
to formulate recommendations for policy improvement.
Results
The study showed that stakeholders at all management
levels are involved in the command and control system for
pandemic diseases. The flowcharts revealed well-defined
communication structures between the international, national,
regional, local and institutional level, in order to ensure quick
dissemination of information. The HACCP showed that
pandemic policies are applied at all national management
levels and that guidelines have to be prepared and tested at all
levels involved.
Conclusions
The study underlines the need for agreed communication
structures, clear division of responsibilities and harmonized
policy guidelines on all levels. However, current analyses
on national pandemic preparedness and response show
that stakeholders for outbreak management are not
identified in all European nations and that guidelines especially
on local and institutional level are developed insufficiently.
The HACCP highlighted areas in pandemic preparedness
and response systems to be improved in order to strengthen
European safety for new pandemic disease threats.

6.2. Workshop: Results from SPHERE
(Strengthening Public Health in Europe),
a European collaborative study

Chair: Mark McCarthy
Organizer: Mark McCarthy, University College London, UK
*Contact details: m.mccarthy@ucl.ac.uk

SPHERE is funded by the European Commission as part of the
Sixth Research Framework Programme to support public
health research. Work by SPHERE developing reviews of
European publications in sixth thematic areas (health services,
health promotion, genetic epidemiology, environmental
health, health management and infectious disease control)
was presented at the Montreux EUPHA conference in 2006.
This Workshop describes further results from the study. We
have responses to questionnaires across European countries
describing the research priorities of national public health
associations and health non-governmental organizations and
about training for public health in academic institutions. We
have gained perspectives about public health research of
international stakeholders within and outside Europe. We
have made limited contact with Governmental organizations
commissioning research: this is difficult because, in most
countries, research is managed by ministries of science which
do not readily communicate with ministries of health. We have
also discussed these findings with European Commission and
member state representatives. Although the proportion of
budget is less than for disease-related and biomedical research,

a range of calls within the programme are potential European
public health areas. The workshop participants will discuss
how EUPHA and national association members may be able to
influence the European Commission’s Seventh Framework
Programme pillar for public health research agenda and the
agendas of European governments in health research.

Findings of the SPHERE partnership
Gabrielle Harvey

G Harvey
UK Faculty of Public Health, London, UK

Stakeholder perspectives on European public health
research
Hans Stein

H Stein
European Public Health Centre, Bielefeld, Germany

Implications of SPHERE for EUPHA
Walter Ricciardi

W Ricciardi
Catholic University, Rome, Italy
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6.3. Workshop: Future policy developments for
health services at a European level

Azzopardi Muscat, Tit Albreht
Organizer: Co-organizers EUPHA section on Public health practice and
policy and the EUPHA section on Health services Research

In principle the EU Member States have the competence to
organize and deliver health services. Nevertheless, the overall
policies on the four dimensions of freedom increasingly affect
the framework in which health services are organized at the
national level. Moreover, recent policy developments, including
the Commission’s consultation on health services, have
intensified the need for exchange on national health service
development within the context of EU level involvement. This
workshop will inform participants on the latest developments in
this area of activity and will analyse the outcome from the
consultation process. It will seek to questions and analyse the
possible effects of policy developments at a European level on
common objectives for health systems such as equity, quality
and sustainability using the health systems impact assessment
framework. It will provide a forum for discussion on the
anticipated effects on social insurance and taxation types of
health systems both of which have been defined as being subject
to internal market rules with a particular emphasis on smaller
Member States. It will enable researchers and practitioners to
discuss ways in which evidence from research across Europe can
be combined with policy imperatives in order to identify
realistic options for future policy developments on health
services, particularly but not only in the area of patient mobility.
It will also discuss the likely practical impact on health services
at a local level for patients, providers and funders.

Community action on health services: the challenges
and the opportunities
Nick Fahy

N Fahy
Deputy Head of the Health Strategy Unit, DG SANCO, European
Commission, Brussels

Background
Following rulings of the Court of Justice on the application
of Community law to health systems, the Commission is
preparing proposals for Community action on health
services.
Issue
Health systems are primarily the responsibility of the Member
States. However, Community law has a significant impact on
those systems, including providing specific free movement
rights for patients and professionals and European cooperation
has the potential to help health systems in meeting the
challenges they face. The issue is therefore what is the
appropriate action for the Community to take with regard to
health services?
Discussion
European action on health services will necessarily also
contribute to the wider challenges facing health systems,
beyond the specific case of cross-border healthcare itself.
These challenges include rising costs and changing patterns
of need due to demographic ageing; making best use of
innovations in medical technology and techniques, dispa-
rities in access, quality and outcomes within and between
Member States; and rising expectations and engagement
from citizens.
Conclusion
Community action should help Member States meet these
challenges, perhaps through providing more legal certainty
regarding cross-border healthcare; helping national health
systems to better address common challenges and to
improve overall efficiency of healthcare systems in the EU;

and helping to reduce regional healthcare disparities within
the Union.

The impact of future European policy on health
services
Matthias Wismar

M Wismar
European Observatory on Health Systems and Policies (Observatory),
Brussels, Belgium

Background
The Observatory has developed for the European Commission
a project supporting the assessment of different policy options
derived from the stakeholder responses of the consultation on
Community action on health services.
Methods
Based on the health systems impact assessment methodo-
logy and the Commission’s internal impact assessment (a) the
status quo of cross-border healthcare was described by a
comprehensive scientific report and (b) the potential effec-
tiveness, feasibility and impacts of policy options were assessed
by four expert panels. The two methodologies were employed
between Dec 2006 and April 2007.
Results
The experts, supported by the report, recommended a nuanced,
detail oriented and context sensitive approach which requires
choosing different regulatory approaches for different policy
options. Balancing between effectiveness and feasibility some
issues, such as the European DRGs were not recommended.
With regards to many of the policy options under discussion a
complementary, small role was envisaged for the Commission.
This was termed as ‘bottom up’ approach. For some issue such
as the reform of the prior authorization procedure a strong role
was recommended. Some of the proposed policy options will
have positive effects with regards to health systems functions
and systems. Most will produce complex trade offs. Balancing
between inaction and action the experts recommended for
most policy issues rather some activity.
Conclusions
European policy will have impacts on health services. The
question, however, is which policy will impact? The internal
market policies or the now emerging health services policy.

The effects of European policy developments on
health services for small Member States and remote
communities
Natasha Azzopardi Muscat

N Azzopardi Muscat
Ministry of health, the elderly and community care Malta, Institute of
Health Care, Health Services Management Division University of Malta

Background
The European Commission has launched an initiative on the
future framework for health services aimed at increasing legal
certainty and improving collaboration between Member States.
The specific needs of small Member States (SMS) and remote
communities (RC) have been highlighted.
Issue
It is important to understand what contributes added value
and what give rise to added burden in SMS and RC when
considering future EU developments in health services.
Discussion
SMS and RC are potentially the largest beneficiaries of any
initiative on health services at EU level. These areas already
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experience comparatively larger proportions of patients
moving away for treatment. Collaborative initiatives such
as networking centres of expertise, provision of remote
expertise through telemedicine and joint health technology
assessment will provide valuable support. A clear framework
for patients rights for treatment in another MS may also
prove helpful.
A cautionary approach is however required to ensure that SMS
and RC do not end up with very high proportions of patients
seeking care elsewhere. The flow of funds to pay for care
in other regions/Member States could eventually negatively
impinge on investment in their health sector. These regions
already face difficulties in recruiting and retaining qualified
health care professionals. Failure to innovate in care provision
will further push professionals to leave the areas.
Conclusion
Special attention must be given to the specific needs of small
Member States and remote communities to ensure that equity,
quality and sustainability of their health sectors can be
appropriately safeguarded.

Equity, quality and sustainability of health services
in an emerging open market for health services in
border regions
Tit Albreht

T Albreht
Institute of Public Health of the Republic of Slovenia

Background
Border regions are in a diversity of situations across Europe.
As far as health is concerned, often they are underserviced

due to unequal development or due to difficulties of
geographical position. In either of these cases, seeking
options to provide health care ‘on the other side’ has
often provided efficient solutions to people on both sides of
the border.
Problem
Opening of the marker for health services may provide
additional opportunities for the development of health care
for these areas. In cases, where these may prove less attractive,
market approaches may jeopardize the already achieved level
of services and put a doubt on sustainability. On the other
hand, successful co-ordination and joint development may
provide an opportunity for improved access and delivery of
health services in border regions.
Discussion
One of the issues, which raise concern with the development of
markets, is the issue of equity. Strangely enough, successful
arrangements in border regions could bring them into a
privileged position with respect to other regions of the
country. Also the issue of rational planning and managing
the delivery of services at a regional and national level should
be taken in consideration. Mechanisms to assure quality of
services comparable to the home country and adequate
information about the availability and limitations of services
should be made widely available.
Conclusions
Recent developments in the opening of markets for health
services offer different solutions but put forward also a number
of challenges, which are to be dealt with in order to provide
equitable and sustainable health care delivery to the neigh-
bouring regions, where quality of health care has to occupy an
important place.

6.4. Workshop: Psychosocial determinants of
health and quality of life in the elderly

Chair: Iveta Rajnicova-Nagyova
Organizer: Dr Iveta Rajnicova-Nagyova, EUPHA section on chronic
diseases

Rapid increase in longevity is dramatically changing the
burden of chronic disease throughout the world. In
Europe as well as in other regions about four fifths of
the disease burden represents chronic conditions. Yet
health care policy and health care governance have not
been adequately adapted to this change. An overwhelming
body of evidence clearly indicates that a narrow approach
to public health based on the medical model is largely
inadequate to cope with the ‘chronic disease epidemic’.
The aim of this workshop is to raise awareness of the
health consequences of the increasing elderly population
with special emphasis on preventing chronic diseases and
chronic conditions as well as managing physical disability,
depression and social isolation. The workshop discusses
(i) the necessity to shift from ‘disease care’ system towards
‘health-focused’ research and practice and (ii) the shift
from the risk factor-based paradigm (identification of
causal factors for a single disease) to the identification of
common pathways to health for people in their commu-
nities and in the full context of their lives. Within this
workshop three multicentre projects that aim to prevent
chronic disease, promote health and improve quality of
life in elderly will be presented. These projects
raise awareness of those pathways to health that have
the potential to initiate useful strategies for community
interventions and could contribute to sustainable improve-
ments in health.

Chronic disease and healthy lifestyle transitions
Coen van Gool

CH van Gool, GIJM Kempen, BWJH Penninx, DJH Deeg, JThM van Eijk
Center for Public Health Forecasting, National Institute of Public Health and
the Environment, Bilthoven, The Netherlands

Background
Knowing whether certain patients are inclined more than
others to make healthy lifestyle transitions (HLTs) is
important to help target health promotion strategies more
effectively and to enhance efficiency of chronic disease self-
management programmes. This study explored unhealthy
lifestyles—smoking, excessive alcohol use, being sedentary—
and HLTs over a 6-year period across prevalent and incident
chronic disease categories and examined whether HLTs
co-occurred with changes in disease-related symptoms.
Methods
Respondents (N= 2184) aged 55 years and over from the
population-based Longitudinal Aging Study Amsterdam
(LASA) provided data on chronic disease status and related
symptomatology and lifestyle variables at baseline and 6 year
hereafter. These were analysed using non-parametric statistics,
t-tests, MANOVA’s and regression analyses.
Results
Over 75% of the respondents reported at least one chronic
disease. Proportions of respondents who smoked decreased,
while proportions of respondents who were sedentary
increased. Respondents with incident cardiovascular disease
showed more HLTs than respondents from other disease
categories. Respondents showing HLTs did not differ from
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those persisting in unhealthy lifestyles in change in disease-
related symptoms.
Conclusions
HLTs did not occur under the influence of change in disease-
related symptoms. More information as to moment of HLTs in
a study is essential in disentangling the reciprocity between
HLTs and disease-related symptomatology.

Life-course social status and quality of life in early old
age in Eastern Europe: the HAPIEE study
Hynek Pikhart

H Pikhart1, A Nicholson1, A Pajak2, S Malyutina3, R Kubinova4,
A Peasey1, M Bobak1, M Marmot1
1International Institute for Health and Society, Department of Epidemiology
and Public Health, University College London, UK
2Department of Epidemiology and Population Studies, Jagiellonian
University, Krakow, Poland
3Institute of Internal Medicine, Russian Academy of Medical Sciences,
Novosibirsk, Russia
4Centre for Environmental Health, National Institute of Public Health,
Prague, Czech Republic

Background
Social inequalities in quality of life has been extensively studied
in western populations but there is lack of data from non-
western countries. In this presentation, social inequalities in
quality of life in early old age in Eastern Europe will be
investigated and the relative importance of social position
at different stages of the life-course and possible gender
differences in such social patterning will be assessed.
Methods
A cross-sectional study examined random sample of men and
women in Russia, Poland and the Czech Republic.
Approximately 12 500 individuals answered questions on
quality of life in early old age (measured by CASP-19
instrument), socio- economic circumstances at three phases
of the life-course (household amenities in childhood, father’s
education, own education, current financial circumstances and
household amenities) and set of covariates.
Results
Statistically significant social differences in quality of life exist
in men and women in all 3 countries. Quality of life was mostly
influenced by current social circumstances but the effect of
early life and education was also visible, with the effects
strongest in Russia. In pooled analysis, currently disadvantaged
men and women had CASP-19 score 0.7 (95%CI 0.5–0.8) and
0.5 (0.4–0.6) standard deviations lower than those who were
not disadvantaged. Men were more affected by adult
disadvantage while there were virtually no gender differences
in the effect of disadvantage in earlier parts of the life.
Conclusions
Current social circumstances are the strongest influence on
reduced quality of life in early old age in countries which have

recently experienced marked social changes. Improving current
conditions may improve quality of life in these populations.

Evidence based guidelines on health promotion for
older people: preliminary outcomes of the
‘healthPROelderly’ project in Slovakia
Zuzana Katreniakova

Z Katreniakova1, I Nagy1,2
1Slovak Public Health Association, Kosice, Slovakia and
2Kosice Institute for Society and Health, Department of Educational
Psychology and Health Psychology, PJ Safarik University, Kosice, Slovakia

Background
The ‘healthPROelderly’ project aims to gather information
from 11 European countries and identify best practices in the
field of health promotion and chronic disease prevention in
older people. Specific attention is paid to those models that
have a sustainable approach and which regard socioeconomic,
environmental and life-style related determinants. Within this
workshop preliminary outcomes of the healthPROelderly
study from Slovakia will be presented.
Methods
The project target group were persons aged 50 years and over.
For collecting and selecting health promotion activities since
1996 a review of existing scientific and professional literature
by using the method of correspondence analyses, project
reports and internet search, as well as expert interviews
were used.
Results
All in all, in Slovakia 66 relevant documents have been
identified dealing with health promotion and the elderly on
both theoretical and practical levels. Policy documents show
growing interest in the socioeconomic situation, social
integration and health of older people. From all searched
themes related to health promotion activities the most
frequent were those addressing cognitive issues, life-long
learning and education, physical activity and nutrition.
The outcomes further show that health and social inequalities
are present in the older population in Slovakia. Moreover,
there are regional and ethnic differences in health status, the
reasons for which are more complex and may be associated
with regional differences in lifestyle — especially in nutrition
habits and smoking as well as in socioeconomic status.
Conclusions
The final outcomes of this project will be used to pro-
mote health promotion, chronic disease prevention and
improving quality of life in older people through producing
evidence based Guidelines with recommendations for potential
actors in this field at European, national, regional and local
levels.

6.5. Workshop: Cost–effectiveness of Vaccination
Programmes: issues, solutions and examples

Chairs: John Edmunds, Maarten Postma*
Organizer: MJ Postma, EUPHA section on public health economics
*Contact details: m.j.postma@rug.nl

Evaluating whether a new vaccination programme is likely to
be cost-effective poses considerable challenges to public health
planners. First, vaccination programmes usually involve
committing large amounts of resources for many years, so it
is important that the decision is correct. However, since the
decision must be taken before the vaccine is introduced
some kind of model must be used. Second, the benefits derived
from vaccination programmes often occur over a very long

time scale, thus the results are often sensitive to the discount
rates used (the degree to which future costs and benefits
are disregarded in the analysis). Third, the benefits of a
programme are not easily extrapolated from the information
provided in clinical trials since clinical trials provide a measure
of the individual benefit, but vaccinating large numbers of
individuals usually provides benefits to the unimmunised
portion of the population as well (so-called ‘herd immunity’).
However, estimating the impact of herd-immunity requires
transmission dynamic models (which do not normally form
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part of the armoury of the average health economist). Fourth,
most vaccines are against short-lived childhood infections.
This poses problems for the evaluation of benefits since there
are no readily available techniques to measure health-related
quality of life in children. This session will attempt to highlight
these issues and illustrate their importance with reference to
a number of new vaccination programmes. Practical advice
will be provided both on the economic attractiveness of the
vaccines under consideration and on how to perform and
appraise such cost–effectiveness analyses.

Issues in the cost–effectiveness analysis of
vaccination programmes
Philippe Beutels

P Beutels, on behalf of POLYMOD
Centre for the Evaluation of Vaccination, University of Antwerp,
Antwerpen, Belgium

Many countries have guidelines for performing economic
analyses in health care. Whilst these guidelines generally apply,
there are number of important aspects that need to be carefully
considered when evaluating a vaccination programme. These
include:
� Model choice: most economic evaluations of vaccination

programmes use a static framework. These models
cannot take account of the indirect (her-immunity)
effects of vaccination and thus may underestimate (or in
some circumstances overestimate) the cost–effectiveness
of the programme. However, dynamic models are
more complicated to programme and parameterize
and should only be used when necessary.

� Outcome measures: quality-adjusted life years gained is
the preferable outcome measure. However, there are
difficulties in estimating the health related quality of life
loss from certain groups — the very young and the very
old being particular examples. These groups are often
targeted for vaccination programmes.

� Time span: this should be long enough to capture all the
relevant costs and benefits. For vaccination programmes
this is usually a very long time, which poses problems,
since models must be run many years into the future,
over which time changes to the population structure (for
instance) would be expected to occur. The length of time
over which costs and benefits accrue also means that the
results are often very sensitive to discount rates.

� Sensitivity analysis: in view of the uncertainty in many of
the parameters and the length of time that models
should be run, sensitivity analyses (including probabil-
istic sensitivity analyses) are normally essential.
However, in addition to parameter uncertainty, the
appropriate structure for the model might also be
uncertain and might influence the results. Assessing
model uncertainty is rarely done, however.

The importance of all above aspects will be highlighted in a
number of the following talks.

The cost–effectiveness of rotavirus vaccination in
Europe: lessons from an international comparison
of studies
Mark Jit

M Jit1, P Beutels2, J Edmunds1, H Salo3, J Bilcke2, Y van Duynhoven4,
Y Yazdan, on behalf of POLYMOD
1Health Protection Agency, United Kingdom
2Centre for Evaluation of Vaccinations, Belgium
3National Public Health Institute, Finland
4National Institute of Public Health and the Environment, The Netherlands
5Service Universitaire des Maladies Infectieuses et du Voyageur, Centre
Hospitalier de Tourcoing, Faculté de Médecine de Lille, France

Background
Rotavirus is the leading cause of acute gastroenteritis in young
children in Europe. It causes significant short-term morbidity

and places a substantial burden on the health service,
particularly over the winter months. Since the successful
development of two rotavirus vaccines, many countries need to
assess the cost–effectiveness of introducing them as part of
childhood vaccination programmes.
Methods
Cohort models for five European countries (England, Belgium,
Finland, the Netherlands and France) were developed in
cooperation with national teams. Data was acquired about
gastrointestinal-related health outcomes, including hospitali-
zations, nosocomial infections, emergency attendances and
primary care consultations. Vaccine efficacy was estimated
from clinical trial data, adjusting for the seroprevalence of
rotavirus types circulating in the countries under analysis. The
loss in quality adjusted life years (QALYs) for patients and
their carers due to fatal and non-fatal episodes of rotavirus
gastroenteritis, as well as the economic value of lost
productivity for those caring for children with rotavirus, was
also taken into consideration as an additional form of analysis.
Results
Rotavirus vaccination in England and France is unlikely to be
cost effective at the price that the vaccines are currently
available. Preliminary results indicate a slightly better cost
effectiveness profile in Belgium due to a higher reported
burden of infection and higher health care costs. In Finland,
vaccination is cost-effective due primarily to the competitive
price of the vaccine in that country (E32.1/dose for Rotarix�

and E24.0/dose for Rotateq�).
Conclusions
International comparisons are helpful to identify key assump-
tions and parameters in cost–effectiveness models. For
rotavirus vaccination, the cost–effectiveness varies between
countries depending on the price of the vaccine, structure of
the health service, availability of data and burden of disease.

The potential cost–effectiveness of HPV vaccination:
a comparison of models from France and the UK
Benoit Dervaux

B Dervaux1, M Jit2, on behalf of POLYMOD
1CRESGE, France and
2Health Protection Agency, United Kingdom

Human papillomaviruses (HPV) are responsible for about
65 000 cases of cervical cancer in Europe, although the
incidence of cervical cancer has decreased as a result of regular
cytological screening. Recently developed vaccines against
HPV have the potential to bring a further decrease in this
incidence and are being considered for routine immunization
in many European countries. However, the epidemiological
and economic impact of vaccination is not obvious due to the
complex and uncertain natural history of HPV infection, the
impact of related interventions such as screening, the effect of
herd immunity and uncertainty about key characteristics of the
vaccines (such as duration of protection). In this presentation,
two mathematical models to evaluate the effect of vaccination
are compared — a multiple cohort static model of HPV
vaccination in France and a dynamic model of HPV
vaccination in the United Kingdom. Implications for similar
types of evaluations in other European countries are discussed.

The cost–effectiveness of Herpes Zoster vaccination
among elderly in England and Wales
(to be nominated)
AJ van Hoek1,2, A Melegaro1, N Gay1, J Edmunds and on behalf of
POLYMOD
1Modelling and Economics Unit, Health Protection Agency, Centre for
Infections, London, UK and
2University of Groningen, Groningen, Netherlands

Background
Due to the increase in life expectancy that has occurred in the
last few decades and the associated burden of disease, the next
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challenge of modern medicine is to improve the quality of life
among the elderly. A disease responsible for serious morbidity
in this age group is Herpes Zoster (HZ). HZ is a relapse of the
latent Varicella Zoster Virus (VZV), the same virus that causes
chickenpox during childhood. The most frequent complication
of HZ is postherpetic neuralgia (PHN), causing moderate to
severe pain which can last for years. In 2006 the European
Medicines Agency gave marketing approval to the live
attenuated VZV vaccine Zostavax.
Objective
The objective of this study is to establish the impact of
vaccination against HZ on incidence, direct cost and the
quality of life related to herpes zoster in England and Wales,
as well as the cost–effectiveness of vaccination.
Methods
Decision analyses was performed using epidemiological data
and data on health care resource from 2002 to 2005. A static
cohort model was used to project the impact of an
introduction of the Zostavax vaccine in adults of 60 years.
Different scenarios were investigated such as increasing
vaccination age and different waning rates. Extensive uni-
variate and multivariate sensitivity analyses was performed.
Results
Introduction of the vaccine can have a major impact on the
burden of HZ disease among the elderly. The impact varies by
vaccination age due to declining vaccine efficacy and
increasing incidence of PHN in older ages. Model results are
most sensitive to changes in the following input parameters:
duration of the vaccine efficacy, price of the vaccine,
probability of developing PHN and QALY loss associated
with the disease.
Conclusions
Introduction of the vaccine will reduce the burden of HZ and
increase the quality of life among the elderly. The cost–
effectiveness ratio, however, is strongly dependent on some of
the model parameters.

The cost–effectiveness of varicella vaccination:
the impact of herd immunity
Alessia Melegaro

A Melegaro, J Edmunds and on behalf of POLYMOD
Modelling and Economics Unit, Health Protection Agency, Centre for
Infections, London, UK

Background
It order to properly evaluate a vaccination programme, short
and long term effects have to be included in the model. To do
this, transmission dynamic modelling has started to be used as
a tool to describe the patterns of infection and disease and the
outcome of the intervention and to provide potential scenarios
on which the economic evaluation is based. Varicella
vaccination is a classic example of the utility of this analysis
as the long term effects of the vaccine on zoster epidemiology
might have considerable implications on the cost–effectiveness
results.
Methods
A deterministic realistic age structured model was used to
predict the impact of varicella vaccination on both varicella
and zoster. Unit costs were applied to the outcomes of the
model and the cost–effectiveness of alternative programmes
was assessed.
Results
Assuming no impact of varicella on zoster, varicella vaccina-
tion is expected to be cost-effective under most scenarios.
However, if the increase in zoster cases as a result of varicella
vaccination is incorporated in the model, the programme is no
longer expected to be cost-effective due to the severity of zoster
disease and sequelae in adults and the costs associated with
these conditions.
Conclusion
The importance of considering both direct and indirect effects
of an intervention programme when evaluating its economic
acceptability has been shown here, using the example of
varicella vaccination. Varicella vaccination appears not to be a
cost-effective programme when incorporating the indirect
effects the vaccine might have on the epidemiology of zoster.

6.6. Workshop: Capacity-building in health
promotion

Chairs: Heiko Waller*, John K. Davies
Organizer: Section Health Promotion and International Union for Health
Promotion and Education (IUHPE)
*Contact details: waller@uni-lueneburg.de

In a joint workshop between EUPHA and IUHPE, we will be
concerned with competencies in health promotion and public
health, education and training initiatives, especially using
innovative teaching and learning methods, professional
standards and accreditation, infra-structures and policies for
effective health promotion and effective methods of monitor-
ing and evaluation

Annual health promotion summer course
’strategies for health in Europe’
Klaus Plümer

P Contu1, B Lindstrom2, E Fosse3, K Plümer4, C Colomer5, L Kennedy6,
M Koelen7, G Masanotti8, G Pavlekovic9
1University of Cagliari, Cagliari, Italy
2University of Bergen, Bergen, Norway
3The Nordic School of Public Health, Goteborg, Sweden
4Academy for Public Health, Dusseldorf, Germany
5Valencian School of Health Studies, Valencia, Spain
6University of Liverpool, Liverpool, United Kingdom
7University of Wageningen, Wageningen, Netherlands
8University of Perugia, Perugia, Italy and
9University of Zagreb, Zagreb, Croatia

Health promotion is based on intersectoral, interdisciplinary
and international professional collaboration, community

participation, empowerment, equity and freedom. These
principles need to be fostered through training strategies and
actions, including international courses.
Courses should be planned as full time experiences, in which
social life plays an important role facilitating mutual exchange
and enabling participants to experiment in different contexts,
with the richness and the challenges of international
collaboration.
In particular courses are expected:

� to involve in common training, both as teachers and as
participants, the widest range of professionals;

� to create wide spaces for mutual exchange, with equal
interaction among professionals and flexibility between
teaching and learning roles;

� to recognize and promote among participants diversity
and freedom towards the training proposals.

The European Training Consortium in Public Health and
Health Promotion (ETC-PHHP) is run by 10 schools of public
health from different countries: Goteborg, Valencia, Liverpool
and Zagreb (from 1990), Prague (1994), Cagliari and
Wageningen (1995), Dusseldorf (2001) and Perugia and
Bergen (2006).
Since 1991, ETC-PHHP organized 15 summer courses in
nine cities (the last four in collaboration with the European
Master in Health Promotion ? EUMAHP), with more than
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350 participants from 33 European and nine Non-
European countries. Presented will be the salutogenetic-
oriented curriculum of the summer course that focuses
on European Strategies for Health, which refers to current
health promotion and public health subjects. This year’s
topic was: ‘Reducing Health Inequalities: Evidence for
Community Action’. The 16th ETC-PHHP Summer Course
was held with 30 participants from 16 countries as a
Dutch-German joint project in Wageningen und Düsseldorf
in July 2007.

Theory and practice within the Hungarian BSc of
health promotion and recreation, with specialization
in life-style and nutrition counselling, health
promoting communication, health promoting
organizational development and project
management and minority
Zsuzsanna Benkö

Z Benkö, K Tarko
University of Szeged, Juhász Gyula Faculty of Education, Department of
Applied Health Sciences, Szeged, Hungary

Background
Recent changes in the perspectives and approaches of
professionals traditionally belonging to social subsystems
(education, health care, social sphere and polity) is promoted
by the paradigm change concerning health. The change in
approach creates intersectoral communication and the oppor-
tunity for cooperation and promotes communication among
the different professions (doctor, nurse, teacher and health
promoter). This need for effective cooperation and the
structural changes in current Hungarian Higher Education
(Bologna process) has called for the development of a
mediating profession: Health Promoter and Recreator.
Description of the problem
The grounded theory and methodology of the innovative new
educational programme was based on international experi-
ences (enabling transnational acceptance of degrees) and
multidisciplinary team work. Educational content is trans-
mitted through innovative methods like skills development
(communication, conflict management and counselling),
problem-based learning, field practice, small group work and
tutorial system. Specializations into elements playing a decisive
role in forming a nation’s public health state were introduced
(life style and nutrition counselling, health promoting com-
munication and organizational development, project manage-
ment and minority health coordinator) all addressing
highlighted areas of European Union Policy.
Lessons learned
Education according to the new programme has started in
Autumn 2006, with 150 students (70 full-time and 80 part-
time). The first degree holders will be expected in June 2009.
Experiences so far indicate a change in the traditional public
health perspectives of participants into a more new Public
Health and Health Promoting perspective. The educational
programme clearly addresses existing needs, as it is shown by
the already huge interest from employers for our new
professionals.

Education and training development in public
health: the PHETICE Project
John Davies

JK Davies, N Sherriff
International Health Development Research Centre, Faculty of Health &
Social Science, University of Brighton, UK on behalf of the EC funded
PHETICE Consortium

Issue
Enlargement of EU reflected in need for mobility of public
health professionals based on Bologna process in higher
education. Need to build, therefore, on well-defined
and agreed generic and specialist competencies in public
health.

Description
The PHETICE Project has been funded by the EC (DG
SANCO) to build on the experiences and investments from
existing European public health training programmes and to
identify commonalities and synergies. This presentation will
introduce and discuss PHETICE’s work that is focused on
integrating educational institutions from new Member States
and candidate countries into existing European Training
programmes in public health. Reference will be made to our
efforts to create a common understanding of the core
competencies of professionals within public health specialists
areas using PHETICE model, European professional and
academic standards to enable uniform quality processes and
joint degrees, innovative methods for public health training
that integrate areas of inequality, health monitoring and best
practice, guidelines for public health specialist training in
Europe and access to evidence-based education and informa-
tion for European public health workers and specialists.
Lessons
Need for consensus building process internationally to agree
on the core and specialist functions of public health, and
thereby agreed international competencies. Need for European
guidelines for educators and trainers to link such competencies
to higher education delivery strategies and methods.
Conclusion
Ways identified to establish effective capacity-building (infra-
structure, resources and training staff) at both national and
European levels based on agreed competencies to facilitate
unification and strengthening of public health practices.

Oral health promotion capacity building in Belgrade
Irena Dzeletovic

I Dzeletovic
Institute of Public Health, Belgrade/Serbia

Introduction
The profile of oral disease has changed markedly in the last
20 years. The impact of fluorides, the change of traditional
diets to high sugar diets in low income economy country such
as Serbia, increased use of alcohol and tobacco among the
youth resulted in oral health status, too. Oral health is an
important part of general health and it may cause many
consecutive diseases. In previous period, in Belgrade,
manpower reduction measures in Public Dental Health Care
has happened.
Aim
Purpose of this study is to show importance of building
capacity for oral health promotion in Belgrade for improving
oral health status among children in Belgrade.
Method and material
This is social medicine evaluation descriptive study based
on statistical reports and health promotion intervention
revue accomplished in Preventive Dentistry Public Health
Care Service in Belgrade.
Results
In 2005, in Belgrade, in Pediatric Dentistry Public Dental
Health Care Service were 149, in 2006 there were 126 pediatric
dentists in Belgrade. Reorientation of approach towards oral
health promotion, less curation is imperative nowadays.
Training for 150 professionals was organized by creative
workshops for oral health promotion ‘Better smile’. Guide for
children and adolescent ‘Better smile’ was created, too. Next
step is to create Guides for oral health promotion for Peers and
parents, incorporating them in New National Preventive
Dental Health Program. Mean DMFt = 2.7 i n Belgrade in
2005/Mean DMFt = 2.4 in 2006 (European standard is Mean
DMFt > 1).
Conclusion
Oral health promotion is the most important part of future
Public Dental Health Care Service, reoriented in transitional
period in Serbia. Capacity building is premise of accomplish-
ment good oral health promotion.
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6.7. Obesity and prevention

An Italian general practitioners network survey
on obesity
Simona Giampaoli

C Donfrancesco1*, C Lo Noce1, F Dima1, L Palmieri1, P Ciccarelli1,
O Brignoli2, G Riccardi3, S Giampaoli1
1National Centre for Epidemiology, Surveillance and Health Promotion,
Institute of Health, Rome, Italy
2Società Italiana di Medicina Generale, Rome, Italy
3Università Federico II, Naples, Italy
*Contact details: chiara.donfrancesco@iss.it

Background
Obesity is increasing at all ages; to evaluate this epidemic a
network of 40 GPs, concerned with health education and
preventive care, were engaged to perform a screening on a
sample of patients randomly selected from their lists. The aim
of the present analysis is to describe main results of the survey.
Methods
Weight, height were measured in 1044 men and 1046 women
ages 35–75 years, without previous cardiovascular disease
(CVD). Body mass index (BMI) was computed and categor-
ized in normal weight (BMI 18.5–24.9 kg/m2), overweight
(25.0–29.9 kg/m2) and obese (BMI > = 30 kg/m2). Food freq-
uency (per day: fruits and vegetables; per week: meat, cheese,
fish, pulses, chocolate, fry food, sweet, wholemeal food,
rotisserie food and sugar drink), physical activity (at work
and during leisure time), smoking and use of medication were
investigated through a questionnaire; CVD risk was assessed
using the Italian CUORE Project score. Quality controls on
proportion of incomplete measurements and terminal digit
preference of blood pressure and anthropometric measure-
ments were performed.
Results
Prevalence of overweight was 50% in men and 34% in
women; prevalence of obesity was 23% both in men and
women. Age-adjusted correlation analysis showed that BMI was
inversely correlated with consumption of pulses, fish,
wholemeal food, rotisserie food, chocolate and sweet and
directly correlated with meat. Women eat vegetables,
wholemeal food and chocolate more frequently than do
men, and men eat more fry food, meat and sugared drinks
than do women. Age-adjusted correlation analysis showed
that physical activity during leisure time was inversely
correlated with BMI. CVD risk score in 10 years was: 3% for
normal weight women, 5% for overweight, 7% for obese; 8% for
normal weight men, 11% for overweight, 13% for obese. Age-
adjusted ANOVA analysis showed a significant association
between CVD risk score and classes of BMI in both men and
women (P< 0.001). Quality controls showed a low proportion
of incomplete measurements but a strong preference toward
some terminal digits for systolic and diastolic blood pressure,
height, weight, waist and hip measurements.
Conclusions
The major step to implement a preventive strategy in the
general population is to involve GPs. In this way, they are
made aware of the low proportion of normal weight persons in
the population and how overweight and obesity are inversely
related to low-fat foods and physical activity. Encourage GPs
to counsel on healthy lifestyle is an achievable goal. A network
of GPs seems to be an appropriate way to monitor overweight
and obesity.

Diabetes in Europe—prevention using lifestyle,
physical activity and nutritional intervention
(DE-PLAN)
Noel Barengo

N Barengo1*, J Lindström2, J Tuomilehto1 on behalf of the DE-PLAN
group
1Department of Public Health, University of Helsinki and
2Diabetes Unit, National Public Health Institute, Helsinki, Finland
*Contact details: noel.barengo@uku.fi

Issue
The prevalence of type 2 diabetes (T2D) is alarmingly high in
Europe, mainly due to overweight and physical inactivity.
Intervention trials have convincingly demonstrated that
prevention of T2D is possible. Lifestyle interventions and
modification can significantly reduce the onset of T2D for up
to 58% in high risk subjects.
Description
The DE-PLAN project implements lifestyle, physical activity
and nutritional interventions in 24 collaborating centres
within the European Union to assess whether experiences
of intervention trials can be enforced for large population
groups as well. The interventions are conducted for high risk
individuals detected by the validated Finnish Diabetes Risk
Score (FINDRISC) questionnaire. It further investigates the
prevalence of glucose metabolism disorders in Europe and
assesses the cost–effectiveness of T2D prevention programmes
in the primary care setting.
Lessons
The DE-PLAN project shows that it is possible to create a
large network within Europe to tackle the burden of T2D by
developing and implementing intervention models for various
population groups decreasing the most common risk factors
for T2D. Furthermore, if teaches valuable lessons on how to
coordinate a large EU project taking into account various
cultural differences in the ways how projects are coordinated
on national levels. Thus far, 266 668 people have received
the FINDRISC questionnaire and 9031 high risk individuals
have been identified and 6233 are enrolled to the lifestyle
intervention programme. The DE-PLAN project also provids
evidence that collaboration between private and public
sector is possible in implementing T2D prevention in the
community.
Conclusions
The DE-PLAN provides valuable insights about the impor-
tance of building up a network and structures within Europe to
tackle common health problems such as T2D. Furthermore, it
strengthens the evidence that the overall impact on the
European level is stronger than the sum of the different
impacts of the national results.

Relationship between physical activity and obesity
in Portuguese children
Isabel Mourão-Carvalhal

C Padez1*, P Moreira2, V Rosado3, E Coelho4

1Department of Anthropology, University of Coimbra, Coimbra
2Faculty of Nutrition, University of Porto, Porto
3Center of Anthropobiology, Instituto Investigação Cientifica Tropical,
Lisboa and
4Department of Sports, University of Trás-os-Montes Alto Douro, Vila Real,
Portugal
*Contact details: mimc@utad.pt

Background
The association between physical activity and obesity is not
clear, because it is very difficult to measure physical activity.
There are several methods to estimate body fat and there is no
‘gold standard’. Body mass index (BMI) is the optimal single
measure for assessing overweight, however, BMI does not
distinguish between body fat and lean body mass and the
correlations for BMI with body fat is weaker than for skinfolds.
The results of several longitudinal studies pointed out an
inverse relationship between physical activity and BMI.
The purpose of this study was to determine the relationship
between physical activity, BMI and body fat percentage.
Methods
The study included a Portuguese random nationally repre-
sentative sample of 4511 children (2274 girls and 2237 boys)
7- to 9-year old. A general questionnaire was completed by the
parents to provide information about the type, frequency and
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hours in physical education and sport. Overweight and
obesity were calculated by using the BMI assessment and the
cut-off points of Cole et al. (2000). The percentage of body
fat was calculated from skinfolds thickness Slaughter et al.
(1988).
Results
The correlation between BMI and body fat is strong
(r= 0.861). The association between BMI and the independent
variables (correlations and regression) were only significant for
gender (r= 0.030), age (r= 0.159) and participation in sport
(r=�0.100). These variables explain 16% (P= .043), only
significant for the participation in sport (P= .047). The asso-
ciation between body fat percentage was significant in both,
time spent (r= 0.210) and participation in sport (r=�0.121)
gender (r=�0.033). The time spent in sport explain 44% of
the variance (P= .010).
Conclusions
This study in accordance with others that find lower
association between physical activity and obesity and pointed
out that BMI is a gold standard weaker to assess body fat than
skinfolds thickness. We can conclude that to reduce obesity the
duration is more important than the type of physical activity.

Integrated activities to tackle overweight among
children: integrated supervision in a Dutch
municipality
Suzanne Rutz

SI Rutz1,2*, K Reedijk1,3, HJ Schilth1,2

1Integrated Supervision of Youth Affairs, Utrecht
2Health Care Inspectorate, Amsterdam and
3Inspectorate of Education, Utrecht, The Netherlands
*Contact details: si.rutz@igz.nl

Issue
Like in all western countries, overweight in children is an
increasing public health issue in the Netherlands. Overweight
in children increases health risks due to many diseases in older
age, for example, cardiovascular diseases and diabetes. In the
short term, it increases the risk of being bullied and having
psychological problems. Although it is still unclear which
interventions work, an integrated approach seems to be the
most effective method to tackle overweight.
Description
Local authorities in the Netherlands are obliged by law
to develop policy on the largest public health problems in
their area. In many towns, overweight is one of the largest
public health issues. In one medium-sized town in the
Netherlands the number of overweight people is substantially
larger than in other areas. Therefore, Integrated Supervision
of Youth Affairs — in which five inspectorates work together
to strengthen the preventive capacity of the services and
to strengthen cohesive approaches to problems among
youngsters — investigated the approach of that municipality
to tackle overweight among their inhabitants aged 0–19 years.
Central question of the investigation was: how well do the
(chains of) organizations cooperate in preventing youth aged
0–19 years from becoming overweight? To answer this
question we interviewed children, parents and professionals,
we investigated health files of overweight children and we
conducted a survey among inhabitants (parents and youth).
Lessons
During the investigation, we learned that youth and parents
find the increase of overweight among children an important
problem that should be tackled. However, professionals,
services and the local council lack a sense of urgency in
developing an integrated and cohesive approach. They feel that
parents are more or less solely responsible in preventing and
tackling their children’s weight problem. That is why they have
not set a joint goal on reducing overweight and there is no
connectedness between the activities. This lack of a joint goal
results, among other things, in the following:

(1) There is no clear cut preventive message;
(2) children’s overweight is not diagnosed in time;

(3) diagnosis is not always followed up by treatment;
(4) a large part of the overweight children are not treated
by professionals or healthcare services in reducing their
overweight.
Conclusions
In conclusion, the approach of the local council does not
succeed in tackling overweight in their town. Improvement of
the cooperation between local council, professionals, schools
and services is necessary. In the interest of the children’s
health, Integrated Supervision of Youth Affairs has requested
the council and the professionals to formulate an intersectoral
and cohesive action plan which contributes to preventing and
tackling overweight in the coming 2 years.

Dietary changes in a general population after
5 years of multi-factorial lifestyle
intervention—The Inter99 study
Ulla Toft

U Toft1*, L Kristoffersen1, C Lau2, L Ovesen3, K Borch-Johnsen2,
T Jørgensen1

1Research Centre for Prevention and Health, Glostrup
2Steno Diabetes Center, Gentofte
3Danish Heart Foundation, Copenhagen, Denmark
*Contact details: ulto@glo.regionh.dk

Background
The aim was to investigate the effect of a high and low
intensive lifestyle intervention on long-term dietary changes
in a general population.
Methods
The study was a randomized controlled intervention study
with 5-year follow-up. From a population of 61 301 indivi-
duals, two random samples were drawn (group A: N= 11 708;
group B: N= 1308) and invited for a screening programme.
Participation rate was 52.5%. Participants received individual
life-style counselling. Individuals at high risk of ischaemic
heart disease in group A were further offered life-style
counselling in groups. High-risk individuals in group B was
referred to their general practitioner. For high-risk individuals
the described intervention was repeated after one and three
years. At 5-years follow-up, all, participants were invited for
health examination. A control group C was drawn (N= 5264)
and followed by questionnaires. Dietary habits were measured
by a 48-item food frequency questionnaire and changes were
analysed by repeated measurement analyses.
Results
At 5-year follow-up group A compared to group C had
significantly increased their intake of vegetables (P= 0.005)
and unsaturated fats (P= 0.02) and decreased the intake of
saturated fats (P= 0.003). Women in group B significantly
decreased the intake of saturated fats compared with group C
(P= 0.01) and A (P= 0.009) and increased the intake of fruits
(P= 0.05) compared to group C. No significant differences
were found between groups in the development on fish intake.
Reported positive dietary changes(increased intake of vegeta-
bles, fruit and fish, decreased intake of fat) were significantly
inverse associated with changes in weight (P= 0.006), waist
circumference (P= 0.003), total cholesterol (P= 0.009) and
borderline significant with systolic blood pressure (P= 0.06).
Conclusions
The results suggest that dietary changes can be achieved and
maintained over a five year period in a general population.
Reported healthy dietary changes were inverse associated with
relevant biological risk factors.

Does obesity impair behaviour, motor, brain and
learning activities in 15 year old adolescents?
Results from a representative cohort study
Martin Klett

M Klett1*, J Haffner2, F Resch2

1Health Authority Heidelberg
2Children’s Psychiatric Clinic, University of Heidelberg, Germany
*Contact details: martin.klett@rhein-neckar-kreis.de
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Background
Within the last decade life situation has been imprinted by
technological innovations, rising media consumption, global,
dietary and educational impact. Therefore, we have investi-
gated the developmental performance of adolescents by means
of a regional survey on a total regional age group of 6842
15-year-old students in 2004/2005.
Methods
The study has been approved by the ethic committee of
Heidelberg University. On a voluntary basis, 6085 students
(89%) and 3413 parents (55%) have participated in BMI
measurement and a internationally standardized (CBCL)
questionnaire on media consumption, school and life-
situation, leisure activities and behavioural items.
Results
The results show rates for overweight(ow)/adiposity(ap)
of ow9.2/ap5.1% in males and ow6.8/ap4.3% in females.
In contrast, the rates of Turkish migrants were much higher
as ow10.0/ap7.2% for both gender. If the TV and

PC-consumption group is compared with the physically
active group (PA) we saw a large difference between TV/PC
with ow13.1/ap10.2% and PA with ow3.6/ap1,9%. These
results correspond to impaired cognitive as well as motor
and fine motor developmental status in 6-year-old adipose
pre-school children, investigated in the Heidelberg pre-school
age group in 2004. The 15-year-old cohort presented a high
media consumption on the 30% level, a regular drug
consumption rate of 16% for smoking, 18% for alcohol and
6% for illegal drugs. Significant differences for adiposity
correspond more with low social and migration background
than with drug consumption.
Conclusions
Adiposity is a increasing problem in western societies and its
relations to dietary impacts as well as increasing media
consumption accompanied by decreasing physical activities.
The harmful consequences suggest new activities to stop
progression of overweight and adiposity.

6.8. Socio-economic inequalities 3

Using self-rated health in epidemiological studies:
a risk of widening the gap between social classes?
Thierry Lang

C Delpierre1*, V Lauwers-Cances1, L Berkman2, T Lang3

1INSERM U558, Toulouse, F-31073, Toulouse, France
2Harvard School of Public Health, Department of Society, Human
Development and Health
*Contact details: cyrildelpierre@yahoo.fr; cdelpier@hsph.harvard.edu

Background
Health status appears to be the main determinant of self-rated
health (SRH). However, some factors could modulate the
association between health status and SRH, particularly social
status. The link between health status and SRH could be
different according to social status, due to lower expectations
about health among lower social class. If this was true, using
SRH could underestimate social health inequalities. The aim of
this study was thus to analyse the link between health status
and SRH, according to socio-economic situation assessed by
level of education.
Methods
We used data from a cross-sectional, nationally representative
survey of the civilian non-institutionalized population of the
United States: the National Health and Nutrition Examination
Survey (NHANES) for the years 2001–04. Multivariate
logistic regression analyses were performed for assessing the
relation between health status and SRH according education
level.
Results
The final sample consisted of 4661 men and 4593 women.
Health status variables were associated with SRH whatever may
be the education level and gender. Having a functional
limitation was associated more strongly with poor SRH in
high educated women than in low educated women (OR=6.98,
95%CI: 4.80–10.15 vs OR=3.24, 95%CI: 2.37–4.43 respec-
tively), as having respiratory disease (OR=4.81, 95%CI:
3.41–6.77 vs OR=2.41, 95%CI: 1.60–3.63 respectively), cardio-
vascular disease (OR=9.42, 95%CI: 6.40–13.88 vs OR=3.14,
95%CI: 2.20–4.49 respectively) and dental problem (OR=4.86,
95%CI: 3.61–6.54 vs OR=2.55, 95%CI: 1.96–3.32 respectively).
The association between chonic pain and poor SRH increased
with education level but interaction test was not significant.
Having a functional limitation was associated more strongly
with poor SRH in high educated men than in low educated
men (OR=7.39, 95%CI: 5.01–10.90 vs OR=4.15, 95%CI:
2.88–5.99 respectively). Concerning other health problems,
the same tendencies than those observed in women, were
observed in men.

Conclusions
The relation between health status and SRH is modulated by
level of education, impact of health status being stronger
among SRH of higher educated individuals. This phenomenon
could lead to underestimate health inequalities existing
between social status by using this indicator as a general
measure of health inequalities.

Inequalities of opportunities in health: the impact of
social background and parents’ health on health
status in adulthood
Florence Jusot

M Devaux1, F Jusot1*, A Trannoy2, S Tubeuf2
1IRDES (Institut de Recherche et de Documentation en Economie de la
Santé), Paris and
2IDEP (Institut d’Economie Publique), Marseille, France
*Contact details: jusot@irdes.fr

Background
Whereas social health inequalities have extensively been
explained by differences in current conditions, previous
researches have shown that health status is also related to
childhood conditions. Two hypotheses were suggested to
explain the influence of social background. Firstly, the latency
model underlines a direct relationship between parents’
socio-economic position and the descendant’s health in
adulthood. Second, the pathways model suggests that child-
hood circumstances determine socio-economic status in
adulthood, which impacts itself health status. Yet, parents’
health could be a cofounder of the influence of their socio-
economic status on children’s health status because of a genetic
inheritance or a transmission of health related behaviours. This
paper aims to analyse the impact of both social background
and parents’ health on health status in adulthood by
disentangling its direct and indirect effects in order to assess
inequalities of opportunities in health.
Methods
This study is based on the French part of the Survey on Health
Ageing and Retirement in Europe (SHARE), which is a repre-
sentative interview survey of people aged 50 years and over.
Logistic regressions are used to analyse the influence on self
assessed health in adulthood from both social family back-
ground measured by parents’ occupation and parents’ health,
approximated by their longevity adulthood. This analysis is
firstly conducted controlling for age and gender. A control for
current socioeconomic status is then included in order to
disentangle the direct and indirect effects of parents’
occupation.

126 European Journal of Public Health, Vol. 17, Supplement 2, 2007

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article/17/suppl_2/7/594785 by guest on 20 M

arch 2024



Results
Health status in adulthood is significantly associated with
both parents’ occupation and parents’ longevity: the higher the
parents’ occupation, the lower the probability of having a
poor self-assessed health. This probability decreases also with
parents’ longevity. When controlling for current socio-
economic status, the association between the parents’ longevity
and the descendant’s health status as well as the association
between the mother’s occupation and the descendant’s health
status remain significant whereas the father’s occupation and
the descendant’s health status are not anymore associated.
Conclusions
These results emphasize strong links between social conditions
in childhood and health status in adulthood in France. There
is a direct effect of each parent’s longevity on health in
adulthood. The mother’s social status has a direct effect on
the health of her offspring. In contrast, the effect on the
descendant’s health from the father’s social status is indirect
only, going through the descendant’s social status as an
adult. These findings suggest the existence of inequalities of
opportunity in health since parents’ social statuses as well
as their health status are independent of the descendant’s
responsibility.

Socio-economic differences in health of adolescents in
1998 and 2006. A diminishing gap as a symptom of
societal stabilization?
Ferdinand Salonna

F Salonna1*, A Madarasova Geckova1, M Sleskova1, JP van Dijk2,1,
JW Groothoff2, SA Reijneveld2

1Department of Educational Psychology and Health Psychology and Kosice
Institute for Society and Health, Faculty of Arts, P.J. Safarik University,
Kosice, Slovakia
2Department of Social Medicine, University Medical Center Groningen,
University of Groningen, The Netherlands
*Contact details: ferdinand.salonna@upjs.sk

Background
Findings from Western Europe (Scotland, Netherlands)
indicate the absence of socio-economic differences in health
among adolescents, but findings from Central Europe
(Slovakia) reveal its presence. The difference has been
attributed to the period of societal transition during the
nineties. Research was repeated recently with the aim of
comparing the magnitude of socioeconomic differences in self-
rated health among Slovak adolescents in 1998 and 2006.
Methods
The sample consists of two cohorts of adolescents from the
Kosice region. Data from the first cohort were collected in
1998 (n= 2616, 52.4% males, mean age 14.9 years) and data
from the other cohort in 2006 (n= 1861, 48.7% males, mean
age 14.5 years). Socio-economic status was measured using the
highest education completed by parents (university, secondary,
apprenticeship or lower). One item of SF-36 was used to
measure self-rated health (excellent, very good/good, fairly
good and bad). Socio-economic differences in health were
analysed using logistic regression. The magnitudes of socio-
economic differences in health were measured by indices of
dissimilarity (the higher the index the deeper the socio-
economic differences). Analyses were done separately for males
and females.
Results
Significant socio-economic differences in health were
shown in both males and females in 1998, but only among
females in 2006. Comparing the two cohorts of adolescents
revealed a decrease in socio-economic differences in health
among males as well as females, but the differences were deeper
and their deepening was more evident among females
compared with males. The index of dissimilarity dropped
from 0.08 to 0.04 among males and from 0.13 to 0.08 among
females.
Conclusions
The pattern of socio-economic differences in health among
adolescents in Slovakia is changing towards the pattern

observed in Western European countries, which might be a
sign of societal stabilization.

Housing improvement as a strategy to improve
health and reduce health inequalities: a systematic
review of best available evidence
Hilary Thomson

H Thomson1*, E Sellstrom2, S Thomas1
1MRC Social & Public Health Sciences Unit, Glasgow, UK
2Department of Health Sciences, MidSweden University, Ostersund, Sweden
*Contact details: hilary@msoc.mrc.gla.ac.uk

Background
The links between poor health and poor housing support the
hypothesis that housing investment may lead to improvements
in health and reductions in health inequalities. Yet, little is
known about the actual health impacts of housing improve-
ments often aimed at social housing stock.
Methods
Aims: To review the best available evidence from intervention
studies that housing improvements lead to health improve-
ments and reductions in health inequalities.
Methods: A systematic review of housing intervention studies.
Nineteen bibliographic databases were searched (1872–2007)
and experts contacted to identify relevant studies. Study
quality was independently assessed by two reviewers.
Results
Thirty-six studies were identified and assessed for methodo-
logical quality (median score 10, maximum possible 18). Best
available evidence (studies scoring 10+) from the ‘developed’
world was included in the narrative synthesis (n= 13). Nine
studies used a prospective controlled design and two were
randomized controlled trials (RCTs). Most improvements
included warmth improvement measures and seven studies
were of warmth-only improvements. Following housing
improvement, four studies (including an RCT, n= 3312)
reported improved mental health and/or respiratory measures
and eight studies reported no change in health status. With the
exception of one older study (circa.1936), no adverse health
impacts of housing improvement were reported. Housing
improvements assessed targeted vulnerable groups often in
social-rented housing. However, no data on the possible
impacts on health inequalities were reported.
Conclusions
Data from a large RCT suggest that improvements in warmth
do lead to health improvements, yet many other studies report
no health impact. Variation in type of improvement, outcome
measures and settings may explain the conflicting findings
between studies. Very little is known about the impacts of
housing improvement on health inequalities.

Elaboration of socio-economic differences in
disease-specific prevalence in The Netherlands
Jouke Van der Zee

J Van der Zee, M Kroneman*, A Volkers
NIVEL (Netherlands institute of health services research), Utrecht,
The Netherlands
*Contact details: m.kroneman@nivel.nl

Background
A low social-economic position is consistently associated with
poor health and (physician diagnosed) morbidity. Several
diseases are known for their socio-economic gradient: depres-
sion, diabetes, ischaemic heart disease, arthritis, muscle pain,
neck- and back-pain and tension headache, in the sense that
a lower economic position is associated with a higher
prevalence for these diseases.
In this paper, we aim to elaborate the relationship between
specific diseases and socio-economic status. Previous research
showed that for some diseases a (negative) linear relationship
between socio-economic status and disease prevalence existed,
however, for other diseases, this relationship was of a higher
order (2nd, 3rd) or non-existing at all. Our research question
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is: to what extent are diseases currently presented in General
Practice related to socio-economic status.
Methods
Our data were derived from the National Survey of General
Practice including 104 practices in the Netherlands. 174 654
persons between 15 and 64 year participated the study. The
social economic position was assessed by the International
Socio-Economic Index of occupational position (ISEI) and was
based on the highest ISEI score within a household. Outcome
measures: prevalence of ICPC-codes with a prevalence of
more than 5/1000 persons (144 ICPC-codes). For socio-
economic position (ISEI) linear, reciprocal, quadratic and
parabolic functions were fitted for ICPC code, controlled for
age and gender.
Results
Not all diseases have a relationship with socio-economic
position. For the diseases that are associated with socio-
economic position, the most of them have the classical
relationship, in the sense that a lower socio-economic position
lead to a higher risk for the disease. However, there are notable
exceptions. For instance, for males for instance symptoms/
complaints of the lower back (L02) and several skin related
diseases (S03, S79, S82, S86 and S99) have a positive linear
association with socio-economic status, while some mental
disorders (P01, P76 and P78) show a reciprocal association.
For females, the associations with social economic status
for some diseases differ from those for males. (Results are
preliminary).
Conclusions
The general notion that a low social-economic status is
associated with higher health risks is appears to be a too simple
view of reality. A more differentiated approach is therefore
necessary. The challenge is to find explanations for the
different associations.

Socio-economic inequities in treatment pathways
leading to revascularization in Finland
Reijo Sund

R Sund*, M Kajantie, K Manderbacka, I Keskimäki
National Research and Development Centre for Welfare and Health, Health
Services and Policy Research, Helsinki, Finland
*Contact details: reijo.sund@stakes.fi

Background
Although both incidence and mortality due to coronary heart
disease (CHD) have decreased during the last decades, it still
remains a major cause of death and disability in Finland as in
other industrialized countries. Finnish studies have repeatedly
reported systematic socio-economic differences in disease

incidence and mortality due to CHD. In addition, systematic
socio-economic differences have been reported in access to and
quality of care. Those in higher socio-economic position have
been reported to be treated more intensively, e.g. to be more
likely to have undergone a revascularisation operation. Few if
any studies have examined the pathways through which these
differences emerge. The aim of this study is to examine
different pathways to revascularization operation, the possible
socio-economic differences in these pathways and their effect
on outcomes of CHD.
Methods
Register data were compiled from the Finnish Health Care
register, Special Reimbursement register, Prescription register,
Causes of Death statistics, Census data and Employment
statistics. For every individual, the first invasive coronary
operation was identified in 1995–98. All hospital admissions
with CHD as the main diagnosis prior to the operation
from 1990 onwards were extracted for every subject. Each
admission was classified into three categories: myocardial
infarction admission (MI), emergency CHD admission
other than MI (EMC) and elective CHD admission (ELC).
Pathways leading to revascularization were reconstructed,
in terms of the categorized admissions. If there were several
MI or EMC admissions, the pathway was defined to be ‘bad’,
otherwise the pathway was ‘good’. The effects of the type
of the pathway on mortality following the revascularization
as well as the impact of socio-economic variables on
the pathway type were examined using logistic regression
analysis.
Results
There were 23 324 patients aged 40–79 years, who underwent
their first revascularization in 1995–1998 in Finland of which
6905 (29.6%) had more than one MI or EMC admission.
The 3-year mortality following revascularization was 7.1%.
Mortality adjusted for age, sex, socio-economic factors and
comorbidity was significantly lower for patients with a good
pathway (OR 0.75, 95%CI = 0.67–0.83). The type of pathway
and socio-economic factors were significantly associated even
if adjusted for age, sex, comorbidity and hospital district. OR
for a good pathway in basic vs. higher education groups was
0.73 (95%CI = 0.67–0.80) and in low vs. high income groups
0.69 (95%CI = 0.64–0.75).
Conclusions
Socio-economic factors have impact on the treatment pathway
which seems to work as an independent predictor of mortality.
This reflects undesirable structural inequity in the health
system.

6.9. Workshop: National task forces of the public
health genomics European network: shaping the
future of genomics and the populations’ health in
the unified Europe

Chairs: Walter Ricciardi
(Germany)
Helmut Brand*
(Italy)
Organizer: EUPHA Section on Public Health Genomics, Prof. Angela
Brand
*Contact details: angela.brand@fh-bielefeld.de

The idea of the unified Europe is built on traditional and
moral values and on effective system of political democracy.
This includes the respect of human rights and democratic
principles by informing and mobilizing citizens and influen-
cing decision-makers at all European Societies levels. Thus,
it would be a serious error of judgement to consider European
integration as nothing more than an effort to adapt the

economies of the European countries to the challenges of free
international trade and globalization. Integrative approaches
like the concept of ‘health in all policies’ fits within the
whole rationale of the European Community and the process
of civilisation itself. In addition, a positive vision of capacity to
learn from the experiences of others, in order to prepare a
better future is of high European added value.
One of the biggest challenges all European health systems
currently face is genomics. Genome-based knowledge and
technologies will have to be implemented in a responsible
manner, having regard to all the evidence, if the goal of
improving population health is to be achieved. In the unified
Europe, this can only be guaranteed by taking an integrated and
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interdisciplinary European approach. Within the Public Health
Genomics European Network (PHGEN) the bottom-up
concept of National Task Forces (NTFs) has been developed
to promote and stimulate efforts in all European Member
States, Applicant Countries and EFTA-EEA countries for
effective networking, in order to reach sustainability of
discourse and institutionalization of public health genomics
in the countries. In the long run, by this, the future of
genomics and populations’ health will be shaped in the
unified Europe.

Assessment of the integration of genome-based
knowledge and technologies into public health
in the unified Europe
Nicole Rosenkötter

N Rosenkötter, A Brand, P Schröder-Bäck, T Schulte in den Bäumen,
H Brand

Issue/Problem
The international accepted framework of Public Health
Genomics (as conceptualised by the ‘GRaPH-Int Group’)
assigned Public Health Genomics (PHG), a translational
research area, the communication-role between the basic
research and the application of genome-based knowledge.
Since 2006, the European Commission is funding the project
‘Public Health Genomics European Network (PHGEN)’.
PHGEN maps the research area and provides an inventory of
PHG-issues and priorities in Europe.
Description of the project
During the first year (assessment phase), PHGEN
identified objectives and activity areas of PHG by a literature
review and by a peer-review process in an ‘Issues and
Priorities of PHG’ working group. The identified objectives
were compared with and evaluated against those of Public
Health (PH).
Lessons learned
Almost all traditional PH objectives and activity area are
conceivable in PHG. Objectives as Health Technology
Assessment are a prerequisite and will be strengthened when
classical health determinants will be expanded by genome-
based indicators. The epidemiology will be asked to develop
methods for handling population-based association studies,
which go beyond conventional questions of genetic epidemiol-
ogy. The usage of existing databases as well as frameworks for
new biobanks should be assessed with regard to ethical, legal
and social issues (PHELSI). Health promotion and prevention
will be expanded by including the possibility of risk strati-
fication. In compliance with health literacy concepts, new ways
for risk communication must be developed when genome-
based knowledge is utilised to inform the public and to train
the work force.
Conclusions
The integration of genome-based determinants as some of the
main health determinants allows new perspectives on conven-
tional PH issues. PHG helps to redefine PH instruments and
concepts. It also advocates a new multidisciplinary approach
and a multi-level discourse which will lead to a coherent
strategy to improve the populations’ health in the unified
Europe.

The Dutch PHGEN national task force
Cecile Janssens

ACJW Janssens, J Mackenbach on behalf of the Dutch PHGEN NTF

Issue/problem
One of the pillars of the Public Health Genomics European
Network (PHGEN) are discussions between experts from
multidisciplinary backgrounds on the need and possibilities of
public health genomics at the national level.
Description of the project
So far, an invitational workshop with oral presentations and
discussion sessions with participants from epidemiology,

public health, technology assessment, law, sociology, genetics
and representatives of patient organizations and insurers
took place.
Lessons learned
Participants discussed that research and policy in PHG should
strengthen, consolidate and take advantage of what is achieved
already in community genetics and extend were appropriate
towards public health genomics. Genome-based information is
in many aspects not different from non-genetic medical
information and hence should not be treated differently if
not necessary. Focus should be on realistic, evidence-based
applications of genetic testing, ensure realistic expectations
among the public and ensure that genome-based information
is implemented in public health practice for the benefit of the
population only.
Conclusions
A platform would be useful to integrate and harmonize
ideas, expectations, etc., but questions were raised whether
existing organizations (Center for Society and Genomics or
the Netherlands Association for Community Genetics) could
support and provide such a platform.

The Italian PHGEN national task force
Stefania Boccia

S Boccia, W Ricciardi on behalf of the Italian PHGEN NTF

Issue/Problem
Following the initiative of the Public Health Genomics
European Network (PHGEN) at the kick-off meeting of
the Italian Task Force (ITF-PHG) participation of disciplines
and institutions varied and included four university
academics from the fields of public health and Health
Technology Assessment, five from the field of
Human Genetics and Genomics and one more from the
social sciences.
Description of the project
The kick-off meeting as well as the second meeting of the
ITF-PHG focused on the necessity to integrate genome-based
knowledge and technologies into public health, research, policy
and practice in Italy.
Lessons learned
Previously, there has been limited collaboration especially
between the two disciplines of human genetics and public
health, which is characterized by a subsequent lack of
understanding on both sides. In the National Plan for
Research 2005, the former Italian Minister reported on genetic
epidemiology and the necessity for it to be funded as a field of
research in the forthcoming years. However, the term ‘Public
Health Genomics’ was not yet widely recognized and the
general impression from the participants of the meeting was
that PHG did not exist in Italy, thus highlighting an important
issue for the ITF to address. The first step was to disseminate
information regarding Public Health Genomics knowledge
inside the Italian Scientific Society of Public Health and
Human Genetics. Secondly, a project to seek funding from
both the Italian Centre for Disease Control and Prevention
(CCM) and the Italian Ministry of University and Research
was promoted. The aim of this project is to assess the
appropriateness (efficacy and cost–effectiveness) of the genetic
test on susceptibility for thrombophilia, which is the most
frequently provided one in Italy. As a more general aim, the
group works towards the implementation of an evidence-based
model for the evaluation of all the genetic tests supplied in
Italy, especially in view of the growing costs to the National
Health Service.
Conclusions
In conclusion, the group aims to raise awareness within the
Italian scientific community about the importance of PHG
as a field of research, policy and practice and to work towards
an evidence-based evaluation of genetic tests provided in
Italy as well as for a more rationale inclusion among the
Essential Level of Assistance (LEA).
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The Spanish PHGEN national task force
Nuria Malats

E Gutiérrez, S Márquez, E Briones, D Ibarreta, N Malats on behalf of
the Spanish PHGEN NTF

Issue/problem
Among the objectives of the Public Health Genomics
European Network (PHGEN) are to conduct a networking
exercise on Public Health and Genomics (PHG), to identify
and list key experts in European MS countries and to provide
an inventory of PHG issues and priorities in EU. To
accomplish with these objectives and stimulate the PHG
discussion in Spain, we organized and conducted a national
task force.
Description of the project
Nineteen experts from expertise as different as clinical
oncology, health services management, competent National
Health Authority, epidemiology and public health, health
technology assessment, human genetics, law, National Funding
Agency, political sciences/ethics, biotechnology and pharma-
ceutical companies, were invited to Barcelona to discuss
aspects of the PHG assessment phase. The discussion was
structured according to six key questions, previously proposed
by the PHGEN coordinating centre, considering the current
situation and implementation of PHG initiatives, at both
regional and national levels. These questions specifically
referred to PHG as a field of research, interdisciplinarity in
this field, issues and priorities for the integration of genome-
based knowledge and technologies into Public Health,
institutions involved in its implementation, legal frameworks
relevant for the regulation of genome-based information
and best practice in the Spanish health care system that
can contribute to the integration of genomics into public
health.
Lessons learned
The group identified several issues and needs important
enough to be raised both at national and European level.
Among them, the lack of regulatory structures in Spain
allowing the implementation of genomic knowledge in
Public Health initiatives; the lack of a regulatory framework
for evaluating, validating and adopting diagnostic and genetic
tests; difficulties for the technical validation of the genetic tests
by biotech companies; difficulties in the development of
genetic tests because of the copyright of the SNPs; the need
for a better understanding of the mechanisms of complex
diseases; the need for ‘appropriate’ funds for research in this
area; the need to update the Spanish scientific policies to
integrate the concept of PHG independently from clinical
genetics; and the need to improve the social perception of
the area.
Conclusions
The Spanish NTF was an excellent initiative to put together
experts from different areas related to Genomics and/or Public
Health and foster a discussion on important questions related
to PHG. The conclusions of the meeting provide a realistic
framework of PHG aspects in our country to be delivered to
both PHGEN and the Spanish public health authorities. A list
of planned actions was agreed among the participants, among
them to take advantage of the NTF group to foster PHG
in Spain.

The German PHGEN national task force
Angela Brand

A Brand, T Schulte in den Bäumen on behalf of the German
PHGEN NTF

Issue/problem
The German NTF has been set up as an instrument to support
the implementation of Public Health Genomics on a national
level and to interact with the Public Health Genomics
European Network (PHGEN).
Description of the project
Oral presentation and discussion sessions about genomics and
public health genomics issues have been organized.
Lessons learned
Lead by the German PHGEN Secretariat, a group of experts
representing expertise in the fields of epidemiology, public
health, HTA, human genetics, pharmaceuticals and law
meets regularly to discuss the current and future impact of
genomics on public health. The task force involves stake-
holders and acts as a think tank for German policy makers in
that field.
Conclusions
The increasing importance of genome-based knowledge and
technologies requires new strategies in public health. The
German NTF assesses current shortfalls and gives advise on the
future implementation. The group has detected weaknesses
both in the awareness and preparedness of the German health
care system. Stakeholders and experts need to be encouraged to
come up with coherent and consistent methods and action
plans in order to meet with the current challenges deriving
from genomics. PHGEN has the capacity to transfer the
conceptual knowledge into research (translational research),
policy and practice.

The Belgian National PHGEN task force
Jean-Jacques Cassiman

JJ Cassiman on behalf of the Belgian PHGEN NTF
Center for Human Genetics, KULeuven, Belgium

Background
The NTF was created as an instrument to support the aims of
the PHGEN Network funded by DG Sanco to involve national
expert groups in evaluating the need and possibilities of public
health genomics at the local level.
Methods
Oral presentations and discussion sessions about different
genomics and public health issues
Results
A series of experts with complementary expertises in
epidemiology, public health, HTA, human genetics, demo-
graphy and health economic issues met regularly to learn
about the available and expected impact of genomics on public
health. The group is presently mainly examining the need to
develop policies on public health genomics in Belgium.
Conclusions
A growing awareness of the possibilities and shortcomings in
our knowledge of genomics and its potential impact on public
health has become evident. Progressively, clear lines are
emerging along which this new knowledge could have an
impact on the population. A great need of having more
epidemiologic information is becoming apparent.

6.10. Adolescent health

The effect of self-concept on health risky behaviour
among adolescents
Zuzana Veselska

Z Veselska1*, A Madarasova Geckova1, O Orosova1, B Gajdosova1,
JP van Dijk1,2, SA Reijneveld2

1Kosice Institute for Society and Health, P.J. Šafárik University in Košice,
Slovakia and

2Department Social Medicine, University Medical Center Groningen,
University of Groningen, The Netherlands
*Contact details: zuzana.veselska@upjs.sk

Background
Developing self-concept may have an important effect on
health-related behaviour. It could also be considered as a
gateway for intervention focused on promoting establishment
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of a healthy life style. The aim of this paper was therefore to
investigate the effects of various aspects of self-concept on
health-related behaviour among adolescents.
Methods
The sample consisted of 1061 eighth-grade and ninth-grade
students (mean age 14.5 years, 47% males) from elementary
schools in Kosice. Participants completed the 10-item
Rosenberg Self-esteem scale with two subscales (i.e. positive/
negative self-esteem) and the 33-item Resilience scale with
two study-relevant subscales of self-strength (i.e. perception of
self and perception of future) and answered questions
concerning health-related behaviour (daily smoking, regular
alcohol consumption and being drunk in the previous month,
having experience with marijuana, lack of regular physical
activity). Data were explored with logistic regression adjusted
for gender.
Results
Higher scoring in negative self-esteem increases the probability
of daily smoking (P< .001), regular alcohol consumption
(P< .01), being drunk during the previous month (P< .01)
and marijuana use (P< .001) The effects of positive self-esteem
and of both dimensions of self-strength on substance use
indices were not confirmed. Perception of future (P<.001), but
not positive or negative self-esteem or perception of self,
significantly contributed to regular physical activity.
Conclusions
Negative self-esteem was found to be the most essential in
predicting engagement in several forms of risky behaviour and
our results indicate that other factors should be considered
regarding such behaviour too. For regular physical activity, as
an example of protective health behaviour, another aspect of
self-concept (self-strength/perception of future) seems to play
an important role. Interventions focusing on the enhancement
of health-related behaviour and on decreasing risky behaviour
should therefore address different aspects of self-concept
among young people.

Social cohesion, well-being and mental health of
Lithuanian adolescents
Apolinaras Zaborskis

A Zaborskis*, N Zemaitiene
Institute for Biomedical Research of Kaunas University of Medicine,
Lithuania
*Contact details: socped@kmu.lt

Background
Although adolescence is a relative healthy time in life but it is
typical age for the onset of a range of mental health problems.
However, there is limited information about Lithuanian
adolescents’ mental health status and the determinants
associated with mental disorders. This report aims to present
the mental well-being status of Lithuanian adolescents and
social cohesion as a predictor of mental well-being, national
health policy context and a description of intervention
initiatives that aimed to improve adolescents’ well-being and
mental health
Methods
The study material was collected in 2006 within the framework
of the cross-national study on Health Behaviour in School-
aged Children (HBSC) coordinated by the WHO Regional
Office for Europe. The representative stratified sample of
schoolchildren aged 11, 13 and 15 years from 100 schools of
Lithuania was drawn and surveyed by anonymous standar-
dized questionnaires (5746 records were used for analysis).
The following topics are discussed: suicide, risk behaviour,
subjective well-being (self-related health, satisfaction with life,
psychosomatic complaints), social cohesion (relations with
parents, teachers and peers).
Results
Based on the data collected, 23.2 and 62.3% of Lithuanian
adolescents report that they are very happy and enough happy,
respectively, with their life at present. However, only 29.3%
report that enjoy excellent health: 31.0% report that they suffer

from headaches; 35.1% report feeling low; 44.5% report feeling
irritability or bad temper; 38.5% report feeling nervous; 26.5%
report experiencing sleeping difficulties, all at the frequency of
at least once a week. The study revealed a high rate of bullying
in Lithuanian schools: 27.2% of students report that have
been bullied and 23.8% report about bullying other at lest 2–3-
times in past couple of months. This fact cause that 13% of
students do not feel safe at school. The percentage of adole-
scents who declared serious suicidal behaviour was 9.1%. The
indicators of social cohesion were examined: family structure,
relationships with parents, peer relationships and perceptions
towards school. The relationship between social cohesion
and mental well-being among adolescents was established. The
new concept of public mental health as an integrated
component of public health is discussed. This is achieving by
innovative mental health promotion/prevention activities
implemented throughout several state programmes and NGO
campaigns.
Conclusions
The provided data demonstrate that young people of Lithuania
are at particular risk of developing mental health problems.
Social cohesion of adolescents might be considered as a
powerful determinant of mental well-being among adolescents.
This challenge requires new understanding and innovative
approach towards youth mental health care and promotion.

’All I want- LIVE’ healthy respect’s standards for
young people’s sexual health drop-ins
Christine Wallis

C Wallis*
NHS Lothian, Edinburgh, Scotland, UK
*Contact details: christine.wallis@lhb.scot.nhs.uk

Issue
The sexual health of young people in Scotland is poor com-
pared to that of young people in other European countries.
Description
Healthy Respect is a Scottish Executive funded National
Health Demonstration Project on sexual health and young
people. Through partnership working it uses a multi-faceted
evidence-based approach, which links education, services and
information to improve the sexual health and relationships of
young people.
Local drop-ins are services for young people, which provide
(as a minimum) free advice, support and information on all
health issues, including sexual health. There are a range of
models from school-based drop-ins to those situated within
health centres or community organizations.
Following consultation with young people (all I want 2003)
and a wide range of professionals, drop-in standards (all I
want-LIVE 2005) were developed to provide consistent and
quality standards for drop-in staff.
The all I want-LIVE standards ensure quality across the
network of drop-ins, which are branded with Healthy Respect
materials. The seven standards are: NB new order
(1) Consult with young people
(2) Be young people friendly
(3) Have appropriately trained staff
(4) Adhere to child protection and confidentiality guidelines
(5) Provide accessible, appropriate services
(6) Be effectively promoted and linked with local networks
(7) Improve services based on feedback and review
Lessons
� Through the internal and external evaluation components

of the Demonstration Project the drop-ins were shown
to be successful in attracting young people to attend
including those from deprived areas and those at risk of
poor sexual-health outcomes.

� The drop-in standards offer quality and consistency for
the services.

� Initial training and continuing professional development
provide a networking and training opportunity for staff.

15th Annual EUPHA Meeting: Parallel Session 6, Saturday 13 October, 10:30–12:00 131
D

ow
nloaded from

 https://academ
ic.oup.com

/eurpub/article/17/suppl_2/7/594785 by guest on 20 M
arch 2024



� An ongoing review of services with young people through
comments boxes and an annual satisfaction survey,
alongside continual recording of drop-in use provide
ways of developing services to meet young people’s needs.

Conclusions
Local drop-ins offer an opportunity to engage with young
people on all health issues, including sexual health. The
partnership working through the network has led to a unique
type of service delivery, which is reaching young people who
do not easily access mainstream services.

Socio-economic disparities in alcohol consumption
of German adolescents, 1994 to 2006
Anja Leppin

A Leppin1*, M Richter2
1University of Southern Denmark, Institute of Public Health, Unit for Health
Promotion, Esbjerg, Denmark
2University of Bielefeld, School of Public Health, Bielefeld, Germany
*Contact details: aleppin@health.sdu.dk

Background
While the graded relationship between socio-economic status
(SES) and health risk behaviour in adulthood has been the
subject of intense research, far less is known about the
magnitude and the pattern of social inequalities in health-
related behaviours among adolescents and the scarce evidence
that does exist is inconsistent and partly contradictory.
Knowledge about the existence of such an early life-course
relationship between socio-economic differences and health-
risk behaviours is, however, important as it would constitute a
particular challenge for health policy and health promotion.
The purpose of the present study is to examine socio-economic
differences in adolescent alcohol use as well as changes in the
relationship between 1994 and 2006 in Germany.
Methods
Data were obtained from the ‘Health Behaviour in School-aged
Children’ Study conducted in the largest federal state of
Germany, North Rhine Westphalia in 1994, 1998, 2002 and
2006. The analysis is based on N= 15724 11 to 15-year-old
students from all four types of the very segmented and hierar-
chical German school system. Socio-economic differences in
weekly alcohol use and lifetime prevalence of drunkenness
were studied, in relation to both parental SES (family
affluence) and students’ own SES (type of school attended).
Time trends for the percentages of regular alcohol consumers
and for repeated drunkenness for different SES groups were
estimated with the help of logistic regression models.
Results
While rates of at least weekly alcohol use as well as repeated
drunkenness in 11- to 15-year-old German students have
increased steadily from 1994 to 2002, the last years have
witnessed a reversal of this trend. In 2006, prevalence rates of
alcohol use and drunkenness decreased to or fell even below the
levels of 1994 (10.8% to 9.2% for weekly alcohol consumption
in boys and 8.1% to 4.9% in girls). These trends were largely
independent of socio-economic status as measured by family
affluence and type of school attended. Findings for drunken-
ness, particularly in boys, however, showed that independent of
point in time, family affluence and type of school each did make
a difference, however, in different directions. While the odds for
having been drunk at least 2–3 times increased with family
affluence, they decreased with increase of school status. Thus,
the odds of having been drunk were almost twice as high for
male students attending the lowest status school type as
compared to those attending the highest status schools
(gymnasium) [OR = 1.89; CI = 1.32–2.71].
Conclusions
The reversal in alcohol consumption trends seems to reflect
changing social norms within adolescent subcultures, but also
recent changes in alcohol pricing in Germany and possibly
effects of an increase in preventive efforts. The partly divergent
findings for the social status indicates family affluence and

school type suggest differing mediating mechanisms under-
lying the separate dimensions, i.e. affordability versus educa-
tional background and peer group norms. Subgroups such
as boys attending the lower status types of school still exhibit
high rates of problem drinking, i.e. drunkenness and seem to
warrant particular prevention efforts.

Factors determining educational aspirations among
adolescents from different types of secondary schools
Andrea Madarasova Geckova

A Madarasova Geckova1*, P Tavel2, JP van Dijk1,3, SA Reijneveld3

1Kosice Institute for Society and Health, P.J. Šafárik University in Košice,
Slovakia
2Department of Psychology, University of Olomouc, Czech Republic
3Department Social Medicine, University Medical Center Groningen,
University of Groningen, The Netherlands
*Contact details: geckova@upjs.sk

Background
A better understanding of determinants of adolescents’
educational aspirations, particularly among adolescents from
different educational tracks, might help to tailor interventions
focusing on successes in the educational system and the job
market (upward mobility). The aim is firstly to explore how
health, socio-economic background, school-related factors,
social support as well as adolescents’ sense of coherence
contribute to their educational aspirations and then to explore
differences in three educational tracks.
Methods
Socio-economic status (father’s, mother’s highest education
and unemployment), doubts about affordability of future
study, perceived social support from father, mother, friends
(18 items derived from Turner’s questionnaire), school-related
factors (attitude towards school, school atmosphere, study
conditions), manageability, meaningfulness, comprehensibility
of life (13-item version of the Sense of Coherence scale) as well
as self-rated health were tested for their effect on educational
aspirations among Slovak adolescents (n= 1992, mean age 16.9
years, 53.5% females) using logistic regression adjusting for age
and gender. The same model was also tested in three different
educational tracks (grammar school, technical school and
vocational school).
Results
Twenty-eight percent of vocational school students compared
to 86% of grammar school students planned to study in future.
Significant effects (P�0.01) were demonstrated for parents’
education, doubts about affordability of future study, school
atmosphere, attitude towards school, social support from
father, but not from mother or friends and manageability on
educational aspirations. Self-rated health as well as parent’s
unemployment did not contribute to educational aspirations.
The determinants of educational aspirations differ among
adolescents attending different type of schools. The model
explains 14–22% of variance.
Conclusions
A stimulating friendly atmosphere at school, a positive attitude
towards school, encouraging fathers providing social support,
strengthening adolescents’ sense of coherence as well as
decreasing their doubts about affordability of study, might
promote the educational aspirations of young people. Different
socio-economic groups of adolescents require different
approaches.

Why money is not enough: exploring social and
cultural capital in youth health
Thomas Abel

T Abel*, D Fuhr, C Bisegger
University of Berne, Department of Social and Preventive Medicine, Bern,
Switzerland
*Contact details: abel@ispm.unibe.ch

Background
Findings on socio-economic health differentials in youth are
inconsistent. Very little is known about the joined effects of
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economic, social and cultural resources on health outcomes in
youth. Drawing on Bourdieu’s capital theory, a new explana-
tory model is proposed and tested on two specific hypotheses:
(1) Economic, social and cultural capital resources affect health
status in adolescence (2) The effects of these different forms of
capital are mutually dependent.
Methods
Data from a multi-national study on Health-related Quality
of Life in Children and Adolescents — KIDSCREEN (funded
by the European Commission) were analysed. The study was
realized in 2003 and included samples from 13 European
countries. Descriptive statistics and correlations are presented.
Stepwise regression modelling was used to estimate the effects
of the three forms of capital and their interactions on
subjective health outcomes. The final model was tested in
three different nationally representative samples (United
Kingdom, N= 925, Germany, N= 1121 and Czech Republic,
N= 1036). Response rates ranged from 41% to 72%.

Results
In all three countries, economic, social and cultural capital
showed significant main effects on health status. Effects where
strongest for social capital in all three countries with B-values
of 0.37; P< 0.001 (UK), 0.32; P< 0.001 (DE) and 0.31; P< 0.001
(CZ). In addition to those main effects, in the British sample
the interaction of economic and cultural capital was found to
be a significant predictor of health status (B = 0.75; P< 0.01).
Conclusions
In adolescents, social capital appears a key factor for their self-
perceived health status. Exploring determinants of health
beyond single main or additive effects of economic and
social resources, this study is among the first to show that
interactions of economic and cultural capital contribute to our
understanding of social health differentials. The strength
of future studies on health inequality can be increased by
taking into account interdependencies among the different
health-relevant capitals and from probing into their relative
explanatory strength in different national contexts.

6.11. Miscellaneous but interesting

Municipal collectives and individual responsibility:
new initiatives in the Dutch health insurance system
after the 2006 reform
Yvette Bartholomée

Y Bartholomée*
Department of Health Organization, Policy and Economics, Faculty of
Health, Medicine and Life Sciences, University of Maastricht,
The Netherlands
*Contact details: y.bartholomee@beoz.unimaas.nl

Background
In 2006, the Dutch government instituted major reforms to the
country’s healthcare system by drastically changing the health
insurance scheme. Healthcare ‘consumers’ are granted a new
role in the system. They should become the driving force in
healthcare, due to the power they exercise with their increased
freedom of choice. More freedom of choice, however,
is coupled with more responsibilities. The legislator presumes
that everyone is able to make an informed choice for a
particular health plan, to pay the insurance premium on time
and if a certain medical treatment is not covered in a particular
plan, pay for it out of one’s own pocket. Individual responsi-
bility is a rather abstract notion and many actors use it in
different ways. We examine how the abstract concept is
translated into the everyday practice of the Dutch healthcare
system. To do so, we compare the way the central government
uses individual responsibility with the way local authorities
interpret this notion.
Methods
Our paper presents a qualitative research project, which
combines a policy science perspective with an ethical
perspective. Several qualitative research methods are used,
such as literature study, document analysis and in-depth
interviews with key figures in the field.
Results
The presentation is based on ongoing research and discusses
the most recent developments in Dutch healthcare. Whereas
the central government emphasizes the importance of
individual responsibility, local authorities do not seem to
believe that all citizens can make responsible choices. Many
Dutch cities offer their minimum wage earners and those on
social security a collective health insurance plan. We address
how many municipalities offer collective health insurance
plans and who qualifies for them, the content and conditions
of these plans and more broadly, why local authorities offer
these plans. We examine the ideas of local authorities
regarding individual responsibility, how they interpret that
abstract concept and compare that with the central govern-
ment’s notion of individual responsibility.

Conclusions
In 2006, the Dutch health insurance scheme went through a
fundamental change. We focus on the implications of this
policy reform at various levels. Policy changes influence
everyday practices in many ways — sometimes in the desired
direction, but very often they also trigger new, unintended and
sometimes undesired developments. In our presentation,
we pay attention to the initiatives of local authorities, which
seem to contradict a key notion of the central government
regarding the new health insurance scheme, namely individual
responsibility. We show that this abstract concept is defined
differently by various actors and discuss what this means
for the direction that policy changes will take in practice.
The different interpretation of abstract concepts at various
governmental levels profoundly shapes policies and their
actual effects.

Associations between sleeping habits and food
consumption among 10- to 11-year-old children in
Finland in 2006
Lisa Westerlund

L Westerlund1,2, E Roos2,3*, C Ray2
1Department of Applied Chemistry and Microbiology, University of Helsinki
2Folkhälsan Research Center, Helsinki
3Department of Public Health, University of Helsinki Finland
*Contact details: eva.roos@helsinki.fi

Background
Overweight among children is an increasing problem. A
negative association has been found between sleeping time and
overweight among children. We need more knowledge of how
this association can be explained. The aim of the study is to
find out if there is an association between sleeping habits and
food consumption among 10- to 11-year-old school children
in Finland.
Methods
In autumn 2006, 1300 children, in age group 10–11 years, from
31 schools, were asked by a questionnaire about their sleeping
habits; including bed time, waken up time, difficulties to get
up in the morning, if they feel tired during the day. They also
filled in a short food frequency questionnaire including
16 groups of food items. Sleeping time was based on reported
bed time and waken up time on school days and weekends.
Based on a factor analyses including the 16 food items, two
food consumption indices were constructed, one called sweet
and fast food index, including, fast foods and sweets, ice-cream
and soft drinks and one called fruit and vegetable index,
including vegetables, fruits and rye-bread.
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Results
Sleeping time was associated with food consumption. Sleeping
time was negatively associated with sweet and fast food
consumption index and positively associated with fruit and
vegetable index. The correlation of sleeping time with food
consumption was stronger for schooldays than for weekends.
Boys who reported difficulties in waking up in the morning
reported less frequent consumption of fruits and vegetables
than other boys. Boys and girls reporting that they felt tired
during the day reported more frequent consumption of sweets
and fast food. The correlation was stronger among boys
than girls.
Conclusions
Our study showed that sleeping less is associated with a more
frequent consumption of fast foods and sweets and lower
consumption of fruits and vegetables. Sleeping less seems to
influence children’s food consumption and this might
have further impact on weight. More research is needed to
explain the association between sleeping time and food
consumption. More knowledge is needed on whether family
rules and parent’s support or meal patterns could explain
the results.

Comparing regional health managements of measles,
breast cancer and diabetes (type II)
Gertrud Bureick

G Bureick*, I Escamilla, H Brand, P Schröder-Bäck
Institute of Public Health NRW, Germany
*Contact details: gertrud.bureick@loegd.nrw.de

Background
European Health Regions take different approaches in their
health policies and managements. Finding best practices in
health management would help regions to learn from each
other. This was the task of ‘Benchmarking Regional Health
Management II’. This project focused on the tracers: measles
immunization; breast cancer screening and care; and diabetes
(type II) screening and care. Twenty European regions partici-
pated from 2004 to 2007 in this project.
Methods
Information on the structure of their health managements was
obtained through questionnaires and organigraphs. In-depth
interviews completed the data for the analysis and comparison
of regional health management systems. Reference frame-
works were modelled to compare implemented policies. To
assess regional performances, health indicators were utilized.
In order to meaningfully compare regions according to their
social structure and economic development, a cluster analysis
was conducted.
Results
The study showed an immense variety in the organization,
implementation and evaluation of regional programmes of
measles, breast cancer and diabetes (type II). The number of
‘breast centres’, the prevention and treatment of breast cancer
reveal great discrepancies in the European regions. Integrated
care programmes for breast cancer exist in every second
project-region. Around 50% of the regions have an invitation
register for mammography screening. European regions clearly
differ in regard to the screening and treatment of diabetes.
Specific education programmes to prevent diabetes are
implemented in half of the participating regions. A diabetes
surveillance system is established in one-third of the regions.
In relation to measles immunization, regional differences in
the time frame for the first vaccination were confirmed. After
conducting a clustering, four clusters containing similar
regions were identified.
Conclusions
For a deeper insight into European health management
systems, benchmarking studies should be encouraged.
Benchmarking processes amongst regions should also be
stimulated using further tracers to identify where health
managements could be improved.

Cancer mortality in women and men who survived
the Siege of Leningrad (1941–44)
Ilona Koupil

I Koupil1*, DB Shestov2, D Våg1,3

1Centre for Health Equity Studies (CHESS), Stockholm University/Karolinska
Institute, Stockholm, Sweden
2Institute of Experimental Medicine, Russian Academy of Medical Sciences,
St Petersburg, Russian Federation
3University College of South Stockholm (Södertörn), Huddinge, Sweden
*Contact details: ilona.koupil@chess.su.se

Background
It has been hypothesized that caloric restriction may reduce the
risk of breast cancer. Surprisingly, the risk of breast cancer was,
in a dose response manner, increased in women who were
exposed to a short but sever caloric restriction as children
during the 1944–45 Dutch famine. The population of
Leningrad suffered from severe starvation, cold and psycho-
logical stress during the siege in 1941–44. We investigated
long-term effects of the siege on cancer mortality in surviving
men and women.
Methods
A total of 3905 men born in 1916–35 and 1729 women born
1910–40, resident in St Petersburg (formerly Leningrad)
between 1975 and 1982, of whom a third experienced the
siege as children, adolescents or young adults, were examined
in 1975–77 and 1980–82, respectively and followed till end
2005. Effects of siege exposure on risk of death from cancer
were studied in multivariate Cox-regression stratified by
gender and period of birth, adjusted for age, smoking, alcohol
and social characteristics.
Results
Women who were 10 to 18-years-old at the peak of starvation
had substantially higher risk of dying from breast cancer
compared to unexposed women born during the same period
(HR 10.2, 95%CI 1.1, 95.8, adjusted for social characteristics,
smoking and alcohol). Mortality from prostate cancer was
slightly and non-significantly higher in exposed men. In both
genders, mortality from colon cancer was, non-significantly,
lower among the exposed.
Conclusions
The experience of severe stress and starvation during child-
hood and adolescence may have long-term effects on cancer in
surviving men and women. The specificity and consistency
of our findings with those reported in the survivors of the
Dutch famine, calls for further studies addressing mechanisms
underlying the adverse effect of war starvation on breast
cancer.

Effectiveness of treatment for heroin addiction in
retaining patients and reducing mortality: results
from the VEdeTTE Cohort Study
Federica Vigna-Taglianti

G Salamina1*, M Davoli2, F Vigna-Taglianti1, AM Bargagli2,
R Diecidue1, F Mathis1, P Schifano2, V Belleudi2, CA Perucci2,
F Faggiano1,3 the VEdeTTE Study
1Piedmont Centre for Drug Addiction Epidemiology, Grugliasco (Torino),
Italy
2Department of Epidemiology, ASL Rome E, Rome, Italy
3Department of Clinical and Experimental Medicine, Avogadro University,
Novara, Italy
*Contact details: federica.vignataglianti@oed.piemonte.it

Background
Treatment for heroin addiction is effective in reducing heroin
use, clinical and social problems and mortality risk. The
effectiveness is related to the duration of treatment. ‘VEdeTTE’
is an Italian cohort study funded by the Ministry of Health to
evaluate the effectiveness of treatments provided by the
National Health Services. The aim of this work is to evaluate
the impact of treatment for opiate dependence on retention
and overdose mortality.
Methods
The study involved 115 Drug Treatment Centres and 10 454
heroin users. Clinical and personal information were collected
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at intake through a structured interview. Treatments were
recorded using a standardized form. Survival analysis and Cox
Proportional Hazard models were used to evaluate treatment
retention and all causes and overdose mortality.
Results
Forty-three percent of patients who started a treatment in the
study period received methadone maintenance, 10.5% ther-
apeutic community and 46% abstinence oriented therapies.
Fifty percent of patients were under treatment at 179 days. The
median daily dose of methadone was 37 mg. Psychotherapy
was provided in 7.6% of patients receiving methadone and
4.9% of those in therapeutic community. Type of therapy was
the strongest predictor of retention, with AOT showing the
lowest retention. Retention improved according to methadone
dose. Psychotherapy association halved the risk of drop-out.
Participants spent 78% of person-years in treatment and 22%
out of treatment. Thirty-seven all-cause deaths occurred in
treatment and 63 out of treatment. The standardized mortality

ratio was 3.9 (95%CI: 2.8–5.4) in treatment and 21.4 (95%CI:
16.7–27.4) out of treatment. Ten overdose deaths occurred in
treatment and 31 out of treatment. Retention in any treatment
provides effective protection against overdose mortality
(HR = 0.09; 95%CI:0.04–0.19. The initial period after treat-
ment is at the greatest risk for fatal overdose: 2.3% in the first
month and 0.8% thereafter, with an HR = 27 and seven,
respectively compared to heroin users in treatment.
Conclusions
Appropriate treatment, high doses of MMT and association
with psychotherapy are effective in improving retention among
heroin addicts. Any treatment for heroin dependence reduces
mortality, particularly for overdose. However, the considerable
excess mortality risk in the period immediately following
treatment implies that treatments lasting for less than one
month are increasing the number of drug related overdose
deaths by seven per 10 000 episodes and should be a cause of
great public health concern and scrutiny.
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