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Executive Summary

This Report presents recommendations for the development of a European Health
Promotion Monitoring System based on sets of common health promotion indicators.
It is the result of the work of the EUHPID Project financed by the European
Commission DG SANCO under the Health Monitoring Programme. The EUHPID
Consortium, which carried out this work, consisted of experts from the Member States
of the EU, together with colleagues from Norway and Switzerland, as well as from the
principal international professional association — the International Union for Health
Promotion and Education.

The EUHPID Project focussed its work on contributing to, and improving, the
European Community Health Indicators (ECHI) framework. In particular, it sought to
strengthen the framework by making it more holistic and comprehensive through the
inclusion of more salutogenic perspectives, based on health capacities and health
opportunities at individual and environmental levels. The Project emphasised the
complexity of health promotion as a major intervention tool that not only works at
individual level but also at group, community and societal levels. It established a
health development model to set the context, not only for health promotion as an
intervention tool, but also for interventions based on health services and related forms
of delivery. This health development perspective, adopted as a context for the
Community Health Monitoring System, strengthens the ECHI indicator framework as
a flexible and effective tool, not just for monitoring, but also for planning effective
interventions at both Community and Member State levels.

The health development model which underlies the EUHPID Health Promotion
Model and Monitoring System is offered as a major contribution to the public health
field, and to the ECHI framework in particular, as a policy relevant focus for public
health development at both Community and Member State levels. It enables the EC
Health Information and Advisory System to form an active monitoring and planning
tool for intervening in health development.

It is recommended that Class 4 of the ECHI framework is changed to form ‘Health
Interventions: Health Services’ (to include health care and disease prevention), and a
new Class 5 is created, entitled ‘Health Interventions: Health Promotion’. The new
Class 5 will initially be comprised of the following core indicator sets:

e ‘Integrated Settings’ and
e ‘Health Promotion Policy & Practice’

These indicator sets are currently included in the recommended ECHI-2 short list of
core indicators.



Demonstration examples of the integrated settings indicators are provided in the
Report in relation specifically to the following key settings — work place, school and
hospital. It is important that operational data is collected for these integrated settings
by further strengthening EUHPID’s established links with European networks active
in these settings. In particular with the European Network of Health Promoting
Schools, the European Network of Workplace Health Promotion and the European
Network of Health Promoting Hospitals. (The latter forming an important
development interface between the proposed Class 4 and Class 5).

Examples of areas related to health promotion policy and practice indicator sets are
included in the Report, with a clear recommendation that data for these indicators be
collected at Member State level in conjunction with the HP Source tool and database.

It has been clear from the inception of this work, that this is a development area and
further work is recommended on the development of Class 5 (to include, in due
course, indicators related to ‘Health Protection’) and on the further development of a
Health Promotion User Window. The latter will enable the broader concept of health
promotion to be integrated across the whole ECHI framework of indicators to enable
active planning and monitoring of its impact on the determinants and priority areas of
public health.

The complexity of the task begun by the EUHPID Project is detailed in the Report,
which in no way represents a final stage. From a policy point of view it is essential
that EUHPID should continue this process of developing the health promotion
monitoring system linked into a comprehensive European Community Indicator
System based on the health development model. It is recommended that this can be
best achieved by EUHPID combining with ECHI, HP Source and other interested
colleagues to make a corporate proposal to DG SANCO to further streamline and fine
tune the ECHI system over the next two years. This will enable it to form the engine
for the European Health Information and Advisory System, and relate it also to the
needs of all the Member States, including the Accession and Candidate Countries.



Introduction

The European Union (EU) gained competency for the first time in the area of public health through
Article 129 of the Maastricht Treaty in 1993. This competency was expanded by Article 152 of the
Amsterdam Treaty. In 1995 a Health Monitoring Programme was proposed for the first time as part
of the EU Public Health strategy. This Programme came into operation in 1998 with a budget of

13.8m euros and had three main pillars:

0 A system of community-wide health indicators

0 A community-wide network for sharing and transferring health data between Member
States

o An emphasis on methods and tools for analysing health status, trends, and

determinants to inform policy

The EC Health Monitoring Programme had the goal of establishing a European health
information and knowledge system as a policy tool to be used at European
Community, national and regional levels. One of its main functions was to contribute
to the information and knowledge base necessary to support the new EC Public Health

Programme during the period from 2003-2008. This Programme has three strands:

o Improving health information and knowledge

* By comprehensive health information systems



o Responding rapidly to health threats
* Such as communicable diseases
0 Addressing health determinants — across all policies & activities
* Through best practice in effective health promotion & disease

prevention measures

Strand 1 of this Programme is underpinned by a series of key principles:

o To act as a policy tool at Community, national &
regional levels

o To contribute directly to the information & knowledge
base of Strands 2 and 3

o To ensure information and knowledge for comparative
international comparisons through continuous
improvement of data

o To form a comprehensive single system for use in the
EU area, including the applicant countries

o To emphasise European Community-added value.

Therefore Strand 1 has the goal of developing and operating a sustainable health
monitoring system for the collection, analysis and dissemination of relevant
information on health at Community and Member State levels. It includes information
on health status, health determinants and health policies. The latter information is

particularly important in developing criteria and methods for monitoring and
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evaluating health policy developments in public health and in other Community

policies.

It is intended by the EC that the various projects funded under the Health Monitoring
Programme, and the indicators they recommend, must be brought together to form a
single system for use in the European Community, including Member States and
Accession Countries. Therefore the European Community Indicator (ECHI)
framework was established to propose such a common framework to provide a

comprehensive approach to indicator classification.

During the period from 1998 — 2001 the Health Monitoring programme funded 37
Pan-European projects covering a wide range of health issues. One of the last projects
to be funded under the 2001 annual work plan was a project to establish a European
Health Promotion Monitoring System, which has become known under the acronym

of the EUHPID Project (see Appendix 1).

Aims & Objectives

The overall aim of the EUHPID Project is to improve the promotion of health through
the development of a common data set of European health promotion indicators. It
seeks to benefit from the value-added aspects of a Pan-European perspective to ensure
identification of best practice to ensure more effective and efficient application of
health promotion policies and programmes. Indirectly the EUHPID programme will
seek to develop and reinforce the European conceptualisation and operationalisation

of health promotion.
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The specific objectives are:

To establish a European Health Promotion Monitoring System, including a set of

common health promotion indicators

o Review and analysis of current systems and indicators used in all
Member States for health promotion

o Review and analysis of current international work in the area of health
promotion indicator selection and definition

o Recommend a common system of health promotion indicators that
meet specific criteria related to quality, comparability, language,
timeliness, and comprehensiveness, with particular regard to European

added-value

To recommend suitable methodology and systems to collect the above data on
health promotion indicators and activate the monitoring system
o Review and analysis of current methodological and data gathering
systems regarding health promotion in member states and results of
international collaborative work in this area
o Exploration of commonalities in data collection, examples of good

practice and development needs

To recommend dissemination strategies to policy makers and practitioners at

Community level and within Member States
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o To establish links to Community Health Monitoring System

o To consider the need for flexibility regarding the continuous
development of indicators and changing priorities at policy level

o To explore options for piloting the system of indicators in practice to

obtain feedback

EUHPID Infrastructure & Working Practices

A group of health promotion experts from the European Union and Norway was
constituted to form the EUHPID Consortium. These health promotion experts are
from the following countries — Austria, Belgium, Denmark, Finland, France,
Germany, Greece, Ireland, Italy, the Netherlands, Norway, Portugal, Spain, Sweden,
and the United Kingdom, together with a representative from the International Union
for Health Promotion & Education; and colleagues from Switzerland (under their own
funding). The Consortium members are listed in Appendix 2. The inaugural meeting
of the EUHPID Consortium took place in Brighton in February 2002 (see Appendix
3a), with subsequent meetings held in London (see Appendix 3b), in Lisbon (see
Appendix 3c), Perugia (Appendix 3d) and Brighton in January 2004 (Appendix 3e).
Where members were unable to attend due to other commitments, representatives
participated on their behalf (see Appendix 4 — for details of dates and participants of
EUHPID Consortium meetings).

In addition to the above Consortium meetings, a series a smaller technical working
group meetings were held in Copenhagen and Vienna, and in Bern and Zurich (the
latter supporting the attendance of 3 and 2 EUHPID representatives respectively, in

each case with approval from EC).
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The work of the Consortium was assisted by inviting external specialists on occasion
to attend Consortium meetings (Dr Noll in Lisbon) and by the University of Brighton
initiating 2 consultancy contracts with Professor Goepel (Germany) and with Dr
Bauer (Germany).

The Project has been managed and administered by a small part-time Secretariat
based in the Faculty of Health at the University of Brighton. This Secretariat consisted
of a Project Manager, a Research Officer, a Research Assistant and an Administrative
Assistant (the latter linking with a Senior Administrative Assistant both posts funded
across the EUHPID Project and the EUMAHP Project — which is also managed and
administered by a Secretariat based at the University of Brighton). The inevitable
delays in getting the Project established and up to full speed (ie appointing appropriate
staff, arranging accommodation, establishing Consortium and related working
practices) are reflected in the Project timescale. The support research and
administrative staff did not formally take up their posts until May - July 2002 and as a
result two amendments to the EUHPID Contract were approved formally by the EC.
These extended the Project by 9 months, allowing costs against the EUHPID Budget
to be incurred until 31 January 2004 with final report submission deadline of 1st May

2004.

EUHPID Communication Network

Outside Consortium meetings effective on-going communication is maintained
between Consortium members and the Secretariat in Brighton by means of email and
the establishment of a members’ only list serve, which has been built into the

EUHPID web-site.
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1. To establish a European Health Promotion Monitoring System, including

a set of common health promotion indicators.

Health Promotion Indicator Review

A questionnaire was designed and despatched to all EUHPID colleagues in order to
ascertain relevant indicator work in Member States, at European level and, where
appropriate, being carried out at global level. It was also circulated to colleagues in
the former European Network of Health Promotion Agencies, which represented
many national agencies active in health promotion practice. The findings, together
with a more substantive review of the literature specifically related to health
promotion indicators, has been documented in a major international review of health
promotion indicators (see Appendix 7). This review also included an analysis of
health promotion indicator work related to the international social indicator
movement, the World Health Organisation (WHO) Health Promotion movement,
health promotion performance indicators, related Canadian and international projects,
health promotion settings (Healthy Cities /Communities, Healthy Schools, Healthy
Worksites, for example), and contemporary European work.

The results of this review identified firstly the dearth of agreement on a common
definition of health promotion indicators and secondly, the lack of availability of
regularly collected data on health promotion indicators at Community or Member

State levels.

European Public Health Policy Context
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As EUHPID is clearly linked to policy development to facilitate effective health
promotion interventions, an analysis of the context of contemporary European public
health policy was carried out and documented in a EUHPID working paper (see
Appendix 8). This established the need for a Pan-European health promotion strategy
to ensure maximum added-value from the wide range of health promotion networks
active in Europe. It highlighted the important role that an effective Pan-European
health promotion monitoring system and common set of indicators could play in

ensuring effective and efficient health promotion practice.

European Community Health Indicator (ECHI) Framework

EUHPID’s work on the development of health promotion indicators needed to fit into
the ECHI framework, which was already being established on behalf of the EC as the
core indicator framework. The major challenge for EUHPID was to examine, and
make decisions on, the location of health promotion within the ECHI framework at
that stage of its development. The EUHPID Consortium initially considered that the
ECHI framework had three major limitations with regard to EUHPID’s work:
1. it did not make evident a clear underlying model for its
classification and selection of indicators
2. it focused mainly on the medical/physical domain
3. it had a very narrow conception of health promotion,
seeing it as health education and setting it firmly as part
of the health service system.
The framework offered by the ECHI Project (Kramers, P 2003) sought to define the
areas of data and indicators to be included in the system, following a set of explicit

criteria, define generic indicators in these areas and subsets of indicators. The ECHI-1
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report (ECHI 2001) defined health as ‘a broad issue’ and wanted the health indicator
set to ‘constitute a balanced collection, covering all the major areas within the field of
public health’. It divided the main categories of the ECHI indicator set as follows:
o Demographic & socio-economic factors
= Population
= Socio-economic factors
0 Health status
=  Mortality
= Morbidity disease-specific
= Generic health status
= Composite health status measures
0 Determinants of health
= Personal & biological factors
= Health behaviours
* Living and working conditions
o Health services & health promotion
= Prevention, health protection, health promotion
= Health care resources
= Health care utilisation
* Expenditure & financing

= Health care quality

According to the final report on the ECHI-1 Project, the designers of the ECHI

indicator set based these main categories on considerations of conceptual (logical)
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coherence; an optimal consensus among the classifications used by other international

organizations; and new developments in public health monitoring.

The challenge therefore faced by the EUHPID Consortium was initially to attempt to
establish health promotion indicators within the context proposed by the ECHI
framework.

The paradigm underpinning the ECHI framework is the traditional bio-
medical/epidemiological/ individual risk factor approach, which has a very narrow
conception of health promotion — actually meaning health education. It perceives
health promotion as one topic that is part of the health care system and therefore set
narrowly within the health services sector as a tool of preventive medicine. The
rationale for this construction may relate to uncertainty in the minds of the framework
designers as to the scope and purpose of health promotion. It does not reflect
internationally accepted best practice in health promotion (WHO 1986) nor that health
promotion provides a distinctive perspective on health and a distinctive approach to
improving health (Davies & Macdonald 1998; Naidoo & Wills 2000; Nutbeam 2001;

Tones & Tilford 2001; Rootman et al 2001; Bunton & Macdonald 2002).

Following detailed dialogue between EUHPID and ECHI colleagues, agreement was

reached on the conceptual links between the EUHPID and ECHI frameworks. Table 1

reflects the interrelationship between the two frameworks.
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TABLE 1- Relationship between EUHPID & ECHI Frameworks

ECHI scheme EUHPID scheme
4 it 'd ™
interventions/policies (4) Interventions/policles/HP actions
Health services Socio-ecological context
Health promotion Policies (e.g. smoke-free)
Organisations
Community
b _y
i ™y - Ty
Determinants external (3.2, 3.3) Health opportunities
Risk/promoting factors: damaging/promoting
health behaviours; behaviour;
Living/working conditions; Settings:waork, schools etc.
(= physical/social environment) (e.g.social isolation/support)

[e.g. noise, workplace design,
hierarchy, smoke-free practice‘.l_/

Determinants: personal factors (3.7) Heafth capacities
Risk/promoting factors: Physical, mental, social
physical, mental (e.g. social competency,
y. . attitudes)
~ -~ ™
Health status {2) Health development
Morbidity Disease
Maortality Positive well-being
Functional health
M v M -

Two outcomes are recommended regarding EUHPID’s position in relation to the

ECHI framework:

Firstly, Table 1 reflects the importance and relevance of relating the broad concept of
health promotion (or in more practical terms —a EUHPID/Health Promotion User

Window) to all the classes of the ECHI framework.
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Secondly, taking the dynamic perspective offered by the health development process,
Class 4 of the ECHI framework (which was originally referred to as ‘Health
Systems’), should be entitled ‘Health Interventions’ (in the health development
process). Further this new classification should be divided into ‘Health Interventions:

Health Services’ (Class 4) and ‘Health Interventions: Health Promotion’ (Class 5).

The above two recommendations are fundamental to setting the EUHPID system and
indicators into the enhanced ECHI Framework and this will be revisited in the
detailed recommendations on practical indicators, in particular related to the ECHI

Core Indicator Short List (Appendix 11).

EUHPID Working Groups

In order to efficiently carry out their complex task, Consortium members were
allocated into 3 Working Groups in order to effectively cover the key perspectives in
health promotion indicator development. In practice all three approaches have to be
combined in order to arrive at measurable, meaningful indicators which are
considered in the policy making process. These related to theory-driven; practice-
driven and data-driven perspectives respectively, as follows:

e Theory Working Group

o The theory-driven approach starts from a clear definition of the
phenomenon of interest and develops a more detailed theory of it.

o The conclusions of EUHPID’s comprehensive review of health
promotion indicators (Appendix 7) highlighted the need for
development of a comprehensive working model within the context of

a wide perspective of (new) public health
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o The theory working group focussed their attention on the development
of the EUHPID Health Promotion Model, as a common framework,
based on a socio-ecological perspective, from which to develop health
promotion indicators. The Working Group sought detailed feedback in
order to consolidate the Model, clarify links between concepts and
refine the subcategories included in the Model. They then joined in the
synthesis process described above to produce demonstration examples
of indicators.

o The working group has also focussed its attention on producing two
papers for external publication (the first has been published in the
European Journal of Public Health — see Appendix13; and a second
final paper is being developed for publication, for probable submission
to Health Promotion International)

Health Promotion Policy & Practice Working Group

The policy-driven approach develops indicators for those phenomena which
are currently on the political agenda and for which data are requested by
policy makers. Work focused on the development of indicators that can be
used in various settings, building on and linking with the work already
identified in the EUHPID Indicator Review. This work utilised existing
indicators but also identified gaps and the need for new indicators. The work
group incorporated full consideration of the policy context of indicator use in
light of the EUHPID Policy Paper (Appendix 8). Their work initially focussed
on the identification of examples of indicators for the following settings —
schools; workplaces; cities/communities. For each of these ‘settings’ areas,

indicators were chosen and classified using the 3 boxes from the right-hand
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side (Figure 2) of the EUHPID model (environment structure & process -
health opportunities; system process — salutogenesis, pathogenesis; system
structure — health capacities). This is fully discussed in the section entitled
‘The EUHPID Health Promotion Model as a Basis for Indicator
Classification’. They also explored quantity and quality indicators for use in
the field to inform improved practice (Left-hand side of model — see Figure 2).
These indicators were then evaluated from the perspectives of experts, society
and citizens to form a minimal number of new indicators. Emphasis was given
to the policy level related to the Ottawa Charter action areas. These indicators
were further synthesised to form a set of common indicators, commonalities

were identified and the 3 areas brought together

Data Working Group

o In data-driven indicator development the selection of indicators is
primarily determined by the availability of data on the desired
measurement level (e.g. national data).

o The initial EUHPID survey/review work was expanded to include a
range of social, as well as health surveys, carried out in EU and
potentially in the Accession Countries. This formed the beginning of
an inventory of inventories (to include inventories provided by
EUROSTAT, EUROHIS, DG SANCO). These systems have been
reviewed in terms of their relevance to health promotion, the quality of
their data collected and its accessibility (Appendix 12).

o Following the lack of common definitions of health promotion

indicators and dearth of identified data regularly collected at European
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and Member State levels, the work of a sister SANCO — funded Project
— HP Source was identified as a tool having unique potential for data
collection to produce potential indicators related to health promotion
policy and practice. Based on the HP Source tool an appropriate
EUHPID indicator monitoring framework/system could be developed
on a local, regional and national level with appropriate criteria,

including quality assurance.

The EUHPID Health Promotion Model as Basis for Indicator Classification

The definition of a clear underlying theory is a key factor in indicator development. It
should provide a common frame of reference and a basis for agreeing which
indicators to develop, particularly in the context of European-wide efforts.

As aresult of the dearth of agreement on common health promotion indicators at
European and Member State levels, and the position allocated to health promotion in
the ECHI framework at that time, the EUHPID Consortium decided to concentrate on
developing a convincing model to underpin a European health promotion monitoring
and indicator classification system. This model would emphasise the
physical/social/mental system structure, social-cultural environmental structure and
social/cultural processes. This work would ensure that ECHI (which was in its 2nd
phase) provides a more holistic and comprehensive framework for the classification
and selection of European indicators as these areas were seen as the blank boxes or
white space in the ECHI framework. The EUHPID Consortium felt it was important
to support and complement the work carried out by ECHI colleagues and not propose

an alternative framework. Yet it also felt that it would be of benefit to colleagues,
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trained and practising in more traditional paradigms of epidemiology and public
health, to position themselves within a more holistic health development framework.
In this way, it was hoped that the socio-ecological model of human life proposed by
EUHPID could become a common reference point for the ECHI framework (this
point is addressed later in this report), the Health Monitoring Programme and for the
public health field. It could demonstrate conceptually and practically how the various
public health approaches, including health promotion approaches and approaches
based on the medical model are related and complement each other. In practical
policy terms, this would mean investing in a set of key indicators. The final vision of
the model could thereby influence policy options and reflect the way society looks at
itself and its health; to include not only the absence of illness but also more
salutogenic entities, such as positive health and health-promoting structures and
processes. In order to work towards the above vision, further detailed development of
the model has been undertaken to convince relevant stakeholders of its value. Besides
linking it to, and complementing, the ECHI framework it needs to be aligned to more
popular contemporary models being used in current relevant research. In addition,
EUHPID recommends that alliances need to be made with key colleagues to build
upon and relate the model to their work. Further development of the model related to
the development of a mutually beneficial dialogue which was initiated with the ECHI
co-ordinators to take this fundamental issue forward (this point is addressed later in

the Report).

Experience from best practice in other indicator development projects (Appendix 7)

highlighted 4 key issues that need to be addressed before the actual process of

selecting indicators can begin:
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o definition of indicators and field of indicator selection

o definition of use and users of indicators

o development of an underlying theoretical framework for indicator
selection

o designing a political process of defining the framework and selecting

relevant indicators

These four issues were addressed by EUHPID and consideration of them included in a
series of internal working papers (including Noack 2002, Bauer 2002). These early
papers culminated in the seminal publication ‘Advancing a Theoretical Model for
Public Health and Health Promotion Indicator Development: Proposal from the
EUHPID Consortium’ which appeared in the Supplement on the European Union
Health Monitoring Programme in the European Journal of Public Health (see
Appendix 13) This paper pays particular attention to the development of an
underlying theoretical framework for EUHPID Indicator selection and makes
recommendations for taking forward the work in a real world political context.

The following extracts from this paper highlight key issues in relation to
understanding the basis of the EUHPID Health Promotion Model for indicator
classification:

“Initially, the (theory working group) reviewed and assessed the strengths and
weaknesses of health promotion models currently proposed for indicator
development. Four general models were compared to identify principles and features
relevant to the construction or selection of health promotion indicators and to the

development of a health promotion indicator system: a health promotion outcome
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model (Nutbeam 2000), a generic logic model for planning and evaluating health
promotion (Rootman et al 2001), a framework for mapping health promotion action
(Bauer 2002) and a health development model for health promotion (Noack 2002).
From this review the following conclusions were drawn regarding properties of a
future model - be simple and easy to understand and communicate, to aid effective
practice; consist of a limited number of distinct elements to avoid misclassifications
and redundancies; use clearly defined concepts and terminology familiar to the fields
of public health and health promotion; consider health promotion values and
principles; consider pathogenic and salutogenic perspectives; consider interaction
between individual, social groups, or other social units, and environment; distinguish
between ongoing health development and intentional interventions into this
developmental process; consider time as a critical dimension both of health as a
dynamic phenomenon and of health development as an ongoing process of human
life; and understand health promotion as a complex planned, intentional input into the
ongoing process of health development” (p 108-109).

It is important to stress the concept of health development. The health of living beings
(living systems) is not a given, but has to be (re-)produced continuously over time, by
the living system itself by making use of resources (salutogenesis) and maintaining its
identity against risk factors (initiating pathogenesis of the system) of a complex
relevant environment. ie people’s health develops well or badly throughout their lives
— intentional interventions in this development process can come principally from
health (and related) services (prevention, treatment, rehabilitation) and/or from health
promotion (at various levels from individual to system environment). This analytical
division assists in terms of understanding indicator definition but also in terms of

allowing for underlying paradigms and principles. The interface of these intervention
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areas is in reality not as clear cut ie in terms of health promotion within the health
services area (for example Health Promoting Hospitals) and outreach preventive
services operating at community level. Nevertheless it is helpful in understanding the
interface as well as distinguish differences between the dominant bio-
medical/pathogenic and more underdeveloped socio-ecological/salutogenic
perspectives of health. The EJPH Paper goes on to detail the socio-ecological model
of health development, of public health and of health promotion. (Appendix13).

It is important to stress that EUHPID have provided a model to monitor (observe and
measure) health promotion interventions, as well as to plan these interventions.
Underlying the EUHPID Model is a systems-based understanding of nature and
society, individuals and health, which follows the Quality Model proposed by
Donabedian (e.g. 1966, 1982, 1988, 1990). It therefore distinguishes between quality
of outcome, which is produced by quality of processes, which is determined by
quality of structure. Systems theory describes a system as being made up of
interdependent and related parts and therefore must be considered as a whole — it
cannot be viewed in isolation from its environment (Checkland 1981).

Health promotion, as far its outcome is concerned, is about maintaining and
improving individual and population health. By stressing the multi-dimensionality of
health and explicitly naming its physical, mental and social dimensions (Pelikan &
Halbmayer 1996) it includes the resource component of health. The EUHPID Model
follows the Ottawa Charter (WHO, 1986) action areas of health promotion, which
focus on the importance of the ecological, social and cultural environment for creating
individual or population health. The Ottawa Charter has a currency and
understanding throughout Europe as well as worldwide. It provides the key organising

framework for the EUHPID Monitoring System and Indicator Sets. As health
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promotion is a dynamic phenomenon and is described in terms of actions or strategies
for change — EUHPID Indicators are based on interventions and health promoting
processes.

The overall goal of EUHPID Phase 1 is to establish the health promotion perspective
within the larger ECHI system by introducing a set of generic health promotion
indicators. In this context, the current EUHPID Health Promotion Model has three
major objectives:

o to provide a clear rational for selecting, organizing and interpreting
health promotion indicators (classification system)

0 to communicate the unique health promotion approach to the larger
public health community (advocacy tool)

o to develop a common frame of reference for the fields of health
promotion and public health which shows their interrelation (dialogue
tool).

The original version of the EUHPID Model published in EJPH was more generally
based on systems theory. But in order to reach the above objectives the Model was
further developed to more explicitly include the following issues:

o the WHO definition of health which includes the three dimensions of
physical, mental and social health

o health develops from an ongoing interaction between the individual
and his/her environment

o continuous health development can be analysed from a salutogenic
(health resources and positive health) or pathogenic perspective (risk

factors and disease)
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o ongoing health development should be distinguished from intentional

interventions into this process to improve health

o for health promotion interventions, the Ottawa Charter action areas

specify both health promotion actions and health promoting areas to be

targeted by these actions

FIGURE 1 — Health Development Model
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The EUHPID Health Development Model

The health development model (see Figure 1) distinguishes three dimensions, i.e.
physical, mental and social health. The arrows between these dimensions illustrate
that they are highly interdependent.

The health of individual(s) depends on their individual health capacity. Health
capacities are defined as properties or activities of individuals which contribute to
development of their own health. Three closely interrelated dimensions of health
capacities are distinguished, the physical (e.g. fitness), mental (e.g. sense of
coherence) and social dimension (e.g. social support). The health of individual(s) is
not created and lived in isolation but results from an ongoing, close and dynamic
interaction with their socio-ecological environment. Those aspects of the environment
which are of key importance to the health of people are those which increase or
decrease the opportunities for sustainable health development. The term health
opportunities highlights that persisting inequities in health in our societies are in large
part due to unequal distribution of these opportunities.

Although the EUHPID health development model relates to the health of individuals,
the social dimension of health and health capacities, as well as individuals” interaction
with their socio-ecological environment, emphasises that health is created and lived in
a wider social context. Health opportunities related to the socio-ecological
environment are of key importance when looking at the settings in which people live
and work.

The health development model is suggested as common frame of reference to
communicate which elements of the health development process are primary targets
or leverage points of the respective intervention approaches. Figure 1 shows that in

conceptual terms health promotion primarily supports salutogenic health development
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whereas health protection, prevention and health care primarily aim at reducing and
reversing pathogenic health development. In practice of course there is extensive

overlap.

EUHPID Health Promotion Model

The Ottawa Charter for Health Promotion is internationally recognised and accepted
as the key framework and reference point for health promotion and health

development.

The original Ottawa Charter “action areas” are compound constructs, which include
both an “action” component which defines “how to intervene” and an “area”
component which defines “where to intervene”. Table 2 separates these two aspects
and defines five general health promotion actions and five general health promoting
areas to be primarily addressed by these actions.
TABLE 2
Ottavwa Charter Action Areas: Reference point for Health Promotion Actions

and Health Promoting Areas

General Health
Promoting Areas

“Mihere to intenens"”

General Health Ottawa Charter
Promeotion Actions Action Areas

“How to intervens"

Socio-ecological cantext Creste zupportive environments Socio-ecological context

devvelopment

Palicy development

Organizationalinetwark
devvelopment

Community development

Competency buildingheath
education

HP Process indicators

Build healthy pukblic palicy

Reorient health service

Strengthen community action

Develop perzonal skills
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The concept of health promoting areas is differentiated from the functional systems implicit in the 5
Ottawa Charter action areas. All 5 general health promotion action areas can be found within
relevant functional systems. For example — individuals (employers, employees, clients); community
(informal social relationships between employers, employees, clients); organisation/network (eg
mission statement, work organisation); policy (eg benefit system, smoking regulations, anti-bullying
policy) and socio-ecological context (eg workplace ergonomics, economic pressure). Similar
illustrations could be made for other functional systems implied by the Ottawa Charter action areas
eg the public policy system and local communities.

The 5 health promoting areas are key dimensions of any functional system, which contributes to
health development. The 5 health promoting areas are proposed as standardised categories for
assessing how health promoting any functional system can be. In this regard is important to
differentiate between health promotion actions and health promotion areas — as various actions (for
example individual competency building, community development and organisational networking)
can be combined to facilitate the health promoting potential of one area such as the community.
This differentiation between health promotion actions and health promotion areas

provides the rationale for the EUHPID Health Promotion Model (see Figure 2). The

resulting second version of the EUHPID health promotion model presented here

keeps the important distinction between health development as an ongoing process of

human life and health promotion as one particular intentional intervention aiming at

sustainable change in the health development process of individuals and their

environments.
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FIGURE 2 — EUHPID Health Promotion Model
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Fig 2 depicts health promotion at the left-hand side as a planned, intentional intervention to support
ongoing health development on the right-hand side. The 5 actions areas from the Ottawa Charter are
included as sub-elements of health development. Socio-ecological context, policy,

organisation/network and community are seen as key health opportunities of the socio-ecological
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environment to be enhanced by health promotion. The fifth area — individual/s — lies at the core of
the model.

The 5 health promotion actions are included as sub-elements of health promotion and are combined
ideally into comprehensive health promotion strategies, tailored to the system which is targeted by
health promotion.

It is important to realise that health promotion action builds on and enhances pre-existing health
promotion capacities of the professional health promotion system and the system targeted by health
promotion. The sub-dimensions of health promotion capacity building cut across the 5 health
promotion actions for example health promotion infrastructure, programme sustainability and
problem solving (Hawe et al 2000). This issue was introduced and discussed at the EUHPID
Consortium meeting in Perugia (Appendix 16) and relates to development work in the next phase of
EUHPID.

The EUHPID Health Promotion Model is underpinned by a series of 7 principles (as defined by
Rootman 2001) which provide an internationally accepted underlying value basis for health

promotion practice.

Application of the EUHPID Health Promotion Model to Health Promotion Practice

The EUHPID Health Promotion Model is formulated to guide health promotion practice and thereby
the selection of health promotion indicators informing such practice.

According to the three elements of health development, health promotion can apply three
overarching approaches — addressing specific health issues (eg mental health), addressing health and
health capacities of particular target groups (eg child health) or addressing specific socio-ecological
environments (eg workplace health).

Regarding the socio-ecological environment influencing health development, health

promotion can consider various functional systems predominant in our societies,
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including education, economy, transportation, health care, neighbourhood or family.

Each functional system might be addressed anywhere between the micro and macro

level of analysis. For example the influence of the economy on health might be

analysed and modified anywhere between the individual worker or workplace, single
company, economic sector, and national or global economy - depending on
professional interest, skills and responsibility.

Thus, initially health promoters have to decide which functional system(s) and which

level(s) of these functional systems are most relevant to health development and can

be efficiently modified by health promotion. After this decision, health promotion
follows the four steps of the public health action cycle:

"1 Assessment: initial health, health capacities, health opportunities and health
promotion capacity of the selected sub-systems are assessed; key health issues and
leverage points for health promotion interventions are identified.

] Planning: health promotion actions appropriate for changing the leverage points are
selected and combined into an overarching strategy; health promotion process and
outcome indicators appropriate for controlling the impact of the intervention are
defined

1 Implementation: health promotion strategy is implemented

'] Evaluation: changes in initially determined health promotion process and outcome
indicators are assessed

In interpreting health promotion outcome indicators it is important to assess which

proportion of gains in health, health capacities and health opportunities can be

attributed to ongoing health development and which proportion to specific

interventions into this process.
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Classifying Health Promotion Outcome and Process Indicators based on the

EUHPID Health Promotion Model

Within the EUHPID project, the final purpose of the EUHPID Health Promotion
Model is to provide a clear rationale for classifying health promotion indicators. Table
3 shows how the three elements of the health development model define three main
categories of health promotion outcome indicators: health opportunities indicators,
health capacities indicators and health indicators. Applying a causal interpretation, the
first two categories can be considered as determinants of the third category “health
outcome”.
For each of these categories, sub-categories of indicators are defined by cross-
tabulating the sub-dimensions of the elements of health development with their
salutogenic and pathogenic endpoints. The cross-tables results in the following
classification of indicators:

e 6 classes of health indicators:

disease — social, mental, physical

positive health/well being — social, mental, physical
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TABLE 3 - Categories of Health Promotion Outcome Indicators: Overview

Levels Elements of health Endpoints S.Ub :
dimensions
development of elements
of elements
o
Environment health % - socio-
opportunities 3 ecological
3 context
=] - risk factors
o - policy
- - resources
o - organisation/
= network
- community
Individual(s) health - social
capacities
- mental
o _
Health =8 - disease - physical
=5
CBD - positive
(]

health/wellbeing

e 6 classes of health capacities indicators:
risk factors — social, mental, physical
resources — social, mental, physical
e 8 classes of health opportunities indicators:
risk factors — socio-ecological, policy, organisation/network, community

resources — socio-ecological, policy, organisation/network, community
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TABLE 4 - Classifying Indicators of Health Promotion Processes

Actions

Socio-ecological context development

Policy development

Organisational/network
development

Community development
Competency building/
health education

Health promotion capacities

Health promotion infrastructure
Program sustainability
Problem solving

Health promotion process indicators are classified according to Table 4 by the 5 health promotion
actions and the suggested three dimensions of health promotion capacity - the detailed development
of this area will form part of the next phase of EUHPID.

It should be noted that the allocation of outcome indicators to all the categories in Table 3 will
depend on their interpretation by users. This will form part of the Health Promotion User Window
being developed to interrogate the overall developing ECHI system whose relevance is discussed in
more detail in the following section which will be a key part of the next stage of EUHPID. For
example, for the fitness industry, physical exercise/fitness may be a core health outcome. But for the
medical colleagues, physical fitness may be just one capacity contributing to morbidity and mortality

rates.
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Health Promotion User Window

The concept of the User Window has been developed by the ECHI Project team, in the anticipation
that the system would be employed by users for different purposes. The basic concept is that it
selects a subset of indicators from the list of ECHI indicators (in this case the Set of Community
Health Indicators — Appendix 11), based on a particular perspective or interest. ‘User Windows’ are
thought to be a flexible and policy relevant approach, and complement the use of the set of ECHI
core indicators; which include indicators on health promotion policy and practice related to key areas

and related to key integrated settings.

The EUHPID Project therefore recommends the development of a Health Promotion User Window
to facilitate the development and use of both the core health promotion indicators ie health
promotion policy and practice and the integrated health promotion settings, in particular. ECHI have
supported this idea, suggesting a “User windows focusing on different settings for health and
associated interventions and health promotion; these user windows may include settings-specific
mortality/morbidity determinants and interventions” (ECHI-2 Working Paper, February, 2004). The
User Window concept would enable practitioners working in a wide range of settings to use the
EUHPID health monitoring framework to gain a holistic perspective on the selection of appropriate

indicators for use in their relevant setting.

Application of the Classification System to Practical Health Promotion Indicators

The classification system of health promotion indicators shows the possible range of
indicators in this field. In practice, not all of these categories are to be filled by
indicators. The categories can be used to analyse the emphasis, and blank areas, of
existing indicator systems. Further, the classification system helps to make rational

decisions which categories to emphasize in developing new indicator systems.
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It should be emphasised that the following lists of indicators do not represent the full
potential of the EUHPID classification system. Instead, they give an idea of how,
based on the EUHPID Health Promotion model, the concept of the Health Promotion
User Window may be operationalised, through the use of the EUHPID classification
system. The complexity of this task should be emphasised, in terms of the various
levels of analysis, which is dependant upon the user of the EUHPID classification
system e.g. analysis may be done at policy level, environmental level, individual
level, national, local and/or European level, integrated settings level etc. Examples of

an examination of some of these levels of analysis will follow.

In order to exemplify the relevance of the EUHPID Model to practical health
promotion indicator development, the following sections demonstrate its application
to health promotion:

e following detailed discussion with ECHI, the EUHPID Consortium would
fully support the following recommendation being made by the ECHI-2
Project to re-classify health promotion within the ECHI Framework..

The purpose is to discriminate between health interventions occurring within

health services, including health care and disease prevention (4.1.1, 4.2-4.5) and

interventions outside the health care system (4.1.2, 4.1.3). This would establish a

separate class for health promotion indicators on the one hand (Class 5 ‘Health

Interventions: Health Promotion’) which would create a new class to include the

following core indicators:
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Health Promotion Policy and Practice

This is in preference to ‘campaigns’ which can be one area of health promotion or
rather health education practice related to a range of areas including for example
tobacco, alcohol, sexual health, illegal drug, skin cancer, physical activity and
accident; as well as nutrition.(Although nutrition is separately identified under
ECHI-1, it is recommended that this be included under this indicator set). Aspects
of health protection related to both legislative and regulatory interventions which
support health promotion policy in the above areas (for example restrictions on
tobacco smoking, price, marketing and advertising) would be included under the

new Health Promotion class.

As suitably adapted from the work of the HP Source Project, the following types

of indicators have been identified under Health Promotion Policy & Practice:

Health promotion policies at a national level:

e Existence of national documents published on health promotion
related to smoking, nutrition, alcohol, etc.(see ECHI short-list of core

indicators).

Health promotion policies at a regional level:

e Existence of regional policy documents in the following areas: smoking,

nutrition, alcohol etc.

Health promotion policies at a provincial level:

e Existence of provincial policy documents in the following areas: smoking,

nutrition, alcohol etc.

Health promotion policies at a local level:
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e Existence of local policy documents in the following areas: smoking, nutrition,
alcohol etc.
Health promotion policy formulation:
e Extent to which formulation of health promotion policy is based on regular

systematic monitoring of public health.

e Variety of organisations contributing to health promotion policy formulation.

e Extent to which social determinants are taken into account in the monitoring

process (e.g. culture, income, rural, urban setting etc).

e Extent to which behaviour, risk factors, protective factors and quality of life is

taken into account in the monitoring process.

e Extent to which broader social and economic context (e.g. social and

economic inequalities) are taken into account in the monitoring process.

On evaluation of health promotion policy:
e Existence of routine (national) policy evaluation

e Regularity of production of policy evaluation report

On implementation of the health promotion policy:
e Clear guidelines in place which lay out which bodies are responsible for the
implementation of national health promotion policy at:- national level, and at

provincial, regional and local level (if appropriate).
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On health promotion campaigns:
e Body(ies) with responsibility for funding/planning/delivery/evaluation of
campaigns (official and other national bodies, regional bodies).
e Body(ies) with responsibility for funding/planning/delivery/evaluation of

health promotion projects.

On professional workforce:
e Level at which learning and qualification in health promotion is available, at at
least one institution of higher education (i.e. BA/BSc, MA/MPhil, PhD, Dr.
PH)
e Existence of academic and /or non-academic post-graduate non-degree
courses/symposia on the topic of health promotion.
e Existence of associations for professionals involved in: health promotion
research, practice, policy-making.
Health promotion funding mechanisms:
e Availability and source/s of funding for health promotion at national, regional,
provincial and local levels.
e Existence of guidelines which determine equitable distribution of funding for
health promotion, based on structured needs assessment at national, regional,

provincial and local levels.

Although the above are related primarily to national, local etc context, indicators
related to the settings approach could be added and linked to the following indicator

areas on integrated health promotion settings.
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Integrated Health Promotion Settings Indicators

It became apparent throughout EUHPID’s work that although there are many other colleagues and
networks working in the field of health promotion indicators, they do not have a framework giving
an overall understanding of the complexity of health promotion to draw on. This is now offered by
the EUHPID model (Figure 2). To complement and exemplify the practical usage of the EUHPID
health promotion model, in addition to the indicator area related to Health Promotion Policy &
Practice, the integrated settings approach has been used to develop practical examples of indicators.
The ‘expert’ nature of the EUHPID Consortium group ensured success in linking into a wide variety

of appropriate national and European networks, as will be discussed below.

Three main settings have been emphasised and explored in relation to practical usage of the

EUHPID Health Promotion Model:

e Workplace Settings Indicators
e Schools Settings Indicators

e Hospitals Settings Indicators

Workplace Settings Indicators

There are currently no standardised sets of health promotion indicators published for the field of
workplace health promotion. However, there are a number of initiatives underway, into which
EUHPID has linked, and which could inform the future development of workplace health promotion
indicators. Each of the indicator systems were reviewed (Bauer, 2004) and the conclusion was that
there is no agreed-upon common frame of reference accepted by policy makers at the EU or Member

State level. There is therefore an opportunity for EUHPID to initiate further collaborative working
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with the relevant European Workplace Networks such as the European Network for Worksite Health
Promotion (ENHWP), Work Health, and the European Foundation for the Improvement of Living

and Working Conditions.

Attempts have been made throughout the duration of the project to further these links, for example, a
meeting was held with coordinators of the Work Health Project, to exchange ‘expert’ knowledge, to

discuss commonalities and potential future collaborative efforts.

Work Health Project

Workhealth is a project, which like EUHPID, is funded under the EC Health Monitoring Programme
(HMP). The objective of the project is to establish indicators for work-related health monitoring
from a public health perspective and to deliver a contribution to a community-wide network for
sharing health data (Boedeker & Kreis, 2003). A first working paper provides a detailed synopsis of
work-related indicator sets in Europe “to facilitate the development of a model of work-related
health monitoring...”. A policy cycle is suggested in the paper, starting from policies in the wider
political environment, which have “a substantial impact on the setting of the workplace”. Within the
workplace, the following stages are described: policy domains, activities, outputs and outcomes.

The policy domains include a long list of overlapping categories, which partly could be considered
as determinants of health, and in addition, the outcomes contain heterogenous categories that are not
organised within a recognised framework (Bauer, 2004). The project will develop concrete
indicators in its next phase, for which the EUHPID model and related indicator categories could
provide a rational framework of organisation. The two projects have agreed to continue to work
together in a mutually beneficial and way, with an emphasis on developing strategic links between

the projects, including data and knowledge exchange.

Additional Workplace Health Indicator work reviewed includes:
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Work Place Health in the Public Health Perspective. This paper was published by WHO Europe and

includes policy requirements and performance indicators for good practice in health, environment,
safety and management in enterprises (GP HESSME). It aims to empower employers and
employees to take control over their own and their family’s health, considering environmental,
lifestyle, occupation and social health determinants. However, the indicators suggested only partly

address the determinants of health in the everyday work environment.

Work and Health Country Profiles. WHO Europe initiated development of work and health country

profiles, although gaps from a health promotion perspective become apparent (Bauer, 2004), when
assigning indicators of such a profile (Rantanen et al. 2000) to the EUHPID indicator classification

system, especially in the area of health capacities for working conditions.

Indicators of Quality of Working Life. The Work Health project report (Kreis & Boedecker 2003)

reviews two publication, which suggest indicator schemes for quality of work and employment
(European Commission 2001; European Foundation for the Improvement of Living and Working
Conditions 2001). Both of these schemes mainly build on existing European data and could provide a

valuable source for selecting worksite health promotion outcome indicators.

Quality Criteria of the European Network for Worksite Health Promotion (ENWHP)(1999a) has

published quality criteria for WHP activities, covering six sectors: WHP and corporate policy,
human resources and work organisation; planning of WHP, social responsibility, implementation of
WHP, results of WHP. For measuring these criteria ENWHP (1999b) published a standardized
questionnaire as a self-assessment tool. Thus, companies can monitor progress along these criteria.

In the future this instrument might be used to collect data from a representative sample of companies
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across Europe. Further, a simplified version is available for small and medium sized companies

(ENWHP 2001).

Indicators of Working Conditions in the European Union. This is a report by the European

Foundation for the Improvement of Living and Working Conditions (Dhondt & Houtman, 1997), a
project which is based primarily on the European survey on the working environment. This provides
longitudinal, comparable data for all EU countries. Examples of appropriate health promotion
indicators which can be drawn from their lists, in relation to the EUHPID framework, are shown in

the tables below.

Using some of the indicators developed by the above projects, the EUHPID health monitoring
framework can be used to demonstrate its practical nature — see Tables 5, 6 and 7. The examples
were elaborated upon in Consortium discussions. This was necessary because it is apparent from an
examination of current projects, that there is still a dearth of health promotion indicators, and in
particular, a logical framework into which indicators can be classified and organized. This is now

offered by the EUHPID Monitoring System.
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TABLE 5 - Classifying Indicators of Health (Level: Individual(s))

Endpoints of health
Disease
Sub-dimensions

Social e Social isolation
e Discrimination

Mental e Depression
physical e Immobility
e Morbidity

positive health/wellbeing

e Social support
e Participation in community
action/ development

e Sense of coherence
e Optimism

e Work satisfaction
e Fitness of staff

TABLE 6 - Classifying indicators of health capacities (level: individual(s))

Endpoints of health capacities

Riskfactors
Sub-dimensions

Social e Social withdrawal
Mental e % of stress related
sickness
e Resignation
physical e (Fatal) Accidents at work
e Health damaging
behaviour

e Precarious work
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resources

e Social networks
e Social competency
e Social content of job

e Perceived (mental) work
ability
e Job autonomy

e Perceived (physical) work
ability



TABLE 7 - Indicators of health opportunities (level: environment)

Endpoints of health opportunities

Riskfactors resources
Sub-
dimensions
socio- e Noise level e Tailored workplace design
- e Handling dangerous
eCOItOg ;cal substance
L e Pesticide consumption
e Asbestos consumption
: e Hire and fire iti i
policy e Equal opportunities policy
e Smoke-free policy
e Sex equality
e Maternity/paternity leave
organisation/ e Heavy loads e Participative decision
network e Working with heavy loads making
e Working over 50 hours per e Continuing professional
week development programme
e Precarious work e Control over working times
e Irregular working hours e Control over working
e Strenuous work content
community e Discriminatory work practice e Social support amongst

e Violence at work

colleagues
Working climate

Schools Settings Indicators

There has been a substantial amount of health promotion research and intervention work using

schools as a setting. EUHPID has attempted to link into some of these projects, to assess the level of

49



health promotion indicator development, and to demonstrate the use of the EUHPID health

monitoring framework for intervention work in schools.

ENHPS and the EVA Project

Health Promotion in schools has developed rapidly as a result of and through the European Network
of Health Promoting Schools (ENHPS, 1995), actively and jointly supported by the Commission of
European Communities, the World Health Organisation (Regional Office for Europe), and the
Council of Europe. ENHPS concentrates on conditions in the school, instead of health damaging
behaviour. This is in recognition that health promotion in schools structures schools’ approaches to
health, and provides a framework in which schools can address a range of health-related subjects.
This ensures that they adopt programmes recognised as necessary, rather than ones based on random
marketing exercises. In addition, health promotion supports academic success, with absenteeism

less likely if the pupils perceive the school as supportive of their needs.

A health promoting school is a place where all members of the school community work together to
provide students with integrated and positive experiences and structures, which promote and protect
their health. ‘Components’ and ‘checkpoints’ are developed in six areas, which reflect the major
elements of health promoting schools. These are: school health policies, the school physical and
social environment, community relationships, personal health skills and health services. These
‘components’ and ‘checkpoints’ act as guidelines for schools aiming at increasing emphasis on the

health promoting approach.

Despite attempts to define consensus around the concept of evaluation of health promotion in
schools and an examination of the education authorities at all levels to set up conditions conducive to
the improvement of health and well being in schools, by tackling individual, social and

environmental determinants (EVA 2, ENHPS, 1994 ), there has been no clearly defined
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methodological health monitoring framework to use for this. EUHPID has capitalised on the
opportunity to fill the gap’, and to complement such work as the ENHPS. Indeed, recommendations
from the final report of the EVA 2 Project included: to increase and develop its work with other
organisations, increasing the collaboration between different teams, and promoting progress from
policy to implementation, a process, potentially operationalised by EUHPID’s health monitoring

framework (see examples below).

Child Health Indicators of Life and Development Project (CHILD)

This work is closely related to the work of the ENHPS, ECHI and EUHPID. It is a third wave project
in the European Union Community Health Monitoring Programme and is the first project to cover a
particular population group. The CHILD Project was established in October, 2000 and ran until
September, 2002. All fifteen members of the EU member states were involved in the project, as
were Iceland and Norway. The CHILD Project looked not only at producing a recommended set of
indicators, but also seeks to stimulate understanding of and commitment to their positive use by
child professional and the child health community in each member state across Europe (again linked
to the ECHI concept of user windows). The concept of child health is seen as having enhanced value
as it represented the needs of a sector of the population unable to express their own interests and
concerns, and ensures a representation across the entire child age-range from infancy to adolescence.
In terms of indicators, like the EUHPID Project, the CHILD Project is based on the belief that health
status measures alone are not sufficient to describe the whole range of phenomena of health and
development, that health process measures have their own value and that measures of determinants
are extremely valuable, as they offer the chance to reduce or protect against risk and thus damage to
health. Additionally, the two projects share the socio ecological approach to health, are both based
on the ECHI framework, and both exist within an area of low political and economic interest. For

example, European children are considered ‘healthy’, yet there are few mechanisms for their social
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and community participation; the health promotion approach can be seen as a threat for some
‘unhealthy’ policies/policy makers; both children and health promotion investments have an impact

in terms of health gains, but are both barely visible in the short term.

Other work in the area of health promoting schools includes:

e Models of Health Promoting Schools in Europe (edited by Bjarne Jensen and
Venka Simovska)

e The ENHPS indicators for a health promoting school (by WHO/EU/CE, which
has indicators at international, national and local levels)

e There are also several self-evaluation tools created by each country or county
or school. At local level there should be a combination of objectives and
respective indicators and since HPS is a process of change or maintenance it
has to be defined locally, considering to which level the objective must be set

and which indictor is the most appropriate to evaluate the achievement.

The EUHPID health monitoring project is able to provide a framework for a holistic approach to
health monitoring and evaluation within schools. Practical examples of appropriate indicators are
demonstrated in tables 8, 9 and 10. These examples draw on some of the schools/child health
promotion work to date, as examined above. It has been noted that the following indicators should
be evaluated throughout the process of monitoring and evaluation, in order that the process of
change may be understood. This may mean looking at sensitive indicators in order to identify the

changes (Loureiro & Piette, 2004).
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TABLE 8 - Classifying Indicators of Health (Level: Individual(s))
Endpoints of health

Disease positive health/wellbeing
Sub-dimensions
social
e Victim of a crime during the last year e Interpersonal trust and norms
of mutual aid and reciprocity
e Connectedness
e Quality and quantity of social
relationships
. Perceptions of social
connectedness, reciprocity,
sharing, trust and co-operation
e Per capita membership of
voluntary groups
e  School/Community activities
during the last weeks
e Victim of a crime during the
last year
mental e Depression
e generalised anxiety disorder e self-reported health
e suicide attempt o self-reported sexual health
e  Cognitive limitations in memory, e psychological well-being
learning, literacy, attention e Happiness
physical e diabetes primary & other causes
. HIV/AIDS e Body mass index
e STD, specific. Chlamydia e  Opportunities in school, work,
e Tuberculosis leisure, social activities
e Measles
e Menigitis
e Hepatitis B
e Vaccination scheme diseases
. Neoplasms
. Childhood cancers
. Diabetes type 1 incidence in children
o migraine/frequent headache
. childhood asthma
° decayed etc. teeth: mean DMF-12
index
. prevalence of any chronic illness or
condition
° limitations in seeing, hearing,

mobility, speaking, biting, agility (disability-
free life expectancy)

. Temporary limitations by health
problem, past 2 weeks

. Psychological distress.

. Role limitations by emotional
problem.
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Table 9 Classifying Indicators of Health Capacities (Level: Individual(s))

Sub-dimensions

social

mental

physical

e % of Children in single-
parent household

e Mental health (psychological
well-being, distress, mental
health problems and
appropriate approach )

e Prevention (vaccination, oral
health)

e Chronic diseases
(integration in school)

e Functional limitations
(seeing, hearing, mobility,
speaking, cognitive
limitations)

e Acute infectious diseases
(appropriate measures)

e Regular smokers

e Drinking in children

e Use of illicit drugs
(incl.children)
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Endpoints of health capacities
Riskfactors

Resources

e Health promotion school team
Assessing, planning, / project
development

e Training (together)

e Curriculum integration

e Parents involvement

e Y% teachers sense of

belonging to the school

e % teachers with a good sense

of coherence

o % teachers with high self-

esteem

e % teachers general positive

feeling of self-efficacy

o % teachers liking school.

e parental support for children

e % pupils declaring sense of
belonging to the school

e % pupils with a good sense of
coherence

e % pupils with high self-esteem

e  %pupils general positive
feeling of self-efficacy

e % pupils liking school

e % pupils feeling the class is oK

e % pupils declaring receiving
help for school work if needed

e Mental health (psychological
well-being, and appropriate
approach )

e Sexual behaviour (partners,
frequency)

e contraceptive use (type, general,
1% intercourse)

e Screening preventive
examinations

e Functional potential, i.e., adequate
facilities for children’s needs



Table 10 Indicators of Health Opportunities (Level: Environment)

Sub-
dimensions

socio-
ecological
context

policy

Endpoints of health opportunities

Risk factors

Economical crisis

% school drop outs
students/teachers school
absenteeism

Household situation of
pupils

% children seeking asylum
within school community
population by 4 ISCED
classes: elementary, lower
sec., upper sec., tertiary
Literacy rate: including
Health Literacy

early school leavers
number of fatal accidents in
school

Total energy uptake/person
% energy from fat

air pollutants

noise exposure in classroom
social isolation/participation
in school

children social care
experience of violence at
home

experience of sexual abuse
and violence at home

physical punishment of
children

school dinners
ineffective interventions
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Resources

Social networks

Sanitarian conditions in the School+
hygienic conditions at the canteen and
buffets

Way healthy eating products are
displayed

Transportation, housing

Safe physical environment

Perception of school (tobacco, nutrition,
etc.) policies by pupils/teachers
perceived tobacco environment by pupils
(CAS)

Household situation of pupils
pre-primary education (ages 3-5)
Literacy rate: including Health Literacy
Teachers qualifications

Total energy uptake/person

intake of fruit excluding juice
environmental determinants of physical
activity: e.g. chances for walking, cycling;
access to public transport

social support in school

access to computers

Tobacco and nutrition policies
regulations on seat belts, helmets
regulations on air/water quality
Protecting policies

Formal agreement between international
agencies for School Health Promotion

% schools with consensus on tobacco
policy (CAS)

national law on School Health Promotion
(so that every school can be a HPS) (EVA
3)

law on compulsory school health
education (EVA3)

law on health education or promotion in
initial teachers training (EVA3)

national noroarammes on smokina



organisation/
network

community

road traffic injuries
occupational injuries
burns, in children
poisoning, in children
long-bone fractures, in
children

school social capital / social
empowerment

% of schools with premises
offered to community
activities

% of schools with
consensus on tobacco,
nutrition, etc) policies about
(HP) policy changes; to
ensure social debate about
(HP) policy changes; to
ensure social debate about
relevant issues.
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prevention etc.

law about health education or promotion
in

Initial teachers training national
programmes (on smoking prevention etc)
%secondary schools with total tobacco
ban

% secondary schools with enforced
smoking policy

Campaigns on smoking, alcohol, diet,
safe sex, drug use, sunlight exposure,
physical activity, injury prevention
policies on healthy nutrition

regulations on food safety and quality
policies on health nutrition, e.g. food/drink
fortification

anti-bullying policies in schools
regulations on noise

% of primary and secondary schools with
link to secondary or primary schools

% of pupils declaring receiving help if
needed

% of schools institutional self-efficacy
social empowerment

% of schools premises offered to
community activities

HP team coordinator

School health programme implementation
(e.g., curriculum).

% of schools with a global health
approach (Ottawa, ENHPS etc)

% of health promoting primary schools

% of HP secondary schools

quality assurance system for SHP

Health promotion training for school
health teams

HP training for school health teams
International network of HPS

% of schools with action in or with the
community
% of schools institutional self-efficacy



There needs to be further discussion on how indicators can be integrated and their correlations

considered. Many of the current indicators, some of which are illustrated above, and are based on
current work on schools and health promotion, are static in that they reflect outcomes. EUHPID is
interested to help to develop the current dearth of indicators that reflect processes, recognising the

complexity of health development in children, and within the schools setting amongst others.

Hospitals Settings Indicators

The EUHPID project has succeeded in making formal links with the European Network of Health
Promoting Hospitals, and has presented current developments within the EUHPID Project at the
WHO 4th Workshop on Standards for Health Promotion in Hospitals Workshop (Barcelona,
October, 2003) and at the International Health Promoting Hospitals Conference in Florence. (May
2003). Since the EUHPID project aims to develop health promotion indicators in various settings
domains, a close collaboration and exchange of knowledge between the EUHPID and the WHO

Health Promoting Hospitals and Indicators programme is important.

The WHO European Office for Integrated Healthcare Services established a working group to
develop standards for health promotion in hospitals in 2001. Draft standards have been developed,
pilot tested for their relevance and applicability, improved accordingly and are now approaching
their final form (although future revision is expected as and when new evidence emerges). The aims
of the 4™ Workshop were to develop a self assessment tool to assess compliance with standards

including measurable elements and indicators and to plan the pilot test of the self assessment tool.
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Five standards have been developed which address the following issues:
e Standard 1: Management Policy
e Standard 2: Patient Assessment
e Standard 3:Patient Information and Intervention
e Standard 4: Promoting a Healthy Workplace

e Standard 5: Continuity and Cooperation

Each standard has a set of sub-standards, and each sub-standard has one or more measurable
elements. Demonstrable evidence is required to show compliance with each standard.
Complementary indicators have begun to be developed for each of the sub-standards, however, there
is currently no framework for the further development of appropriate indicators. This could be
offered by the EUHPID Project, to assist in the development of a truly holistic set of health

promotion indicators.

The EUHPID health monitoring system can be demonstrated using the following examples of
indicators, partially developed from the 5 substandards above (particular for resources/positive
health well/being) (See Tables 10, 11 and 12).

TABLE 11 - Classifying Indicators of Health (Level: Individual(s))
Endpoints of health

Disease positive health/wellbeing
Sub-dimensions
social e social isolation amongst staff ¢ Information is available on patient
organisations and those related to
his/her condition.
mental o % of staff smoking e Patient and staff need for health
e Suicide attempts (staff and patients) promotion intervention are assessed.
H e % of patients educated about risk e % of patients educated about specific
p hy sical factor modification and disease actions in the self-management of their
treatment options in the management condition.
of their condition. e % of discharge letters sent to GP
e % of work related injuries within 2 weeks.

e % of short term absence
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TABLE 12 - Classifying Indicators of Health Capacities (Level: Individual(s))
Endpoints of health capacities

Sub-dimensions
social

mental

physical

Immobility rates

Risk factors Resources
e Social withdrawal e  Opportunities and resources for leisure
allocated to staff and patients
e Resignation rates o staff awareness of content and
location of health promotion policies.
Morbidity rates e % of patients assessed for disease

specific risk factors according to
guidelines

% of patients assessed for generic
risk factors

TABLE 13 - Indicators of Health Opportunities (Level: Environment)
Endpoints of health opportunities

Sub-dimensions

socio-ecological
context

policy

organisation/
network

community

Risk factors

Number of snack machines for staff and
patients.

Hire and fire culture.

Multi-level hierarchy of staff.

Regularity of strike action by work force.
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Resources

e Non-smoking environment for
staff and patients.

e Environmental determinants of
physical activity e.g.
opportunities for exercise (staff
and patients)

o % staff aware of health
promotion policy

e Access to healthy food
(canteen/snack bars)

e Existence of and adherence to
an equal opportunity policy.

e % budget dedicated to staff
health promotion activities

e The hospitals stated aims and
missions, quality and business
plans include and emphasise a
health promoting approach.

e Resources allocated to the
processes of implementation,
evaluation and regular review of
health promotion policy.

e Extent of continuing professional
development programme for
staff.

e social support amongst
colleagues



Many of the examples above do not relate solely to hospitals, but can also be related
to the workplace as a setting for health promotion intervention. This reflects the
flexible nature of the EUHPID classification system, the search for commonalities
among health promotion settings based indicators and their benefit to the development

of the Health Promotion User Window in the ECHI Framework.

All of the settings based networks discussed above (and potentially those related to
other settings — such as universities, prisons, etc), together with the EUHPID
Monitoring System share an understanding of the principles and approaches stemming
from the Ottawa Charter (WHO, 1986). It therefore remains of high importance to
continue working together to ensure that a holistic view of health ensures that the
ECHI system is robust enough to meet the challenges of tackling determinants of

health across Europe.

Additional ‘Expert’ Discussions

One of the objectives of the EUHPID Project is to establish a classification system for
health promotion professionals to use in integrated settings. To further achieve this
aim and to test the usability of the EUHPID Health Promotion model, several
members of the EUHPID Consortium led a workshop at the 11" Annual Conference
of the European Public Health Association (EUPHA) in Rome. This event was used
both as a dissemination exercise and as an opportunity to consult with a range of
public health and health promotion ‘experts’, from a range of integrated settings. A
primary aim was to discuss the use of the EUHPID health promotion model within the
context of the workplace setting. Participants were asked to complete a practical
exercise, which entailed using the EUHPID Health Promotion model to come up with

examples of practical indicators. The emphasis of the session was on workplace

60



health promotion indicators, although reference was made to the relevance of the

discussions to other settings including schools and hospitals.

The discussions centred upon the project as a growth area, and suggested that there is European-
wide interest and support for addressing the dearth of health promotion indicators within practical
settings. Participants called for greater EC investment in the area of European Health Promotion

indicator development projects, and lent support for a second phase of EUHPID.

Development of Indicators at the individual level
The International Classification of Functioning (ICF) was investigated as to its value
to the EUHPID task. The following areas were identified as relevant to individual
indicator development for health promotion:
e Individual’s physical/mental capacity to perform the specified activity (could
relate this to specific settings)
e Individual’s level of performance (i.e. capacity) at the specified activity (could
relate to settings environment).
¢ Environmental determinants that affect the individuals (level of) performance:

physical, social and cultural. (adapted from the ICF Project).

This work would form part of both the Health Promotion User Window development

and explored in relation to further detailed development of the indicator set on

Integrated Settings, both being part of the 2nd phase of EUHPID.

61



Dissemination of EUHPID

The progress of EUHPID has been actively disseminated through various conferences,
meetings and publications (see Appendix 5).

Initial contact has been made with colleagues from each of the Accession Countries,
who have expressed a formal interest in joining the EUHPID Consortium, and an
initial list of experts drawn up (Appendix 10). The involvement of the Accession

Countries is seen as essential in a ‘truly’ European EUHPID Phase 2.

Conclusions and Recommendations

Shifting Paradigms of Health

It is important in the first instance to emphasise the complexity of the task undertaken
by the EUHPID Project in attempting to establish a European Monitoring System for
Health Promotion based on a set of common health promotion indicators. This
complexity relates to both our knowledge regarding health and our understanding of
the need to develop comprehensive and effective approaches to health development.
This complex task has highlighted the limitations of our knowledge about the
epistemology (how knowledge is acquired) and ontological (our understanding of
what exists) dimensions of health and emphasised the need for further investment in
knowledge creation and knowledge development regarding the holistic nature of
health and its conceptual frameworks. This relates to the need to expand beyond
pathogenic perspectives of health based on disease and risk factors (primarily
physical) into more salutogenic perspectives based on improving health capacities and
health opportunities at both individual and environmental levels. This necessary

expansion is seen as part of a wider paradigm shift not only in knowledge creation but
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also in the methodology and indicators needed to measure it. The majority of projects
funded under the Health Monitoring Programme of the European Commission (EC)
take a well established approach to indicator development based on traditional disease
and risk factor measurement. The EUHPID Project recommendations reflect the need
to build upon and complement these more tried and tested approaches by developing a
more holistic perspective. They largely reflect need to fill the gaps in our knowledge
which is essential if Europe is to operate a comprehensive public health information
and knowledge advisory system to facilitate effective action and synergy at both

Community and Member State levels.

Health Promotion

Health promotion is an area of practice that is subject to diverse interpretations. A
majority of people perceive it as a form of health education — providing information
and advise to bring about individual lifestyle change in behaviours affecting smoking,
drinking alcohol, eating and taking physical exercise. But the EUHPID Project
emphasises the complexity of health promotion as a major potential intervention tool
that works at individual, group, community and societal levels; offering a continuum
of approaches that include policy development and creation of supportive
environments. This is reflected in the Ottawa Charter (WHO 1986) which forms the
foundation for the EUHPID Model of Health Promotion, and the classification

framework for the recommended European Health Promotion Monitoring System.

Recommendations to incorporate Health Promotion and improve ECHI

The impact of the EUHPID recommendations related to the above 2 complex areas

has had a major practical impact on the core ECHI system for European health
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indicators. The health development model which underlies the EUHPID Health
Promotion Model and Monitoring System, is offered as a major contribution to the
public health field, and to the ECHI Framework in particular, as a policy relevant
focus for public health development at both European and Member State levels. The
important distinction to grasp lies conceptually between health development as an
ongoing process of human life and health interventions (such as health promotion and
health services treatment, prevention and rehabilitation) as particular intentional and
planned approaches aiming at sustainable change in the health development process of
individuals and their environments. The health development model is suggested as
common frame of reference to communicate which elements of the health
development process are primary targets or leverage points of the respective
intervention approaches.

The EUHPID Health Development Model therefore offers the ECHI framework, and
thereby the EC Health Information and Advisory System, a more applied and policy
relevant function by moving it from a rather static context to form a monitoring and
planning tool for intervening in health development. It is recommended that this can
be achieved by changing Class 4 of the ECHI system to form ‘Health Interventions:
Health Services’ (which would include health care and disease prevention) and
creating a new Class 5 ‘Health Interventions: Health Promotion’.

The recommended Class 5 will initially be comprised of the indicator sets related to
Integrated Settings and Health Promotion Policy and Practice. It is also recommended
that they include a range of indicators related to Health Protection — such as various
healthy public policy regulations, for example, on smoking in public

places/workplace, tobacco marketing/advertising, tobacco price/tax, drinking and

64



driving, seat belts and cycle helmets, food safety/labelling, etc. (Although the latter is
not included in the current ECHI 2 core list).

In addition, the creation of a EUHPID Health Promotion User Window will reflect
international best practice by taking a broader concept of health promotion. This tool
will now enable active planning and monitoring of the priority areas in the EC Public
Health Programme, in particular the interventions funded to tackle determinants of
health. In so doing this will link directly to the public health priority areas based on
various health interventions including health promotion policy and practice and those
based on settings (schools, workplaces, for example); and will thereby establish
dynamic strategic and operational synergy between the key pathways of the EC Public
Health Programme and to those of the Member States.

EUHPID’s current active involvement in the Working Party on Health Systems and

proposal to join Working Party 7 on Indicators will help to facilitate this process.

The Establishment of a European Health Promotion Monitoring System
including a set of Common Health Promotion Indicators
With regard to meeting specific objectives, the EUHPID Project has recommended a
health monitoring system based on the EUHPID Health Promotion Model and
classification system. This includes a common set of health promotion indicators
which have been accepted into the ECHI-2 List of Recommended ‘1% Phase Core
Indicators (shortlist)’:

e Integrated Settings

e Health Promotion Policy & Practice
In addition the development of a Health Promotion User Window is recommended for

further development.
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The recommended health promotion indicators have resulted from a comprehensive
review and analysis of health promotion indicators systems and comparative
international work on health promotion indicator development. The 3 elements of the
health development model define 3 main categories of health promotion outcome
indicators — health opportunities indicators, health capacities indicators and health
indicators. The first two categories can be considered as determinants of the third
category — ‘health outcome’. For each of these categories, sub-categories of indicators
are defined by cross-tabulating sub-dimensions of the elements of health development
with their salutogenic and pathogenic endpoints. This results in the following

classification of indicators:

6 classes of health indicators;

disease — social, mental, physical

positive health/well-being — social, mental, physical

6 classes of health capacities indicators:

risk factors — social, mental, physical

resources — social, mental, physical

8 classes of health opportunities indicators:

risk factors — socio-ecological, policy, organisation/network, community

resources — socio-ecological, policy, organisational/network, community

Health Promotion Indicators related to Integrated Policies and Programmes in
Settings
It became evident in carrying out the work of EUHPID that many networks of health

promotion policy makers, practitioners and researchers are working in the field of
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health promotion indicator development. It also became evident that they lack a
common framework to provide them with an understanding of the complexity of
health promotion processes and outcomes. In addition these networks are often
focussed around settings such as the work place, school and hospital, for example.
Therefore the EUHPID Consortium, building upon the above classification of
indicators, has used the integrated settings approach to develop examples of practical
indicators in the 3 settings related to workplaces, schools and hospitals. These
indicators which are detailed in the text seek to demonstrate the value of the EUHPID

Health Promotion Model in practice.

Health Promotion Indicators related to Health Promotion Policy & Practice
It is recommended that health promotion process indicators are classified by the 5
health promotion actions (adapted from the Ottawa Charter action areas) and 3
suggested dimensions of health promotion capacity — health promotion infrastructure,
programme sustainability and problem-solving (Hawe et al 2000).

In order to develop this important area of health promotion indicator development, it
is recommended that a set of indicators on health promotion policy and practice be
adopted (it is recommended that this set supersede the existing ‘Policies and
campaigns on smoking, alcohol, diet, safe sex, drug use, sunlight exposure, physical
activity, injury and suicide prevention’ in the ECHI Core List and also incorporate the
existing ‘policies on healthy nutrition”). These indicators incorporate but expand well
beyond ‘campaigns on lifestyles’ to include all aspects of health promotion policy at
national, regional and local level, including indicators on policy formulation,
implementation, infrastructure development, campaigns and programmes and their

evaluation, and funding and workforce development. These indicator sets need to be
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further elaborated in practice (building on the initial work of the HP Source Project)
and extended to relate to the following indicator sets on integrated health promotion
settings).
Health Promotion User Window
In addition of key importance is the recommendation for the development of a Health
Promotion User Window, which reflects the breadth of health promotion and its
relevance to users across the entire EHCI Community health indicators framework.
An example is highlighted in the text in relation to health promotion indicators at the
individual level related to the International Classification of Functioning (ICF).
Further work is required into the development of a Health Promotion User Window,
building upon the above indicators sets and relating them to the overall ECHI
framework.
Recommendations on Suitable Methodology and Systems
Following a review and analysis of specific data gathering systems and collaborative
work, it became obvious that health promotion indicator data is not regularly collected
and collated at European nor Member State levels in any common or organised way.
EUHPID therefore sought to analyse commonalities in possible data collection,
reviewed examples of good practice, explored gaps and established development
needs. It focussed on 2 aspects of current data collection that offered an opportunity to
collect data on its recommended health promotion indicators. These related
specifically to:
1) Data on Integrated Settings — which mean establishing strong working links
with networks working in health promotion settings — principally work place,
school and hospital; with the potential to expand to link with other settings

networks — for example, universities, prisons, cities/communities. Clear
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working links have been established between EUHPID and for example WHO
Health Promoting Hospitals Network, the Work Health Project and the
European Network for Health Promoting Schools.

2) Data on Health Promotion Policy & Practice — the HP Source Project had
devised a questionnaire and had begun to collect data on a range of issues
related to health promotion policy and infrastructures. Joint membership
existing between the EUHPID and HP Source Consortia enabled good
working links to be established.

Further development of these data collection sources is required in Phase 2.

Dissemination

The progress of EUHPID has been actively disseminated through various conferences,
meetings and publications (see Appendix 5). Active links have been established with
colleagues in all the Accession Countries who have expressed their interest and
commitment to be involved directly in EUHPID’s work (See Appendix 10). Strong
working links have been established also with HP Source, the ISARE Project, WHO
Health Promoting Hospitals Network, European Health Promoting Schools Network
and EUPHA, IUHPE, and in the areas of Health Promotion Capacities (See Appendix
16) and Health Inequalities.

EUHPID has actively participated in regular meetings of the HMP Co-ordinators in
Luxembourg, meetings with ECHI, and recently meetings of the DG SANCO
Working Parties — particularly on Health Systems. It has also been proposed that
EUHPID join also Working Group 7 on Community Health Indicators, which would

enable the results of EUHPID Phase 1 to be incorporated fully into the future
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development of the ECHI system and gain maximum benefit to the Public Health

Programme.
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APPENDIX 1 - EUHPID Contract

GRANT AGREEMENT
S12.324906 (2001CYVGEI-504)

Between
<

the European Community (“the Community™), represeated by the Commission of
the European Communities (“the Commission™), itself represented by Mr. Robert
Coleman, Director-General. of the Health and ‘Consumer Protection Directorate-

General,

of the ane part,

and

University of Brighton with its registered office at Miothras House, Lewes Road,
BNZ 4AT Brighton, United Kingdom

(“the beneficiary™), represented by Professor Stuart Laing, Director of Academic
Affairs
of the other part,

have agreed as follows:

Article 1 - Subject matter

1.1 The Commussion has decided to award a grant on the terms set ouwl in this
agreement and its ansexes, which the beneficiary hereby declares it has taken
note of and accepts, for the project entitled: “European Health Promotion

Indicators Development (EUHPID" (“the project™). -

1.2 The beneficiary accepts the grant and undenakes to carry out the project under
its own responsibility.
A detetled description of the project 1s given in Annex I, which is an integral
part of this agreement.

1.2 The beneficiary egrees to use the gramt exclusively for the purpose of the
project.

14 Pemonreaponsible for performing: Mr John Davies

1.5 The operation shall be carried out (principally) at: Brighton, UK
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Article 2 - Duration

21

12

The pmJea::t shall last for 18 months (from 0L11°2001 te 01052003
corresponding to the operstion shell be effected by the
Beneficiary within this agreed pered of performance. Only expenditures
incurred during this period may be considered =5 eligible end taken into
account in order to detemmine the total amounts due to the Beneficiary in
relation to the present Agreement,
The agreement shall end on the date of the final payment due from the
Commission.

Article 3 — Financing the project

3l

iz

33

34

35

d.1

The total cost of the project iz estimated at EUR(E) 285.315,00. The detailed
budget of the project is set out in Annex [, which is n integral part of this
agresment.

The tofal cost of the project comprises oonly costs eligible for Community
funding, ss defined in Annex II. A fixed percentage of 7 % (maximum] of the
total amount of eligible direct costs shall be eligible as indirect costs, in
sccordance with the conditions set out in Article 11,3 of Annex [1.

The Commission shall provide a maximum amount of EUR(E) 192.255,00,
equivalent 1o 67,38 % of the estimated total cost specified in paragraph 1.

Should the real costs on completion of the project furn out o be lower than the
estimated total cost specified in paragraph 1, the Commission’s contriburion

will be limited to the amount ealeulated by applying the above percentage to
real costs, The heneficiary undertakes to pay fo the Commizsion any sums

already paid in excess of this amount.

The hensficiary agress that the grant may in no circumstances give rise to
profits and that it puust be restricted to the amount required to balance revenus
and expenditure for the project.

The beneficiary sccepts that the grant does not constinite 2 claim on the

Commission and may not therefore be assigned to another body or transfemred
to @ third party without the Commission’s prior written consent,

— t arram

The Commission shall pay the grant to the beneficiary as follows:

- EUR 57.676,50 maximurm 30 % of the amount specified in Article 3.2)
by way of an advance within 60 days of receipt of the payment regquest,

- EUR 76,902,00 maximum (40 % of the amount specified in the Article
1.2) within 60 days of receipt and acceptance of an interim activity
report and of an intenim financial statement of the proeject end a
request for payment, under the condition that the costs incurred as
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shown in the interim financial statement, have reached 30 - % of the
total costs envisaged.

- the balance within &0 days of receipt and approval of the activity repornt
and of 2 final financial staternent of the project and a request for final

payment.
42  Payment due from the Commission shall be made to the following bank

account of the beneficiary :

hank account ; 63329211

bank address : BARCLAYS BANK PLC

*South London & Sussex Corporate Banking Centre

PO Box 112
Horsham
West Sussex RHIZ 1Y()
United Kingdom

account held by : University of Brighton

43  The Commission shall make peyments in euro. Accepted costs shall be
converted into euro at the rate published in the C series of the Official Journal
for the first day of the month following the end of the action.

Exchange losses are nol covered by this sgreement and shall be bome by the
beneficiary.

44  The Commission may require the beneficiary to supply a bank guarantee in
case of a larpe advance payment.

Article 5 — Reporis an cuments

The following reports and oiber documents shall be supplied by the beneficiary -

5.1 | intedm report(s), 3 copies, including an interim financial repor- and an
interim report on the execution of the activities, at the following stage:
01,/08/2002

52 afinal report by 01/08/2003 including:
- & detailed report (activity report) in 3 copies, on the execution of the
aetivities as indicated in the technieal description of the project proposal;

- where applicable, the matedals produced and/or proof of services rendered as
indieated in the technical deseription of the project proposal, including full
detzils of the distribution of such materials andfor on the performance of such
sarviess, in 3 copies;

- & financial statement, in 3 copies, cenified by the person in charge of the
organisation receiving the contribution, accompanied by duly certified
supporting documents and indicating the amount and type of expenditure
incurred, together with the corresponding receipts (including the amount of the
Commission subsidy);
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- where applicable, the most recently dated suditor’s repoars;

- the beneficiary agress to keep specific detaled accounts for the project in

’ question,

5.3 - the interim and final financial statements of revenue and expendinure must be
presented in the same format as the annexed provisionel budget, in order o
facilitate the financial comparison and follew up; another presentation may
render them unacceptable to the Commission,

Article & — General provisions
Any information supplied in connection with this agreement shall be in writing and
shall be sent to the following addresses:

For the Commission:
Administrative questions:

Euwropean Commussion
Directorate-General Health and Consumer Pratection
Unit G3 — Mr Guiseppe Ostinelli

Euroforum building

10 Bue Stumper — Office ELFO 3186

L-2557 LUXEMBOURG

Or by e-mail: giuseppe.ostinellij@cec.ewint

O by fax: $352.4301 32058

Technical questions:

European Caﬁ:missian

Directorate-General Health and Consumer Protection
Uit G3 — Dr Henrjette CHAMOUILLET
Euroforum building

10 Rue Stumper — Office EUFO 3191

L-2557 LUXEMBOURG

Or by e-mml: hennette chamouilleti@cee en.int
O by fae: +352,4301.32059

For the beneficiary:

niversity of Brighton

To the attertion of Mr John Davies
Minthras House,

Lewes Road,

BN2 4AT Brighton,

United Kingdom
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Or by e-mail : J.E Daviesi@bton.ac.uk
Or by fax  +dd 1273 643473

T = ion

The beneficiary is subject to VAT,
The beneficiany’s VAT No is 620 658 351,

Article 8 — Final provisions
£1  The following documents are annexed to this agreement and are an integral
part of if: )

Annex [ Description of the project (budget included)

Annex I0: General terms and conditions appliceble to grant agresments of
the Health and Consumer Protection Directorate-General
B2  Should the provisions of the annexes and those of the agreement differ, the
provisions of the agreement shall apply.

83 Asticle 9 “Amendment of the Agreement” of the General Conditions is
completsd as follows : .
The beneficiery's request(s) for emendment(s) concerning extensions and
budget modifications, will be considered only if the Commission receives
them in writing at the latest rwo calendar months before the end of the period
of performance set in Article 2.1 of the present Agreement. The heneticiary's
request(s) for amendment{s) other than amendments for extensions and budget
modifications, will be considersd only if the Commission receives them in
writing at the latest before the end of the period of performance.

Done at Luxembourg, in duplicate, in English.
{Please write “read and approved”)

For the bcu:ﬂ:imn"l‘“"ﬁv\wl’ For the Commission
5. Lt o
Mr. Robert COLEMAN ,LJ,/ i/

[Hrector-General ©
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APPENDIX 2 — EUHPID Consortium Members

Austria

Horst Noack

Institute for Social Medicine & Epidemiology
University of Graz

AU-8010 Graz, AUSTRIA

E-mail: horst.noack@kfunigraz

Tel no: +43 316 380 4398

Juergen Pelikan

Ludwig Boltzmann Institute for the Sociology of
Health

and Medicine

University of Vienna

A-1090 Vienna, Rooseveltplatz 2, Vienna.
Email: juergen.pelican@univie.ac.at

Tel no: +43 1 4277 48230

Germany

Eberhard Goepel

Fachbereich Sozial-und Gesundheitswesen
Hochschule Magdeburg-Stendal

Breitscheidstr. 2

D-39114 Magdeburg, GERMANY

E-mail eberhard.goepel@sgw.hs-magdeburg.de
Tel no: +49 391 8864304

Belgium

Danielle Piette

School of Public Health
Universite Libre de Bruxelles
Route de Lennick 808 — CP569
B-1070 Brussels, BELGIUM
E-mail: Danielle.piette@ulb.ac.be
Tel no: +32 2 555 40 81

Stephan van den Broucke

Flemish Institute for Health Promotion
Gustave Schildkneckstraat 9

B-1020 Brussels, BELGIUM

E-mail: stephan.vandenbroucke@vig.be
Tel no: +32 2 422 4949

Greece

Yannis Tountas

Institute of Social and Preventive Medicine
32 Skouja Str.

GR-10673

Athens, GREECE.

E-mail: ispm@compulink.gr

Tel no: +30 17482015

Panos Th. Dimakakos

University College London

1-19 Torrington Place

London, UK

E-mail p.dimakakos@public-health.ucl.ac.uk
Tel no: +(0)207 679 1702

80

Denmark

Evelyne de Leeuw

Institute for Public Health
University of Southern Denmark
Winslowparken 19

DK-500 Odense C

Email: edeleeuw@health.sdu.dk
Tel no: +45 6550 3083/4157/4115

Neils Kr. Rasmussen

National Institute of Health

Svanemollevej 25, DK 2100 Copenhagen O,
DENMARK

E-mail: nkr@niph.dk

Tel no: +45 3920 77 77

Ireland

Margaret Barry

Department of Health Promotion
National University of Ireland
Galway

Clinical Science Institute

Galway, IRELAND

E-mail Margaret.Barry@nuigalway.ie
Tel no: +353 91 75 04 63

Finland

Lasse Kannas

Department of Health Sciences

University of Jyvaskyla

PO Box 35

40014 University of Jyvaskyla, FINLAND
E-mail kannas@pallo.jyu.fi

Tel no: +358 14 60 2154

Italy

Giancarlo Pocetta

Experimental Centre for Health Education, Dept of
Hygiene

University of Perugia

Cp 45 PG3,1-06100 Perugia, ITALY

E-mail: gipocet@tin.it

Tel no: +39 075 585 7301

France

Vincent Bonniol

Department of Education Sciences, University of
Aix-

Marseille 1,1 Avenue de Verdun, 13410 Lambesc,
FRANCE

E-mail v.bonniol@educaix.com

Tel no: +33 44 257 1717



Norway

Maurice Mittelmark (Until August 2003)

Dept of Psychosocial Sciences and Research Centre
for

Health Promotion, University of Bergen,

School of Psychology

Christies Gate 13 5015 Bergen, NORWAY
E-mail: maurice.mittlemark@psych.uib.no

Tel no: +47 55 58 32 51

Elisabeth Fosse (From August 2003)

Dept of Psychosocial Sciences and Research Centre
for

Health Promotion, University of Bergen,

School of Psychology

Christies Gate 13 5015 Bergen, NORWAY
E-mail: elisabeth.fosse@psyhp.uib.no

Telephone: +47 55 58 27 58

Portugal

Isabel Loureiro

Rede Nacional de Escolas Promotoras de Saude
(RNEPS)

Av. Infante Santo, 2-6

Lisboa Cedex, PORTUGAL

E-mail: isalou@ensp.unl.pt

Tel no: +351 21 3912200

The Netherlands

Nanne de Vries

Department of Health Education
Faculty of Health Sciences
University of Maastricht

PO Box 616, Maastricht 6200 MD
THE NETHERLANDS

E-mail: n.devries@gvo.unimaas.nl
Tel no: +31 43 388 2423

United Kingdom

John Kenneth Davies

International Health Development Research Centre
Faculty of Health

University of Brighton

Mayfield House

Falmer

Brighton BN1 9PH, UK

E-mail: J.K.Davies@brighton.ac.uk

Tel no: +44 (0) 1273-643476

Spain

Concha Colomer

Health Promotion Unit

Escuela Valenciana de Estudios para la Salud
(EVES), Juan de Garay 21

E-46017 Valencia, SPAIN

E-mail: colomer con@gva.es

Tel no: +34 96 386 93 66

IUHPE

Catherine Jones

IUHPE / UIPES

2 rue Auguste Comte
92170 Vanves, FRANCE
E-mail cjones@iuhpe.org
Tel no: +33-1 46 45 00 59
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Sweden

Bengt Lindstrom

Nordic School of Public Health

Box 12133, S-402 42 — Goteborg, SWEDEN
E-mail: bengt@nhv.se

Tel no: +46 31 69 39

European Commission
John Ryan

Head of Health Monitoring
SANCO, European Commission
Luxembourg

Switzerland

Georg Bauer

Department of Health & Intervention Research
Institute of Social and Preventative Medicine
University of Zurich, Sumatrastr, 30

CH-8006 Zurich, SWITERLAND

E-mail: gfbauer@ifspm.unizh.ch

Tel no: +41 1 6344638

Ursel Broesskamp-Stone

Health Promotion Switzerland
(Gesundheitsforderung Schwiez)
Dufourstrasse 30, Postfach 311

CH 3000 Bern 6, SWITZERLAND

E-mail: ursel.broesskamp@promotionsante.ch
Tel no: +41 31 350 04 25

Secretariat

Based at:

International Health Development Research Centre
Faculty of Health, University of Brighton
Mayfield House, Falmer

Brighton BN1 9PH, UK

Belen Sanchez (Until October 2002)
E-mail: B.Sanchez@brighton.ac.uk
Tel no: +44 (0) 1273-644168

Chloe Hill (Jan 2003 - October 2003)
E-mail: C.Hill@brighton.ac.uk
Tel no: +44 (0) 1273-644168

Caroline Hall (from October 2003)
E-mail: Caroline.Hall@brighton.ac.uk
Tel no: +44 (0) 1273-644168

Xanthippe Tzimoula
E-mail: X.Tzimoula@brighton.ac.uk
Tel no: +44 (0) 1273-644538

Sue Ginn (Until June 2003)
E-mail: S.Ginn@brighton.ac.uk
Tel no: +44 (0) 1273-644169

Eleanor Linwood
E-mail: E.Linwood@brighton.ac.uk
Tel no: +44 (0) 1273-644169

Antje Stoewesandt (Sept 2003 — January 2004)
E-mail: A.Stoewesandt@brighton.ac.uk
Tel no: +44 (0) 1273-644536
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APPENDIX 3a — EUHPID First Brighton Meeting

EUHPID Project

Notes from the Inaugural Meeting of the EUHPID Consortium

Held at the Russell Room, Royal Albion Hotel, Brighton, UK

23 to 24 February 2002
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Present: Richard Horst Noack (Austria)
Evelyne de Leeuw (Denmark)
Lasse Kannas (Finland)
Eberhard Goepel (Germany)
Panagiotis Th. Dimakakos (representing Yannis Tountas, Greece)
Margaret Barry (Ireland)
Giuseppe Masanotti (representing Giancarlo Pocetta, Italy)
Bérénice Staedel (representing Anne Bunde-Birouste, [UHPE)
Isabel Loureiro (Portugal)
Concha Colomer (Spain)
Bengt Lindstrom (Sweden)
Georg Bauer (Switzerland)
Nanne de Vries (The Netherlands)
John Kenneth Davies (United Kingdom)

Michael Whiting (University of Brighton) - part
Sue Ginn (Secretariat)

Apologies: Danielle Piette (Belgium)
Maurice Mittelmark (Norway)

Henriette Chamouillet (European Commission)

John Kenneth Davies welcomed colleagues to Brighton and to the first meeting of the
EUHPID Project. He introduced Professor Michael Whiting, Dean of the Faculty of
Health, University of Brighton and asked all colleagues to introduce themselves.
Following this he invited him to formally open both the EUHPID and EUMAHP
meetings. Professor Whiting thanked colleagues for attending the first meeting of the
EUHPID Consortium, and those remaining in Brighton for the first meeting of phase
2 of the EUHPID Consortium. With regard to the latter he congratulated EUMAHP
Consortium members for their contribution to the successful completion of Phase 1.
He indicated his full support to JKD on behalf of the Faculty of Health and the
University of Brighton in continuing to co-ordinate phase 2 of the EUMAHP Project
and the new EUHPID Project. He expressed his own personal commitment to the
importance of this work, in both academic and practical terms, in contributing to the
improvement of health among all European citizens. Professor Whiting concluded by
wishing all colleagues a successful and productive series of meetings.

Professor Whiting then departed due to other commitments

JKD acted as Chair on this occasion and updated participants on financial and
administrative matters. He indicated that Sue Ginn would be responsible for the
administration of reimbursement of expenses and colleagues should direct any queries
to her during and after the meeting.

John Kenneth Davies

JKD then presented an overview of the EC Health Monitoring Programme and the
background to the EUHPID Project (See Appendix 1). He indicated that further
details were available to colleagues in a series of documents and through relevant EC



and project websites. In particular he highlighted the ECHI Project, already funded by
the EC to provide a framework for a range of European health indicators being
produced by numerous projects under the Health Monitoring Programme. One of the
pressures on EUHPID would be to propose a series of European health promotion
indicators to fill the gaps in the ECHI system. He then went on to introduce the
EUHPID project itself, including its objectives. (See Appendix 2). Data would need to
be perceived from the perspective of each Member State as well as at Community
level. Our work would need to review and synthesize existing knowledge and build
upon best practice, as well as producing new and innovative indicators.

JKD indicated that the Project had requested a 6 month extension, due to the
inevitable delays due to start up and practical preparation — i.e. although officially the
Project had a start date of 1 November 2001, it was planned that commencement
would begin in practice from1 May 2002, when by that time we will have support
from a part-time research officer, research assistant and administrative assistant.

In order to initiate and stimulate discussion, with regard to both content and
methodology, JKD introduced the following issues:

e (Canadian model for population health promotion

e Taxonomy of indicators

e Nutbeam Process model

JKD invited all colleagues to make some introductory remarks concerning health
promotion indicators from their own experience and from the perspective of their
country.

Lasse Kannas

o we have existing models and frameworks to help us - including Don
Nutbeam’s work.

o The scope is very wide - are we intending to cover everything or
perhaps a specific level or dimension? Focussing perhaps on health
promotion actions related to input indicators, rather than outcome.
There is little evidence-based data on actions. Real health promotion
indicators are related to processes - what really happens.

o Situation in Finland is very similar to other countries. Very little
concerning actions/process indicators, which are poorly developed.

Eberhard Goepel
o National goals for health policy are established on the federal level.

o Only a few groups in Germany working in this field - Bielefeld most
prominent

o Need to relate our work to the action plan on environment and health -
based on the human ecology approach and local environmental action
plans — ecology related to social policy. The challenge is to
conceptualise this approach — using perhaps a systematic social
constructionist view.
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o Multi level
o More emphasis on community view
o Many indicators on the inter/individual level

o Processes which relate to social capital.

Nanne de Vries
o Need to be practical — health promotion is an activity (promotion as a
process and not just a health outcome). At each level — macro, meso,
micro — need to consider education also.

Health Promotion

an activity education is we should be able | As a process
integral to communicate
something going on global, the way things are
international, developed
national, local

o In Holland - apart from health monitoring work, there is an initiative
related to QUI - quality of interventions. (See National Institute of
Environmental Health and Municipal Health Services). We need to be
activity oriented and get people to use the data base — Dutch
Association for Health Promotion and Intervention (Hans Krosse) —
get them to report what they do — exchange best practices — build
respectability and credibility.

o This is a time to assemble information on all health promotion
activities (in Holland) together in a data bank. This has only recently
been started but could be a model for our indicator work.

o For the next meeting we could all read a book and get some ideas from
say WHO Book on Health Promotion Evaluation as we will need to
agree a common understanding, a common denominator. We need to
breakdown then integrate - moving from health indicators to health
promotion indicators.

Evelyne de Leeuw
o Endorsed splitting indicators up into manageable parts and then
reintegrating them.

o We should be flexible.

o Introduced work accomplished on healthy cities indicators —
highlighting 3 important reference books.

o Rebus - a GIS (Geographical Information System) - based health
monitoring system which allows the user to compile data from
different neighbourhoods in the city:
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Basic indicators used in Rebus:

Health

Safety

Quality of environment
Demography

Social economic data
Lifestyle

See how we change and due to which
factors

Can compare different
neighbourhoods.

Graph is more like an index.
Compare neighbourhoods

Change over time within
neighbourhood

health profiles (must be the result of
all this indicator work)

¢ also infrastructure

*

% policy and management

X/

7/
X4

*,

sometimes programmes

3

A

recommendations

¢ sometimes 'coffee table books' (eg
Padua)

o Suggested inviting Nils Rasmussen to the next meeting (urban health).

o Establish an Evaluation Advisory Committee — we have to deal with

evaluation.

o Healthy Cities = more appropriate process indicators — at any
organisational level. Indicators - published in 1996 and 2001.
Explosion of indicators — from 17 to 83. Attempt at
consolidation/reduction. Community participation indicators. Hard to
collect and interpret. Problem system diversity - so enormous -
sometimes have trouble collecting right data and information. If cities
don't regard as reliable they won't report on it - some cities made
indicators up - some were honest: one of the biggest problems. Process
indicators = MARI assessment — (3" level Healthy Cities grid) can be
some work done in parallel with what we do here = 400 indicators? —
September 2002. Only internal documents so far - book to be published
next year. Will there be a fourth phase of healthy cities?

o grid - should be able to define priorities within grid - elements
focussing on policy, vision, output.
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Bengt Lindstrom

O

salutogenic model referring to the Ottawa Charter, social capital and
(adult) good quality of life. Interested in the salutogenic model (open
concepts) and resilience research (fixed concepts). Both could be
interesting in a discussion about indicators.

find indicators that work both in practice and are evidence based.

Competitive/comparison indicators - cannot be manipulated (invented)
- good impact on person's life. For example - Perinatal mortality - ultra
scans resulted in terminations therefore malformed child was not born.
This affects indicators. Open ideas can be transformed. Child health -

social care.

Work with essences - what is important (find indicators in context in a
qualitative way).

Rootman et al WHO Health Promotion Evaluation book - useful.

Panos Dimakakos

0

(o)

Need to focus on health promotion as a process
Participation = key (bottom-up/top down)
Contextual vs individual indicators

Concept of need is important

Careful use of existing models

Maurice Mittelmark (reported by JKD)
Priority should be given to:

o

o

reviewing what is going on already in the field of health promotion
indicators — for example - Health Canada work on mental health
promotion indicators = determinants of good mental health, self
efficacy, positive mental health at individual and population levels as
determinants of global health

WHO International Classification of Functioning (ICF) — environment
(social) and personal competencies

Community level and systems level

Concha Colomer

O

must define Health Promotion Indicators and move health promotion
forward from just considering health risk behaviours.
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provided these backgound issues to help create ideas - Spain in 1986
produced a Government: Health for all Strategy but little done; 2000
Spanish Society for Public Health — Health for All indicators — but
more related to preventative medicine (immunisation, screening) and
risk factor prevention of behaviours such as tobacco and nutrition
(nothing on more structured macro or meso policy indicators)

Research Project - rapid appraisal approach as a regional strategy for
Valencia

In summary — in Spain has been focus on micro level — education and
information campaigns based on KAP model; nothing on meso or
macro levels — no evaluation, no tools developed

Social and gender equity important for evaluation and planning
activities

Important to include implementation and dissemination phases with
regard to indicators and evidence-base — found IUHPE Effectiveness
Book hard work and professionals can't understand it. (Would their 2nd
phase address this?)

Berenice Staedel

o

BS indicated that she was new to [IUHPE Paris HQ and representing
Anne Bunde- Birouste (Programme Director). She indicated that
IUHPE’s work in this area focussed on the Effectiveness Study, funded
by the EC. The first phase of this resulted in the 2 volume book which
has been widely disseminated; and currently they have an application
with the EC for a dissemination phase within named countries of
Europe. The Effectiveness work of [IUHPE is a global project, of which
the European work has formed a core part. BS indicated further details
can be provided through AB-B.

Guiseppe Masanotti

O

Georg Bauer
o)

In Italy have 38 Health for All target monitoring — but regional local
level focus and not national — difficult to obtain national data

Established health promotion observatory — linked to regional
responsibilities (for economic as well as health issues). Called together
a number of experts who produced a list of 280 indicators (using less
than 100 in pilot work) in 5 Italian Regions — Umbria, Piemonte,
Veneto, Emilia Romagna and Lombardia. (Being co-ordinated by
Lamberto Briziarelli and Giancarlo Pocetta).

In Switzerland — 26 cantons, 4 languages, many cultural differences,
20% migrants, differences between cantons and Federal levels
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Horst Noack
o

National Observatory established in 2002 — produced 160 health
indicators — pragmatic, making data more accessible, using existing
data from health care services, psychological indicators, health of the
elderly

About half of the cantons have health promotion delegates (biggest
department has 10 people)

Swiss Foundation for Health Promotion — established in 1993, but
since 1998 new health care insurance (1.5 euros from each inhabitant
into Foundation) — youth health, exercise, nutrition, etc.

Health promotion indicators — used Nutbeam outcome indicators
model; measures to quantify and measure health promotion for applied
use — underlying theory for communication and framing agenda; health
outcomes = highest value (based on positivistic, experimental
paradigm); need to consider alternatives in the causal chain — social
construction of indicator development — most successful using
stakeholders/users. Attempts in Switzerland in the past haven’t
worked.

Need to consider community health (sustainability movement/social
constructionist movement) = healthy community — local community
based indicators; health promotion as a process; how are healthy cities
more sustainable — environment better focus than health? What
determines health?

Consumerism and health — tourism, hotels, wellness centres, health
farms — growth of health technology — ethics of health promotion =
new kind of discourse — important dimension of indicators.

Issues in the field of health promotion indicators
* Indicator projects in Switzerland/Austria
»  Complexity/dynamics
* Frameworks/paradigms

Need to break out of public health medical model — to come from
another direction

Carried out numerous health measurement surveys - including
computer-based telephone interviewing — 5k household survey of
family care for the elderly for care givers; planning a studies of
elderly/middle aged people in communities and primary school
children

What does health mean? Theory (frameworks) Values (ethical,
political), Knowledge/information (evidence).
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o Epistemology — nothing more practical than good theory. We need
models at individual and social levels. Knowledge technology —
indicators, indicies, profiles, stories = social constructionist. Levels =
micro, meso and macro. Macro, meso and micro levels - to have
comparable data on health promotion eg healthy cities indicators,
health behaviour of school children/cultural meaning - to refine
indicators adapted to each situation

o Scientific or policy model? Biased towards latter = knowledge for
health policy purpose — what are aims and objectives of doing this?
Preference is for a theoretically sound (agreed) policy framework.

o Need theoretically sound and agreed models for policy frameworks —
aims, goals, perspectives, ideas about means and strategies — health
promoting actions in a community-setting — ‘empowering’

o Principles of health promotion

* Empowerment — community/local/individual- to listen
(feelings, competences); feel able to self-evaluate,
accountability)

= Participation — mobilisation of capacity (internal/external); self-
evaluation — construct their own indicators.

= Sustainability — policy measures, professional’s enthusiasm,
local impact, ownership

= Intersectorality — common training, common planning,
financial sharing

=  Equity

Measuring change process and dynamics difficult to capture by indicators. (sensible,
reliable, tangible, valid). How to measure effectiveness?
Indicators have to be meaningful for the purpose of what we are trying to evaluate.

Margaret Barry
o Good timing for this Project — chance of good link in Ireland —
Government discussing health promotion indicators — health promotion
unit in Dublin establishing dialogue with regional/local health
promotion managers — therefore significant nationally to health
promotion accountability and success

o 2000-2005 Irish Health Promotion strategy — move towards topics,
population groups and settings

o National Health and Lifestyle Survey (from University of Galway);
Health Promotion in Schools Survey, National Unit for Health
Inequalities — a lot of data around in Ireland — now looking at data on
All Ireland basis (whole island) — and keen to harmonise at European
level, especially mental health promotion.
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o Need to consider dynamics of processes in action related to positive
health indicators and protective rather than risk factors

o Need to interface with evidence debate. What should be the unique
indicators we should use?

Isabel Loureiro
o Do we share the salutogenic paradigm?

o What does success mean for us - what are we trying to achieve?
o This is an opportunity to share experiences/best practice

- paradigms

- methodologies

- what is relevant/makes sense

Working Methods - JKD

Timescale

The Project will run for 18 months in the first instance (taking account of the
requested 6 month extension) — this means that we will be able to incur costs against
the project budget until 1 November 2003 when our final report needs to be
completed in practice). An interim report on the Project work and budget needs to be
submitted to EC by 1 November 2002.

Staff support

We were in the process of appointing 3 half-time support staff - research officer,
research assistant and administrative assistant.

Website

A EUHPID Project Website would be established on an interactive basis — allowing
authorised users to both upload and download documentation. The details of health
monitoring database and website would be included to allow others to upload to site.

Budget

In the Project budget there is financial support for consultancy and buying in expert
time. 4 full EUHPID Consortium meetings have been built provisionally into the
contract budget and if all these are felt not necessary, resources could be used for
some smaller group work — perhaps in the form of a contractual arrangement with the
University of Brighton as the fund holders. We have this flexibility to achieve the
Project objectives, as long as we remain in budget.

Chair

JKD proposed the desirability of rotating the Chair at future meetings of the
Consortium.
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EC Public Health Programme

We needed to be clear about the context that we are working in — that we are part of
the EC Health Monitoring Programme, and need to fit into the existing and planned
network of Programme Projects. Having said that if we feel that our
conceptual/epistemological/theoretical is somewhat different than the majority of
other health monitoring projects we will need to convince EC and others (ECHI) of
this. We need to see this as an initial phase, and consider its sustainability in the
longer term — especially if we see the desirability of a second phase.

JKD reminded colleagues that in the new European Public Health Programme —
pathway 1 would relate to health monitoring and pathway 3 to tackling determinants
of health through health promotion and public health. We needed to consider linkages
therefore between these key pathways of the new programme.

Working Groups

MB said she is in favour of working groups rather than core groups as she felt
everyone needs to be involved in making decisions. JKD said he would be happy with
working groups as people will be sharing the workload. JKD made the point that we
need a real commitment from people who want to contribute practically. We need
active participants. He added that it was sad for France that they are not participating
in this group as no one willing to take part had be identified. NdV agreed to approach
French colleagues following the meeting in an attempt to secure a Consortium
member from France — he would inform the Secretariat as appropriate.

CC proposed that the full plenary Consortium should meet every six months in order
to take difficult decisions together, with all countries taking part. Other decisions that
should be taken together are organisation, budget, meetings — to share all
responsibilities and decisions.

A copy of the proposed ECHI template indicator would be circulated to Consortium
members for consideration as a working tool.

Conferences

Preparing for conferences is one way of raising awareness of the project, focussing
our efforts and obtaining feedback from other colleagues (they can also act as
convenient milestones in the development of the Project — see later section.). JKD
highlighted the IUHPE European Conference on Effectiveness — Royal College of
Physicians, London, 11/13 June 2002, and informed colleagues that he had
provisionally submitted an abstract for a workshop-type session on the EUMAHP
Project. Those Project members interested in contributing practically and participating
should inform JKD — they would present on behalf of the EUHPID Consortium. JKD
indicated the desirability of the Project Consortium developing a position
paper/EUHPID rationale/concept paper for June conference. There will be an
opportunity there to debate as people will be interested.

IL asked whether attendees were aware of the September conference on Health
Promoting Schools. There is a big interest in getting researchers involved through
perhaps special workshops. IL will send information to Secretariat.

JKD stressed that if anyone knows about any relevant future conferences or similar
events they should let the Secretariat know.
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Research Work

Framework 6 on Research offers opportunities to network with other programmes. We
need to put this on our agenda as it is part of our job to link with appropriate European
work.

JKD indicated that there are opportunities for individual contracts to carry out specific
work, which should fit within the policy environment of EC or it probably won't get
extra/further support/funding.

Publications

BL asked could we decide fairly soon what papers we want to produce. BL said that it
would only take him a week to write a paper.
Proposed EUPHID Organisational Framework

An organisational framework was proposed, which consisted of 4 dimensions:
- EUHPID in Practice (implementation; tools) - NdV

- EUHPID in Theory (methodological considerations) — GB, EdL

- EUHPID in Comparative Context of other projects (documentation scanning) -
JKD

- EUHPID In European and National Policy Contexts (in relation and action
towards policies of EU and Member States) - JKD

There was agreement that we favour the conception of health promotion action based
on the Ottawa Charter. We could use the above as a working framework.

MB advised to take it step by step and review the framework.

EG wanted to avoid making decisions on models at this stage.

EdL said that she would send lists of indicators to JKD over the next few weeks.

MB said we need to be more systematic and review what is there first.

93



Proposed EUHPID Conceptual Framework

We need to reconceptualise different elements of health promotion:

Society ~
Community
Organisation mutual integration (social capita; sense of coherence)
Group
Individual >
J
Phenomenological description empirical analysis
(narratives/images) (indicators)

rocess indicatofs,
figurations of empowering

changes

Health Promotion = advocating, enabling, mediating
EUHPID Working Groups/Tasks

It was decided that EUHPID work groups should be defined on the basis of the
personal preferences/interests/own disciplines of Consortium members. The working
groups in terms of their work content and named membership (in some cases) are not
mutually exclusive. All EUHPID Consortium members are encouraged to participate
actively to ensure an equitable division of labour and expertise.

1. Concept Paper for EUHPID Conceptual Framework

To construct an evidence-based salutogenic process indicator for health promotion.
BL offered to write first draft of this concept paper. This work will contribute to
development of a conceptual framework for EUHPID.

2. Rationale Paper for EUHPID Policy Framework

This work will contribute to the development a policy framework for EUHPID.
HN/EdL agreed to produce this rationale paper by 8 June and create
recommendations.
Work will include —

- Definition of rationale

- why health promotion indicators are needed

- review available frameworks and recommend more
sophisticated framework for EUHPID
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- propose timescale and programme of work

This will be achieved through the following process:

All Consortium members to review existing frameworks and send initial comments to
HN by 19 April. HN will then share with EdL.

Examples of types we know include:

- review/taxonomy/classification (GB)

- Nutbeam outcome model

- WHO Evaluation book = McQueen & Anderson chapter
- Healthy cities — EdL

- Health Promoting schools — IL

- Complex community initiatives — MB

- IUHPE Effectiveness — ABB

- Worksite Euro Health Network (GB)

- MARI (EdL)

- etc

HN will produce initial draft rationale by 26 April — then EdL, ABB (BS), GB, MB,
IL (allow 2 days for each)

Responses to HN by 13 May - then telephone conference of above working group
around 15 May to discuss and agree recommendations

Final draft mailed to all Consortium members by 20 May

Final comments to HN by 30 May

HN produces final draft for agreement at EUHPID meeting on 8-9 June
Presentation and discussion at London Conference on 11-13 June.

3. Review Paper on Health Promotion Indicators

This will feed into the EUHPID comparative context framework.

We need to review the current state of relevant work on health promotion indicators
such as the recommendations of the WHO Working Group on Evaluation, [UHPE
Project on Effectiveness, Swedish work on quality indicators, work programmes of
the British public health observatories, work on indicators related to the European
health promoting schools network and healthy cities movement, and so on. We need
to be up to speed on all these and other relevant work. This would be co-ordinated by
EUHPID Secretariat once research staff appointed. Each EUHPID Consortium
member (or their representative) would be called on to contribute their knowledge,
experience and contacts to this process. Therefore each member had responsibility
from now on to keep themselves up to date on all relevant indicators work in their
relevant country and field of special interest/expertise. No-one else can do this from
the same cultural/contextual perspective — the true European added-value. We needed
to achieve agreement that we are all on the same ‘wavelength’ with regard to both
policy framework and analytical framework.
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4. EUHPID in Practice Working Group

(to be led by NdV)

To consider goals, processes, and outcomes — also evidence-directed.

Anyone in the Consortium can from their experience pick health promotion activities
or events and report to the whole group the types of indicators used; what was
missing; levels — micro, meso, macro; whether evidence-based; quantitative and/or
qualitative indicators; etc — then report back to the centre, then disseminate — share
papers through virtual discussion

Work from theory and models — explore WHO evaluation work — indicators related to
models.

5. Theoretical Basis for EUHPID Working Group
To consider methodological issues

To be led by EdL.

6. EUHPID within the Comparative Context of Other Related Projects
Working Group

This will link into the review work in 3. above, and be led by the EUHPID Secretariat.
7. EUHPID European and National Policy Contexts Working Group

This will be led by the Secretariat. Some of the relevant external links are:

EC Health Monitoring Programme (EUHPID funding to November 2003)

EU Public Health Programme 2003-2006 - 3 pathway/strands — health monitoring,
rapid reaction to threats, tackling health determinants through health promotion and
disease prevention (EUHPID phase 2? Also consideration of theoretical and analytical
framework linking pathways 1 and 3 in particular?)

EU Framework 6 Research programme 2002-2006 — networks of excellence
(EUHPID network proposal?)

IUHPE HQ Effectiveness Project — (connection to EUPHID work especially in
Europe?)

IUHPE European Region — conferences in London (June 2002) and Perugia (June
2003)

WHO Health for All Monitoring — (connection to EUHPID?)

European Network of Health Promotion Agencies — potential link to national agencies
and to ENHPA work — re Research Directors Proposal?

European Public Health Association — conferences in Dresden (Nov 2002) and Oslo
(Nov 2003)

European Public Health Alliance - ?

ASPHER - ?

EC European Health Promotion Networks — schools, workplaces, hospitals, healthy
cities/megapoles, etc? Links to work on theoretical and analytical framework for
future EC Public Health Programme?)

Developments in Member States — must be clear links

Developments in new accession states — exploration of potential links
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National Policy Contexts of Member States — directly and through Consortium
members.

Next Meeting of the EUHPID Consortium

This was planned for the weekend before the [UHPE European Effectiveness
Conference and therefore would be held on 7-9 June in London. (Ibis Hotel near
Euston Station).

CC thanked JKD on behalf of the Consortium for taking the initiative for EUHPID,
putting together the successful proposal to the EC and organising this first meeting of
the Project. .

Expression of interest formally made by Professor Thomas Abel, University of Bern,
Switzerland who wants to collaborate with EUHPID (His contact details are as
follows: +41-31-6313428; +41-31-6313512; abel@ispm.unibe.ch).
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ACTION POINTS & TIMETABLEEUHPID Rationale Paper

Notes from Brighton meeting & revised timescales to all members - 8 April

Circulation of various documents to all members - 12 April

Reflection & comments from all members on issues discussed at

Brighton meeting on health promotion indicators to HN - 19 April

HN produces initial draft rationale paper - 26 April

HN circulates to work group members (EdL,ABB/BS,GB,MB,IL)

who each have 2 days each to circulate draft and return to HN - 13 May

Telephone conference as necessary -c 15 May

HN sends draft to all Consortium members for comments - 20 May

Final comments from all members to HN - 30 May

HN prepares final draft for presentation at EUHPID London

meeting - 8 June

Presentation by Consortium members present at London Conf - 11/13 June
EUHPID Concept Paper

BL to produce initial draft of Concepts paper & circulates

to all members for comments - 19 April

Responses back to BL - 13 May

BL circulates 2 draft prior to next EUHPID meeting - 24 May

Discussion of final draft at EUHPID London meeting - 8 June

EUHPID in Practice Working Group

Comments back to NdV in preparation of paper/work plan for circulation prior to
EUHPID London meeting - 24 May

Discussion at next meeting - 8 June

EUHPID Theory & Methodology Working Group
Comments to EdL on theory and methodology in preparation

of paper/work plan for circulation prior to EUHPID London
meeting - 24 May
Discussion at next meeting - 8 June

EUHPID in Context of Other Projects Working Group
Comments to JKD in preparation for paper/work plan for

Circulation prior to EUHPID London meeting - 24 May
Discussion at meeting - 8 June
EUHPID Working Group on European & National Policy Contexts

Comments to JKD in preparation for paper/work plan for

Circulation prior to EUHPID London meeting - 24 May
Discussion at meeting - 8 June
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APPENDIX 1
1st Meeting of EUHPID
Consortium,
Brighton 23-24 February 2002Contribution by
John Kenneth Davies
An Introduction & Background Review

EU Public Health

Introduced 1 November 1993

— Article 129 of Maastricht Treaty

— Programmes adopted in co-decision

— Article 152 of Amsterdam Treaty

— Budget = 50m ecus (1998)

— =0.6% EC budget

Public Health Programmes

« 1987 Cancer = 64m euros

* 1991 HIV/AIDS + other com diseases = 49.6m euros

* 1991 Drugs = 27m euros

1996 Health Promotion = 35m euros

* 1997 Health monitoring = 13.8m euros

*+ 1999 Accidents + self inflicted injuries = 14m euros

*+ 1999 Rare diseases = 6.5m euros

1999 Pollution-related diseases = 3.9m euros

Health Monitoring Programme
+ 5 year Health Monitoring Programme (proposed 1995) but started
1998

« 3 pillars:

— System of Community Health Indicators

— Community-wide network for sharing and transferring health data

between member states
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— Methods and tools for analysing health status, trends, determinants

(to inform policy)

Programme of Community Action in Public Health 2001-2006
* Improving health information and knowledge

— By comprehensive health information systems

« Responding rapidly to health threats

— Such as communicable diseases

 Addressing health determinants

— Through best practice in effective health promotion and disease

prevention measures

New Action Programme
* The European Health Forum

 European Health Monitoring Centre?

* Integration with other policy areas

« Budget - 300m euros over 6 year programme

« Too much domination by Brussels?

A change in structure rather than in content and
scope of EU health policy?

European Community Health Indicators (ECHI)
« Measure health status, its determinants and trends
throughout the European Community

* Facilitating planning, monitoring and evaluation of
Community Programmes

* Provide Member States with appropriate health
information to make comparisons and support
national policies

ECHI - comprehensiveness:
main categories of indicators

eDemographic and Socio-economic factors

—population

—socio-economic factors
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eHealth status

—mortality

—morbidity disease-specific

—generic health status

—composite health status measures

eDeterminants of health

—personal and biological factors

—health behaviours

—living and working conditions

eHealth services and health promotion

—prevention, health protection, health promotion
—health care resources

—health care utilisation

—expenditures/financing

—health care quality

Flexible use of indicator list:

User-windows
*Specific areas of policy interest

—Cockpit information

—Health in other policies

*Thematic entries

—Health inequalities

—Health of mother and child

*Disease-related entries

—Cancers and their determinants/policy actions
*Priority list

—Current EU focus areas (determinants, health promotion, health in other policies, etc.); to be used for

priorities in data development
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Proposed objectives for ECHI-2

—An improved and more precisely defined indicator list, based on other HMP projects and other

relevant sources;
—A more explicit link with EU and MS policy priorities;
—Working out the user-windows concept as a tool for flexibility;

—Making an updated inventory of international indicators, after the ICHI example issued in 1999

by WHO/EU;

—Use of ECHI frame in policy and in prioritising harmonised data collection; role in the new EU

Public Health Action Programme?

ECHI-2 activities;

link with policy priorities

«Seek feedback on the ECHI-1 report and its use by MS policy
makers.

«Produce a short inventory of uses of ECHI in the Commission and
Member States.

«Promote the awareness and use of ECHI (and via ECHI also results
from other HMP projects) in MS.

«Update the current health policy priorities in each MS (or
autonomous region).

«Seek advice from the High-Level Committee on Health.

«From this, define user-window list of current hot items for which the
development of comparable data collection in Europe should receive
the highest priority.

ECHI-2 activities: parties involved
 ECHI-participants:

—initiating, approving and directing activities;
—taking part in subgroups to implement groups of indicators;

—feedback with Member State policy representatives.

+ HMP project co-ordinators:

—exchanging input during and between project co-ordinators meetings;
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—taking part in subgroups to implement groups of indicators;

* Project co-ordination and support:

—other communication, overall management; updating the international indicator list (update of

ICHI), with partners.

ECHI-2 activities; proposed subgroups for areas of
indicators
+ Disease-specific morbidity;

e Other health status;

« Demography and determinants;

 Health systems.

Prolects 1998

Alcohol consumption

» Health surveys

» Health status -> health expectancies

» Causes of death statistics

* Monitoring of sentinel practice

» Socio-economic differences in health indicators

« Eucomp - health care systems

Mental health

+ State of health in EU in 2000

Prolects 1999

Food availability from Household Budget Surveys

» Indicators in EU reqgions

 Disease-specific morbidity data

» Highlights on health in accession countries

» Rasch Conversion of disability data

 European health risk monitoring

» Use of routine medical data
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» European physical activity surveillance system

» Assessment of health interventions

 European food consumption survey method

Projects 2000

Musculo-skeletal conditions

* Public health nutrition

» Evaluation of public health reports

» Human resources in health systems

» Perinatal health

* Child health

* hospital data

» Cardiovascular indicators

» Indicators on diabetes

Projects 2001

Indicators for monitoring cancer

« Comprehensive cancer monitoring

» Indicators for COPD and asthma

« European reproductive health indicators

» Health information systems in Europe

» Policy health impact assessment for EU

 Pharmaceutical products

 Benchmarking health monitorinqg programmes

 European health promotion indicators

EUHPID Project Aims

 To establish a European Health Promotion Monitoring System,
including a set of common health promotion indicators
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- To recommend suitable methodology and systems to collect the
above data on health promotion indicators and activate the
monitoring system

« To recommend dissemination strategies to policy makers and
practitioners at Community level and within Member States

APPENDIX 2.
1st Meeting of EUHPID
Consortium,
Brighton 23-24 February 2002Contribution by ohn Kenneth DaviesHealth
Promotion Indicators

EUHPID Project Timetable

— Start date 1 November 2002

— 18 month project

— 6 month extension requested

— Can incur costs to 1 November 2003

— Final report by 1 February 2004 latest

EUHPID Project Tasks
*Stage 1

—Production of set of health promotion indicators (May 2002 - June 2003)

*Stage 2

—Production of suitable methodology and systems to collect data (November 2002

- April 2003)

*Stage 3

—Establishment of European dissemination strategies (March 2003 - October

2003)

—Final report by 1 November 2003

An Health Indicator

A measure that reflects, directly or indirectly, the occurrence of a
health-related phenomenon, some aspect of a health-related
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phenomenon or a process that could influence the occurrence of
a health-related phenomenon

Health Promotion
+ ‘“the process of enabling people to exert control
over, and to improve, their health” (WHO 1986)

 Tackling determinants at levels of individual health
behaviours and social, economic and
environmental conditions

 Health promotion matrix

— Setting; health issue/disease/risk factor; population group

Health Promotion Objectives
*  “health promotion programmes and interventions need to be
assessed in relation to the social and structural influences that
determine health. They therefore need to adopt an approach that
implicitly acknowledges the need for outcome data but explicitly
concentrates on process or illuminative data that helps us
understand the nature of that relationship”

*Macdonald & Davies (1998)

Need for Mixture of Process and OQutcome
Informatlon (WHO 2001)

Widening outcome to processes and outcomes in
Ottawa Charter

 Design practical outcome measures

 Use indicators at various levels

 Proximal and distal outcomes

* Indicators clarifying links between healthy public
policy and health status

Planning, Implementation & Evaluation of Health

Promotion
* Problem definition

 Solution generation

« Capacity building
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 Implementation

* Process, impact & outcome evaluation

—Nutbeam 2001
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APPENDIX 3
Proposed Forward Planning Milestones

First EUHPID Consortium meeting - February 2002
EUHPID Website - April 2002

2nd meeting, [UHPE London Conference, flier, position paper - June 2002
Interim Report, ‘country reports’ - October 2002
EUPHA/Dresden Conference, EUHPID brochure - November 2002
3" meeting - April 2003
IUHPE Conference/Perugia - June 2003

4™ meeting, final report - September 2003
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APPENDIX 3b — EUHPID London Meeting

EUHPID Project

Notes from the Second Meeting of the EUHPID Consortium
Held at IBIS Euston Hotel, London, UK
8 t0 9 June 2002
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LIST OF PARTICIPANTS

Richard Horst Noack

Institute for Social Medicine &
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University of Graz
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E-mail horst.noack@kfunigraz
Telephone +43 316 380 4398

Juergen Pelikan

Ludwig Boltzmann Institute for the
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University of Vienna
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AUSTRIA

E-mail juergen.pelican@univie.ac
Telephone +43 1 42 77 48230

Giancarlo Pocetta

Experimental Centre for Health Education,
Dept of Hygiene

University of Perugia
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ITALY

E-mail gipocet@tin.it

Telephone +39 075 585 7301

Danielle Piette

School of Public Health
Universite Libre de Bruxelles
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BELGIUM

E-mail dpiette@ulb.ac.be
Telephone +32 2 555 40 81

Bengt Lindstrom

Nordic School of Public Health
Box 12133
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E-mail bengt@nhv.se
Telephone +46 31 69 39

113

Maurice Mittelmark
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Research Centre for Health Promotion
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Stephan Van den Broucke

Flemish Institute for Health Promotion
Gustave Schildkneckstraat 9
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BELGIUM

E-mail stephan.vandenbroucke@yvig.be
Telephone +32 2 422 4949

Isabel Loureiro

Rede Nacional de Escolas Promotoras de
Saude (RNEPS)
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PORTUGAL
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Telephone +351 21 3912200

Evelyn de Leeuw

Institute for Public Health
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DENMARK

E-mail edeleeuw@health.sdu.dk
Telephone +45 6550 3083
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Faculty of Health

University of Brighton

Falmer
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UK

E-mail J.K.Davies@brighton.ac.uk
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CH-8006 Zurich

SWITERLAND

E-mail gfbauer@ifspm.unizh.ch
Telephone +41 1 6344638
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Department of Health Promotion
National University of Ireland

Galway

Clinical Science Institute

Galway

IRELAND

E-mail Margaret.Barry@nuigalway.ie
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Concha Colomer

Health Promotion Unit

Escuela Valenciana de Estudios para la
Salud (EVES)
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SPAIN

E-mail colomer con@gva.es
Telephone +34 96 386 93 66

Lasse Kannas

Department of Health Sciences
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John Kenneth Davies

Review of the “Programme of Community Action on Public Health” of the EC
for 2003-2008

Three main action strands:

1. Improving Health Information and Knowledge
2. Responding Rapidly to Health Threats
3. Addressing Health Determinants across all Policies and Activities.

The most relevant strands for the EUHPID are one and three. John stated the
importance of linking both strands to the EUHPID project.

= Main aspects highlighted in John’s presentation:

= “Health information and Knowledge” as a policy tool at community, national
and regional levels.

» The added value of the European Perspective.

= The problem of Health Promotion being linked to the Health Care System
(within the EC European Community Health Indicators (ECHI) framework).

For further information on EU Public Health Policies, see John’s presentation
(Appendix 1)

Other topics

The majority of the EC funding health monitoring projects are based on the epidemiological
research paradigm.

John Ryan and Horst Kloppenburg are two people who are currently leading the HP
Programme in EC but this might change during the next year.

The European Parliament decided to support the new Public Health Programme with 312
Million Euros after the conciliation process.

Update on EUHPID

The Project Timetable
= 18 Month project
= Original start date 1* November; finish date 1% of May 2003
= Extension 6 month: finish date 1** November 2003

= Final Report: 1* November 2003
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EUHPID Project Tasks

Stage 1: Production of set of health promotion indicators (May 2002-
June 2003)

To achieve the objective of that first stage we agreed in Brighton a series of task and working
groups to work on:
* A Conceptual Framework — Concept Paper (Bengt Lindstrom)

= A Policy Framework — Rational Paper (Richard Horst)
* A Comparative Context — Review Paper

= A Practice Working Group

* A Theory and Methodology Working Group

¢ A European and National Policy Context Paper

These six tasks have to be progressed for the next meeting in November, 2002.

Key Importance of EUHPID Framework

Purpose

Needs of users eg new EC health information system; development of health promotion at
regional level; one set for Europe; generic indicators linked to many fields.

The Art of Indicator Building

Numbers, sentences, pictures or a combination of all?

Levels

Individual, meso and macro

Modelling Health Development

Changes in epistemology of health to include saluto-genesis, losses/gains in health and
operationalising the Ottawa Charter.

Modelling Health Promotion Action

Processes involved.

Outcomes
Final Report

We must be clear on the terminology we are using in EUHPID — therefore it was
suggested that we need a glossary as appendix to the final report.

Nanne de Vries

o Highlighted ongoing work in Rotterdam (Willy de Haes project) and
being carried out by the Dutch Society of Workers in Health
Promotion (registration & professionalisation).

o He also presented copies of a book from a relevant doctoral thesis.
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o

o

Health Promotion Triad / Pyramid

He proposed a set of indicators as a pyramid — key indicators at the
top of the pyramid for agenda setting/advocacy among policy-makers,
then policy development, planning — the bottom of the pyramid based
on solid, academic theory — technical properties close to evaluation of
interventions. To include key area of monitoring and evaluation; also
local level needs of practitioners re good practice. Indicators as a tool
for management.

Agenda setting/advocacy
among policy-makers

Policy development and
"~ planning

Academic Theory

Framework to generate indicators = system for indicators. An open or
closed system?

Importance of benchmarking data — having general information for
cross-country comparisons and agenda setting across the European
Community.

Knowledge — determinants of health and for intervention processes.

Need for visionary indicators — but not to be too ambitious.

Evelyne de Leeuw

Making IT work for Us

o

She presented two websites:

e http://www.nationaalkompas.nl - This website can be accessed horizontally or

vertically by topic area.

e hittp://www.zorgatlas.nl - This site offers information about the geographical and
demographic health differences between regions of Holland.

What is the Atlas?
“The National Atlas of Public Health in the Netherlands is literally putting

public health and health care on the map. It displays the geographic

distribution of all kinds of issues related to people's health, determinants
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of health, health care services and prevention. The Atlas truly is an atlas.
The focus of attention is on maps. Text, figures and graphs are only
intended to help interpret the map. The atlas answers WHERE-questions
such as:

- Where are high mortality areas?

- Where are the highest levels of noise nuisance?

- Where are hospitals located?

- What is the degree of vaccination of the population?

On these and many other questions you will find the answers in this Atlas”

(From: http://www.zorgatlas.nl)

o Evelyne suggested that it would be useful to make an analysis of
existing websites. (structures, colours, organisation, etc)

o The EUHPID website will be linked to the EC Europa server and
thereby into the e-Health Programme.

How are we going to decide the indicators?

Taking existing indicators and adding more? We have to make